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ABSTRACT 

 

 
PREGNANCY AFTER STILLBIRTH:  

CARING FOR CANADIAN FAMLIES IN RURAL AREAS 

 

 

Sarah Gower        Advisor: 

University of Guelph, 2021      Dr. Andrew Papadopoulos 

          

 
 Every day across Canada, nearly nine pregnancies end in stillbirth. Many of these 

families go on to have subsequent pregnancies, but research into how best to care for these 

parents is lacking. Meanwhile, the literature around effective knowledge translation for rural and 

remote practitioners is also sparse. Two studies were conducted; the first explored the 

experiences of Canadian families experiencing a pregnancy after stillbirth. Answers to three 

open-text questions from sixty-two respondents were analyzed using thematic analysis, and six 

overall themes were identified, with key messages and opportunities for improvement delineated. 

The second study was a scoping review that identified best practices for knowledge translation to 

rural primary health care providers. There was a wide variety of interventions used with no 

single “best” type. Further research is needed to determine the most effective knowledge 

translation techniques for the busy rural practitioner managing complex patients in acute and 

chronic settings.  
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“The physician's duty is not to stave off death or return patients to their 

old lives, but to take into our arms a patient and family whose lives have 
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SPECIAL CONSIDERATIONS 

 

i) Positionality statement 

I am a female-identifying family physician who has trained and worked in small-town, 

rural Ontario for the majority of my twenty-year career. In my practice over the years, I have 

done outpatient clinics, low-risk obstetrics, hospital-based inpatients, emergency medicine, and 

palliative care. I have also birthed four of my own children in three different hospitals, three 

attended by a family physician and one by an obstetrician. I have experienced one pregnancy loss 

at sixteen weeks, as well as the death of my first child at age 17 months from leukemia, both of 

these events after I had completed my medical training and was in practice as a family physician. 

I have attended many patients over the years through miscarriage and stillbirth, and over the 

years have taken a special interest in the clinical and emotional management of these patients 

and their babies. It is my experience that it is common in both the domains of pregnancy/baby 

loss and of rural medicine that researchers are personally rooted in those worlds; I consider all of 

these experiences to be strengths during my research of both pregnancy after stillbirth and rural 

primary care. 

ii) Terminology 

 

Throughout this thesis, the words “embryo”, “fetus” and baby” may not be consistently 

used in the way they are defined in medical terminology (pregnancy of 1-8 weeks, 9 weeks until 

delivery, born alive at any gestational age). I believe that it is essential to use patient-centred 

language in circumstances of obstetrical care and pregnancy loss, and I will follow those 

conventions.  
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I will at times use “woman” or equivalents instead of “pregnant person” or equivalents. 

This is not intended to erase the experiences of a person identifying as other than female but is a 

convention currently still common in the literature; at times I have judged that to stay true to the 

literature I am quoting, I should continue to use “woman” or “women”. Note that as of May 

2021, I was unable to find any published literature on stillbirth or subsequent pregnancy in 

transgender or gender diverse/nonbinary patients. 

Finally, my medical-focused (physician) background leans me towards the use of 

“patient” rather than “client” or equivalent.  

iii) A note on patient cases 

I have used patient cases throughout this thesis as a method of rooting my research in 

patients and in my own experience. The family doctor in these cases is myself, but the cases are 

composites of patients I have known over the years. None reflect a single person. Patient 

identities are not associated with any of the patients I have in mind and all names used have been 

created to provide context for the cases.  
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CHAPTER ONE: 

Literature Review, Thesis Rationale, Methods and Objectives 
 

1.1 Introduction 

_______________________________________________________________________ 

I’m a family doctor who delivers babies in a small, rural town in southern Ontario. I’m 

considered a “low-volume” provider and I usually do 30 to 40 deliveries per year.  

Last week I had two patients come in for prenatal visits, Anisa and Maria. They were 

both thirty weeks pregnant, and I had delivered both of their first babies two years ago. 

Anisa was in a great mood, her two-year-old daughter had just been given a new book 

about being a big sister that they brought in to show me.  

Maria was stressed and anxious. She didn’t have a toddler with her, because Maria didn’t 

get to bring her baby home two years ago. In fact, the anniversary of her baby’s stillbirth 

was exactly two years ago the day I saw her. I was the one that told her the ultrasound 

had failed to find her baby’s heartbeat at 39 weeks, and that her baby had died. I 

delivered that baby, made handprints and helped take photos of him. Now, two years 

later, we both took a deep breath as I sat down to start her appointment. 

I had set aside extra time for this visit and had been seeing Maria every two weeks 

instead of monthly so far in her pregnancy. I had also fit her in a few extra times just to 

check a fetal heart rate when she had panicked that she couldn’t feel her baby move – 

she’d gone on to buy herself a home fetal heart monitor. “I’ll do anything you say. I can’t 

stand the thought of losing another baby”. 

 

 

As obstetrical caregivers, we do not know exactly what to do with patients like Maria, 

who are pregnant again after a stillbirth, to prevent another stillbirth -- especially if they live in 

rural areas. To date, there are no randomized clinical trials, a small number of studies with no 

control group, and even fewer that ask patients directly about their needs. The literature is also 

sparse on how to translate research and guidelines most effectively to rural areas, where 

healthcare providers deal daily with patients like Maria and other rural residents across a vast 

breadth of illnesses, risk categories, and issues. At the same time, patients like Maria deserve 

excellent care in their pregnancies, no matter where they live.  
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This first chapter of my thesis is a literature review which will first consider the existing 

literature on emotional and medical care for families who are, like Maria, experiencing a 

subsequent pregnancy after stillbirth. Rural obstetrical issues, the challenges of staying relevant 

as a rural practitioner, and methods for knowledge translation for rural health care providers will 

be considered in turn.  

This foundation will then allow me to move through my research chapters and tell the 

story of what might be ideal for Maria’s care. Chapter two will address the research question of 

what prenatal care a subsequent pregnancy family values and needs the most, thorough a 

qualitative study of secondary data collected from families experiencing a pregnancy after a 

stillbirth. Chapter three is a scoping review looking at best practices for translating clinical 

guidelines and knowledge to rural primary care physicians. Chapter four provides a discussion of 

the overall conclusions including insights gained, and future research directions. The overarching 

aim of this research is to develop a pan-Canadian system to support pregnant people, families, 

and caregivers through subsequent pregnancies after stillbirth, no matter their physical location. 

1.2 Literature Review 

 

1.2.1 How common is stillbirth? 

________________________________________________________________________ 

Two years earlier 

I’m on call today for obstetrics, back at home in the evening after a full day seeing 

prenatal patients and assisting at two planned Caesarean sections.  

I answer the phone from the hospital just before midnight. It’s one of the more 

experienced nurses, and her voice is slow and sad. “I have Maria here, she’s your patient. 

She wasn’t really feeling baby move this evening, so she came in”.  

A heavy pause.  

“I can’t find a heartbeat.” 
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There are three to four stillbirths every day in Ontario, with over three-thousand annually 

in Canada (1). In Ontario, the category “stillbirth” includes any baby born with no signs of life 

who is at least 20 weeks gestational age or weighs more than 500 grams. Internationally, this 

definition can vary, and there has been a move to classify stillbirths into “early” and “late”, with 

the division generally agreed to be 28 weeks gestational age and 1 000 grams (2). Using the 

“late” definition, in 2019 Canada reported 1 066 deaths and Ontario 438 in the year 2019 (2). 

These numbers are much lower than found in poorly resourced countries: Canada’s stillbirth rate 

is 2.8 per thousand total births, while Bangladesh’s is 24.3 per 1 000 births, and Somalia’s is 

26.8 per 1 000 births. However, stillbirth rates in Australia and Spain, two countries that are 

similarly resourced to Canada, are significantly lower at 2.2 per 1 000 births, and Finland’s is 2.0 

per 1 000 births (3). And, even when the “early” stillbirths are excluded, there are between one 

and two daily stillbirths over 28 weeks of gestation in Ontario.   

Parents who have experienced a stillbirth commonly report that they had never believed 

this was something that could happen to them (4,5). One reason is that there is an enormous 

burden of silence surrounding stillbirth (6). Most caregivers and pregnant patients do not want to 

discuss the fact that, even in well-resourced countries, some babies will die in pregnancy (4,6). 

Globally, at the start of the third trimester (around six months of pregnancy), the rate of fetal 

death is about 2%. This is a risk of death not seen again until an individual reaches 80 years of 

age (7).  

This silence around stillbirth contrasts sharply with Sudden Infant Death Syndrome 

(SIDS, or SUID or sudden unexplained/unexpected infant death), which is actually ten times less 

common than stillbirth (8). Fröen quotes a 1:54 ratio of stillbirth:SIDS published papers in 
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MedLine (7). The possibility of SIDS is generally well understood by the general public, and 

openly publicized through public health campaigns (9,10). There are specific actions parents can 

take to decrease the risk of SIDS (10,11) but there are also actions parents can take to decrease 

their personal risk of stillbirth (12,13). Existing data supports correcting various medical issues 

of pregnancy such as pre-pregnancy obesity, excessive weight gain during pregnancy, gestational 

diabetes and hypertension, as well as a few specific pregnancy interventions such as sleep 

positioning and better awareness of fetal movements (12).  

1.2.2 Clinical and research aspects of stillbirth  

The global economic, psychological, physical, and economic burden of stillbirth is a 

universal problem which is under-researched and under-resourced (13–15). The landmark Lancet 

“Stillbirths Series” in 2011 “authoritatively [identified] stillbirth as one of the most shamefully 

neglected areas of public health” (16) and, among other things, recommended increased 

investment in relevant research (14).  

One reason for this is the stigma around research involving pregnant women in general, 

let alone women experiencing stillbirth. In the late 1970s, the US Food and Drug Administration 

passed regulations which blanketly excluded all women of childbearing age from phase I and 

early phase II clinical pharmaceutical trials (17). This was partly in response to major issues with 

pregnant women in drug trials that proved teratogenic (17), partly as a concern that hormonal 

fluctuations meant women in general were less predictable in trials (18), and partly as a bias that 

safety of the fetus should be prioritized more highly than safety of the pregnant woman (19). 

These regulations started to be revised in 1993, but the proportion of drug trials involving 

pregnant women has remained relatively constant over the years, around 1% from 1960s to 2013 

(17) – moreover, one-third of these were based around HIV medications (20). Trying to find data 
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on conditions specific to pregnancy shows this disparity even more strongly. Between 2013 and 

2014, there were fifty times the number of drug trials involving lung cancer than pre-eclampsia 

in spite of a nearly identical incidence in the general population, and inflammatory bowel disease 

had eleven times as many active trials in spite of its incidence being about two-thirds that of pre-

eclampsia (21). 

When pregnant women are included in studies, a history of stillbirth is sometimes an 

exclusion factor (7,22,23), and so this population of women is not included in some of the 

landmark obstetric papers (24,25). The incidence of previous stillbirth is sometimes considered 

statistically insignificant and are excluded from data analysis for that reason (26). Even when 

specific research is done around maternal or neonatal death (neonatal is classified as within the 

first 28 days of life), stillbirth is excluded, leading to many missed opportunities in clinical 

stillbirth research. In the literature considering pregnancy after a previous stillbirth, interventions 

are often found to be increased including early induction of labour, elective Caesarian section, 

preterm birth and low birth weight. However, these may or may not be iatrogenic as both patients 

and providers find themselves without strong data to guide their decision making in trying to 

avoid a repeat stillbirth (27,28).  

One logical place to begin researching causes of stillbirth would be analyzing autopsy 

results, and the literature is clear that a well-done postmortem alongside an expert placental 

exam can reduce the proportion of unexplained stillbirth by up to 80% (29,30). Unfortunately, 

autopsies for stillbirth are often not done, even in well-resourced countries. Parents may be 

hesitant to consent to an autopsy for religious reasons or for not wanting to further traumatize 

their baby’s body (31–33). Neonatal autopsy is a subspeciality not readily available in rural or 

remote areas, so babies’ bodies have to travel alone to a tertiary care centre. Providers may not 
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be comfortable asking permission and importantly, may not believe it would be helpful, as it 

remains a common belief among clinicians that a stillbirth autopsy does not add much to the 

cause, in spite of clear evidence to the contrary (7,34,35).   

1.2.3 Pregnancy after stillbirth: psychosocial and medical aspects 

 

Maria is a patient I’ve known for five years. She was so excited when she got pregnant 

right away when they started trying two years ago, and so devastated when her baby was 

stillborn nine months later. She is now pregnant again and had come in for her 30-week 

prenatal visit. She looked at me directly. “I’m so scared,” she said, and I could hear the 

tears behind her voice. “What if this happens again? Will this baby die too? What can we 

do to prevent this from happening again?”. She took a deep breath. “I’ll do anything you 

say. I can’t stand the thought of losing another baby”.  

________________________________________________________________________ 

Many parents start to think about another pregnancy very early after a stillbirth, even in 

the first few hours and days of learning their current pregnancy has ended (36,37). Between 50 

and 80% of patients experiencing stillbirth will become pregnant again (38), 7% within the first 

12 to 18 months (39,40).  

Pregnant people who have experienced one stillbirth have an average of five times 

greater chance of another stillbirth compared to a pregnancy without that history (41–43). 

Further, a previous stillbirth means a patient has a higher risk of other serious complications in a 

subsequent pregnancy including low birthweight, pre-term labour, and neonatal mortality 

(44,45). These outcomes vary depending on the cause of the initial stillbirth (46). However, it is 

not always possible to establish a cause for unexpected stillbirth, and it is not easy to calculate 

what an individuals’ risk of repeat stillbirth or other complications is going to be (47).  

Patients who have experienced a stillbirth will often experience increased levels of 

anxiety and depression in subsequent pregnancies (38,48–50), as will their partners (36,51,52). 
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Patients report feeling increased vigilance towards their subsequent pregnancy, having 

flashbacks to their previous loss, feeling an increased sense of risk and danger, and a reactivation 

of the grief and helplessness they experienced when their previous baby died (39,48,53). Each 

subsequent pregnancy loss, including early miscarriage, increases these symptoms once an 

achievable pregnancy is established (54).  

Meanwhile, family, friends, and caregivers often assume the subsequent pregnancy and 

baby will make everything better again, but this is not necessarily the case (55,56). These 

symptoms are not resolved with the birth of that baby, even if the baby is perfectly healthy (38). 

“Stillbirth or neonatal death profoundly alters the reality of subsequent pregnancies” (57). 

Stillbirth also impacts many family members including grandparents, siblings, surviving twins 

and subsequent children (49). This is a form of “disenfranchised grief”, meaning it is often not 

acknowledged or accepted by society at large; consequently, support is infrequently provided as 

one is expected to have moved on (49,58). There is often a prolonged grief which is clinically 

very similar to the loss of a child of any age (49), and families are at a high risk of developing 

complicated grief and post-traumatic stress disorder (37,59). Finally, the impact on caregivers is 

important to take into account. Gold in 2008 (60) found that caring for these patients took a large 

toll on health professionals, both in personal grief and professional responsibility: “caring for 

death in the midst of life is demanding” (61).  

1.2.4 Challenges of Rural Canadian Obstetrical Care  

 

_______________________________________________________________________ 

I got the call around 10pm: “I don’t like the look of the fetal heart strip. You need to 

come now”.  

Scarlett had come into the hospital just after 6pm with her water broken but no 

contractions. After discussion, she chose to start oxytocin to stimulate her uterus and start 

her labour. She was happy and excited to be finally having her baby. I had headed home 
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to tuck in my own kids and grab something to eat – in a rural hospital, most of us don’t 

stay “in house” but are available on call as needed. 

As I drove in, I mentally ran through emergency scenarios and reviewed protocols. It was 

November, snow was starting, and I knew transportation out would soon be a challenge. 

In a rural hospital the family doctor is usually also the pediatrician, and we are not as 

experienced at managing sick newborns as a neonatologist in a larger centre. If Scarlett’s 

baby was going to be in trouble, I needed to act sooner rather than later. At the same 

time, once a baby is transported, that often means separation as we cannot send mom 

along until she is stable and has a bed to be transferred to, or is well enough to be 

discharged from hospital care. None of us want that either.    

________________________________________________________________________ 

 

Canada’s population is currently about 38 million, with 18.5 %, or nearly 7 million 

people, living in rural and remote areas across 99.75% of the country’s land mass (62). “Rural 

and remote Canada” is generally defined in the literature as communities with fewer than 10 000 

people (Gryzbowski 2015). Proportions vary by province, with 40 to 50% of the population 

defined as rural in the Maritime provinces, Nunavut and Newfoundland and Labrador. In 

Ontario, 14% of the population is considered rural but lives across 99.2% of its land mass (63), 

meaning that 2.2 million rural residents are spread across 900 thousand square kilometers – the 

population of Greater Vancouver in an area the size of Nigeria (64). Like many rural areas of the 

world, access to timely medical care in rural and remote areas of Canada is an ongoing issue as 

there are fewer primary care practitioners and significantly less access to specialized care 

(65,66). The spread of population, challenging (mountainous) geography and winter weather can 

make travel for higher level medical care very challenging.  

When it comes to rural obstetrical care, most Canadian communities with a population of 

at least 5 000 have local access to a hospital, and those hospitals are categorized obstetrically 

according to what level of neonatal care they can offer. Level 4 hospitals contain the highest 

level Neonatal Intensive Care Units (NICUs) with subspecialized neonatologists caring for any 
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gestational age. Level 1 care is largely provided by family physicians and midwives for babies 

considered “term”, at least 37-38 weeks gestational age (67). In most areas of rural Canada, the 

local obstetrical care of pregnant people is provided by family physicians and midwives and an 

occasional generalist obstetrician (68,69). 

Meanwhile, birthing is central to the life of a rural community, both socially and 

medically. “Births and maternity care are the bedrocks of communities…babes and mothers 

together, bringing and embodying life giving in small, isolated or rural communities” (70). The 

medical practices of anesthesia, maternity care, and surgical care are intimately connected, and 

examples of surgical departments closing and communities then being unable to maintain 

caesarian-section capability can be found across the country, especially in British Columbia and 

Ontario (71–73).  

Keeping birth close to home has been demonstrated to keep childbirth safer and healthier. 

Gryzbowski et al (74) found that a “lack of local access to maternity services led to poorer 

neonatal outcomes” (pg. 6) across 150 000 births in British Columbia, Alberta, and Nova Scotia. 

Their 2011 analysis also showed higher interventions and poorer outcomes for labouring patients 

(75). This is exacerbated by Canadian weather patterns where in many parts of the country, road 

and air travel can be highly unpredictable for five to seven months of the year in winter. 

“The story that those of us working in the area of rural maternity care are trying to tell is 

not just a story about general surgery and obstetrics by family physicians. It’s a story 

about people trying to effect social change, a story about a tide that is trying to rise high 

enough to change an entire landscape.” (70) 
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1.2.5 Breadth of Family Medicine 

It is not just obstetrical care that is challenging in rural areas. Most of rural Canada’s 

healthcare is delivered by generalists, largely family physicians. Family physicians, no matter 

their location, deal with a wider breadth of medical issues than any other medical specialty. 

Peabody et al (76) looked at one years’ worth of family medicine diagnoses across 551 US 

family/general practice physicians and identified a “top 100” that were seen the most frequently 

in office visits. They next identified an additional 1 600 diagnoses throughout that one year – 

more than three novel diagnoses per day, and applied a weighting based on degree of harm that 

would be caused by misdiagnosing or mistreating a diagnosis. They found some of the most 

dangerous diagnoses were also the least commonly seen. For example, hypertension was 

frequently seen but not particularly urgent to diagnose, while acute coronary artery dissection 

was rare to see in the office but fatal if missed. A family physician therefore needs to be 

competent in diagnosing and managing hypertension, acute coronary artery dissection and 

everything in between, across all areas of the human body and all stages of the life cycle. This 

combination of breadth and depth of knowledge needed about so many acute and chronic 

conditions is considered to be unique to primary care.  

In addition, the pace at which this clinical decision-making must happen is faster than 

any other specialty; on average, a single family physician appointment deals with five to seven 

issues per patient (77). This is increasing over time, even as the clinical hours a family doctor has 

available remains the same – from 1997 to 2005, the average available time for each of those 

issues per patient decreased from 4.4 to 3.8 minutes (78). Yarnall et al. calculated it would take 

approximately 4.4 hours totally every day for a family physician to provide preventative care 

management for all of their daily patients, above and beyond regular daily care (79). Ostbye et 
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al. found that for an average family physician to manage their patients’ top ten chronic diseases 

alone, following all current 2005 guidelines, it would require 10.6 daily hours per physician. 

(80).  

 

 

1.2.6 Multimorbidity 

_______________________________________________________________________ 

André is a 65 year-old man who has lived in a small town in Ontario his whole life. Three 

years ago, he was diagnosed with diabetes and hypertension. He was unable to make 

suggested lifestyle changes and although he hates taking pills, after six months he started 

a common diabetes medication. It gave him a lot of side effects, so he quickly switched to 

a second one which hasn’t helped his sugars very much. His first hypertension pill 

likewise gave him a lot of swelling and he just didn’t feel himself on a second one. He is 

also hypothyroid and has some mild chronic obstructive pulmonary disease (COPD) that 

requires periodic steroids, which further increase his blood sugar levels.   

________________________________________________________________________ 

The medical complexity of patients is increasing over time. Multimorbidity is defined as 

when multiple chronic illnesses exist within one individual, and is increasingly common as a 

population ages (81). In Canada, up to 40% of adults between ages 45 and 64 have three or more 

diagnoses, rising to 75% of adults over 65 years old having five or more. (82,83). A large study 

that included a third of the entire Scottish population found that most of those with any long-term 

disorder were multimorbid; in other words, once you have one chronic disease, chances are you 

have more than one (84). They also found that nearly 2/3 of people with multi-morbid physical-

mental health comorbidity were younger than 65 years (84).  

Multimorbidity is also an expensive problem; in 2012, Goodman found that 25% of all 

Americans had at least two chronic conditions, responsible for about 2/3 of total health spending 

in that country (85). Those with multimorbidity tend to be higher users of the health care system 

and also have poorer functional status and self-reported quality of life and worse health outcomes 
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(84). Meanwhile, an increase in multimorbidity is strongly correlated with a decrease in 

socioeconomic status (84,86,87) – or vice versa. Among US Medicaid patients, 2/3 had at least 

two conditions, and the 12% that had six or more chronic conditions were responsible for 43% of 

total Medicaid spending (85).  

Unfortunately, most health care systems around the world were not designed to take 

multimorbidity into account (88). Many research programs for example, are based around a 

single condition like hypertension or anxiety. Clinical trial of medications and other treatments 

often exclude patients with multiple conditions to try and narrow in on the efficacy of their 

interventions (81). Health systems in general have focused on single illnesses in research, 

prevention and treatment – even fundraising foundations are organized around specific illnesses. 

Barnett puts it well when she writes that the “use of many services to manage individual diseases 

can become duplicative and inefficient, and is burdensome and unsafe for patients because of 

poor coordination and integration” (37).  

Clinical practice guidelines tend to be disease based and research programs designed for 

single diseases (89,90). This comes to a head in primary care, which strives to be person focused 

rather than disease focused (91), and is left without clear data as to how to provide excellent care 

for patients living with multiple comorbidities (92). Guidelines can contradict each other. A first-

line treatment of one disease might cause worsening of another, for example oral steroids for 

COPD in a diabetic (93). Regular exercise recommended for depression may not be possible if 

someone has severe hip osteoarthritis. A patient who has early dementia may not be able to 

handle the recommended eight daily medications for their hypertension, coronary artery disease 

and anxiety – each dosed anywhere between one and three times daily. The primary care 

practitioner must constantly prioritize what is most important to each individual patient and what 
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could be left aside, based on competing guidelines, the goals of care of the patient, and clinical 

acumen. 

In 2011, an initiative called “C-CHANGE” recognized these issues of guideline conflict 

and came together to try and harmonize guidelines around a single issue: the prevention and 

management of cardiovascular disease in primary care. They identified eight relevant Canadian 

organizations that had each produced recent independent guidelines, containing a total of 400 

recommendations (94). These guidelines used different evidence-grading systems, requested 

different conflict disclosures from committee members, and had many subtle and non-subtle 

clinical conflicts between them. For example, the Canadian Hypertension Education Program 

recommended a daily low-dose aspirin (ASA) for all hypertensive patients without 

complications, but the cardiometabolic working group of the Canadian Cardiovascular Society 

stated that daily ASA was no longer needed for diabetic patients without coronary disease (94). 

For a family doctor faced with a hypertensive, diabetic patient without coronary disease, this 

conflicting information made it extremely difficult as to how to advise their patient. Through a 

complex process of consensus and voting, the list of 400 was distilled to 89 recommendations. 

Further versions in 2014 and 2018 adjusted these numbers down to 74 and then up to 77, with a 

total of 52 that were newly added or updated in 2018 (95,96).  

It is easy to see how staying up-to-date on managing a patient like André can become 

overwhelming. The competing perspectives of the patient, clinician and researchers make it 

difficult to know what and how to address André’s health care needs. It is left to the family 

physician to learn each guideline and the evidence behind them, educate the patient in front of 

them, and then together choose what to do next – the complexity of this is multiplied by each 
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chronic and acute illness the patient has, compounding the difficulty of making the most 

appropriate clinical decision. 

1.2.7 Knowledge Translation in Rural Family Medicine 

 

Continuing medical education (CME), the process of learning current medical 

information as a practicing front line healthcare provider, is another challenge in primary care. 

The process of getting this education into place is known as “knowledge translation” (KT) which 

is defined as “raising knowledge users' awareness of research findings and facilitating the use of 

those findings”. More specifically, it is "a dynamic and iterative process that includes synthesis, 

dissemination, exchange and ethically sound application of knowledge to improve the health of 

Canadians, provide more effective health services and products and strengthen the health care 

system" (pg. 1) (97). It is commonly quoted that it takes 17 years for research evidence to reach 

clinical practice and actual patients (98). While some of this time includes safety mechanisms, 

this is widely thought to be far too long to be patient-centred. Simply producing guidelines is not 

enough to affect patient care -- new information must also be translated to front-line clinicians in 

a useful and accessible manner that promotes implementation (99). 

There are many ways that health care providers look for continuing professional 

education, ranging from conferences, local seminars, and online webinars to small group 

learning, reading journals, and social media. They discuss cases with each other and provide 

“corridor consults” as they see each other at work and socially. Methods to keep primary care 

physicians current in medical knowledge has been studied extensively over many years (100–

102). Medical education is a growing research area and medical schools are expected to have 

dedicated, accredited CME departments to reach out to physicians and update them on the latest 

research and guidelines (103). 
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Unfortunately, this type of CME is not always well designed for family physicians, let 

alone rural family physicians (100). It tends to be organized by discipline, for example 

“Cardiology Update”, and then broken up into sessions by topics such as “Approach to 

Congestive Heart Failure”, “Managing Hypertension” and “Choosing a Novel Anticoagulant”. 

Another education day might be a “Diabetes Update” and include sessions on “Update on Novel 

Therapies”, “New Approaches to Type I Diabetes”, and “Use of Newer Insulins” (104,105). The 

family doctor is left to attend all of these sessions separately and try to assimilate as much 

information as possible.  

The example discussed above of the “C-CHANGE” Harmonized National Guideline 

Endeavour (96) is another example of difficulty in knowledge translation. Its target audience is 

stated to be Canadian primary health care practitioners, and yet as one of the target audience 

myself, I had never heard of this initiative. The 2018 implementation section refers to education 

modules on a website which does not currently exist (last checked February 27th, 2021). Using 

Google, I was able to locate these modules on a dedicated “C-CHANGE” website, as well as a 

list of upcoming online workshops and conferences (virtual due to Covid-19 pandemic 

protocols). Again, while this CME does look useful for a rural primary care physician with 

multimorbid patients, I had not seen them advertised nor heard of any of them until this literature 

review. 

 ______________________________________________________________________ 

André and his wife were two of my earliest patients in my small town, and over 

the years I have also taken on three of his children and five of his grandchildren as 

patients. Seven years ago, André’s wife died of metastatic breast cancer, and I provided 

her palliative care with many home visits, several weeks in and out of hospital and her 

final, peaceful death at home. I also have followed two of their daughters through their 

pregnancies and delivered three of their grandchildren in our local hospital. 

_______________________________________________________________________ 
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When clinicians are rural family physicians, who may be described as experts in 

multimorbidity and patient-centred decision making in a variety of settings with a broad set of 

procedural skills, knowledge translation is even more challenging. It is well established that the 

scope of rural family medicine practice is even broader than urban (106–108). In other words, 

the more rurally situated a physician is, the greater likelihood one is to deliver babies, be on call 

for nursing homes or hospital inpatients, and perform your own minor surgeries such as biopsies, 

casting and lumbar punctures (109). Unlike larger centres, where a family physician might work 

full-time in a clinic or an emergency room (ER) and nowhere else, rural physicians are more 

likely to practice “full scope” or “cradle-to-grave” medicine, where they maintain their own 

practice while also taking shifts in their local ER, deliver babies, provide anesthetics in surgeries, 

do their own home visits, and provide palliative care (110).  

Three different and competing issues arise when rural family physicians try to keep up-

to-date in their clinical knowledge. The first, similar to primary care in any location, is the ability 

to manage complex, multimorbid patients with many different chronic conditions to manage and 

who will also present with acute issues that cannot be missed, especially given time constraints 

and competing guidelines. The second is the need to stay simultaneously current in multiple 

specific skills and knowledge in anesthesia, emergency medicine, palliative care, obstetrics and 

more. The third is the logistical difficulties of finding time to search out and complete relevant 

continuing medical education.  

1.3 Thesis Rationale, Methods and Objectives 

 

Stillbirth is a tragic, non-rare event which is under-researched. Pregnancy after stillbirth 

is also poorly researched and few guidelines exist to guide care during this not-infrequent event, 
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and a need exists to understand what is important to patients in their care during a subsequent 

pregnancy after childbirth. Chapter two of this thesis explores qualitative answers to this 

question and uses an inductive thematic analysis with an open coding framework to allow 

suggestions to flow from the patients’ responses and stay true to their data. Concrete tips for 

practice are generated for providers looking after these patients. 

Meanwhile, when this care takes place in a rural area, it is even more challenging for a 

practitioner to keep up-to-date on what guidelines exist and follow the current standards of 

clinical care. While the field of knowledge translation techniques to primary care is growing, it is 

important to keep in mind that the rural primary care practitioner is in a unique position. A need 

exists to better understand the existing literature on translating medical guidelines to rural 

practitioners. Chapter three utilizes the methodology of a scoping review to look broadly at the 

published literature and distill what types of documented knowledge translation continuing 

educational activities are used for rural areas. The standardized TIDieR tool was used as an 

evaluation tool, which is a standardized methodology to detail and analyze interventions and 

allow these interventions to be replicated in other settings. Finally, concrete tips for researchers 

and practitioners trying to provide knowledge translation will be generated.  

The following objectives were established for this thesis:  

1. Explore and describe patients’ experiences of their care when experiencing 

subsequent pregnancies (Chapter 2); 

2. Provide evidence-based, patient-centered tips for clinicians in this area (Chapter 2); 

3. Map the literature around best practices for medical knowledge translation to rural 

health care providers. (Chapter 3); 
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4. Evaluate how each study identified described their intervention based on the TIDieR 

guide and checklist, a validated tool for evaluating interventions (Chapter 3); and, 

5. Consider the successes and failures of interventions in this literature and provide 

lessons learned for researchers and clinicians (Chapter 3). 

The overall goal of this thesis is to provide an evidence-based framework for caring for 

families in rural Canada who have experienced stillbirth. 
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CHAPTER TWO 

 

Subsequent Pregnancy After Stillbirth: 

A Qualitative Narrative Analysis of Canadian Families’ Experiences 

 

This work has been partly formatted for submission to BMC: Pregnancy & Childbirth 
 

2.1 Abstract 

 

Background: Every day in Canada, nearly nine pregnancies end in stillbirth. Most of these 

families will go on to have subsequent pregnancies, but research into how best to care for these 

parents is lacking. This study explores the lived experiences and the most important aspects of 

person-centred care for Canadian families experiencing a pregnancy subsequent to a stillbirth.  

 

Methods: This study was a qualitative design using secondary data collected from an online, 

international survey for bereaved parents who reported having experienced a pregnancy 

subsequent to a stillbirth. Sixty-two respondents identified as Canadian and were included in this 

study. Three open text questions were asked about parents’ experiences in their subsequent 

pregnancy. An inductive thematic analysis was used with open coding and a constant 

comparative method.  

 

Results: Families’ responses fell into six main themes that identified what they would have 

preferred for high quality, excellent care. These included: acknowledgement and treatment of 

anxiety throughout their subsequent pregnancy being taken seriously with concerns, additional 

and specific clinical care, kindness and empathy from caregivers and others, and support from 

other patients and families who had also experienced pregnancy after stillbirth. A final category 

incorporated mixed experiences including guilt, continuity of care and carer, positive thoughts 

vs. more realistic thoughts, and a few very poignant feelings of self-blame in the subsequent 

pregnancy. 

 

Conclusions: Participants’ responses identified that pregnancy after stillbirth is an extremely 

stressful time requiring patient-oriented care and support, both physically and psychologically. 

Families were able to articulate specific areas that would have improved the experience of their 

subsequent pregnancy. Parents asked for high-quality clinical and psychosocial prenatal care that 

was specific to them having experienced a prior stillbirth. They also requested connections to 

others experiencing this similar scenario. Further research is needed to delineate what supports 

and resources would be needed to ensure this care would be available to all families experiencing 

pregnancy after stillbirth across Canada and their caregivers.  

 

 

Keywords: stillbirth, subsequent pregnancy after stillbirth, qualitative study, Canada, narrative 

analysis 
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2.2 Background  

 

Stillbirth is a devastating outcome of pregnancy that affects thousands of families every 

year. Many parents start to think about another pregnancy very early on, even in the first hours 

and days of learning their current pregnancy is over (1). Between 50 and 80% of families 

experiencing stillbirth will become pregnant again (2), and most of those will be within the first 

12 to 18 months (3–5). However, patients consistently report increased levels of anxiety and 

depression in their subsequent pregnancies (2,6–8), as do their partners (1,9,10). Patients report 

feeling increased vigilance towards the subsequent pregnancy, having flashbacks to their 

previous loss, feeling an increased sense of risk and danger, and a reactivation of the grief and 

helplessness they experienced when their previous baby died (3,6). Each subsequent pregnancy 

loss, including early miscarriage, increases these symptoms (2).  

Meanwhile, family, friends and caregivers often assume the subsequent pregnancy and 

baby will heal all and make everything better again, but this is not usually the case (11,12). 

Similarly, symptoms of anxiety and depression are rarely resolved with the birth of a live baby 

(2). Parents experience prolonged grief similar to that following the loss of a child of any age (7), 

and families are at a high risk of developing complicated grief and post-traumatic stress disorder 

(13,14). 

Patients who have experienced one stillbirth have up to a five-times greater chance of 

recurrent stillbirth (15). Further, a previous stillbirth increases the risk of other serious 

complications in a subsequent pregnancy including low birthweight, preterm labour and neonatal 

mortality (16). These outcomes do vary widely depending on what the cause of the initial 

stillbirth was deemed to be (17); however, at least 50% of stillbirths worldwide continue to have 

an unknown cause.  
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The Lancet’s “Stillbirths Series” in 2011 identified stillbirth as “one of the most 

shamefully neglected areas of public health” (pg. 1550) and, among other things, recommended 

increased investment in relevant research (18). The global economic, psychological, physical and 

economic burden of stillbirth is a universal problem which is under-researched and under-

resourced (18–20). Various studies have looked at clinical (21) and psychosocial (4) aspects of 

pregnancy after stillbirth; however, there is a lack of strong evidence to guide care. In particular, 

there is a lack of patient-centred or patient-oriented research in terms of perspectives of the type 

of care families would value or have valued in a subsequent pregnancy. 

In 2015, partly in response to the 2011 Lancet series, Heazell et al. undertook a process to 

determine current research priorities for stillbirth. Through an iterative process that began online 

and concluded with a one-day workshop, they brought together clinicians, bereaved parents, 

researchers and nonprofit groups to generate and eventually narrow down a list of high priority 

research questions. One such question was “How can staff support women and their partners in 

subsequent pregnancies, using a holistic approach to reduce anxiety, stress and any associated 

increased visits to healthcare settings?” (22). The present study will contribute to answering this 

question by exploring the lived experiences of Canadian families during a pregnancy subsequent 

to stillbirth and the perceptions of the most important aspects of person-centred care during 

subsequent pregnancies among these families.  

2.3 Methods 

 

2.3.1 Design 

 

This study was a qualitative design using secondary data accessed through ethics 

approvals and data-sharing agreements between the Mater Research Institute – The University of 
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Queensland (MRI-UQ) in Brisbane, Australia, where the data was housed, and the University of 

Guelph in Ontario, Canada, where the data was analyzed. All data were anonymized by MRI-UQ 

prior to sharing and were therefore non-identifiable. Files were encrypted during transport and 

securely stored on an encrypted password-protected computer during analysis. 

2.3.2 Data Collection 

 

As part of the 2016 Ending Preventable Stillbirths Series (23), MRI-UQ and the 

International Stillbirth Alliance together developed three multi-language web-based surveys. 

Each was geared towards a different population: bereaved parents, care providers, and general 

community members. Links to the online survey were disseminated online through International 

Stillbirth Alliance member organizations and additional relevant professional societies between 

December 2014 and February 2015. For further details on the survey methods, see Wojcieszek  

et al. (24).  

The secondary data used in this study were from the survey distributed specifically to 

bereaved parents (5). This study analyzes a section which was available only to respondents who 

reported a subsequent pregnancy after their stillborn baby. Three open-text questions were asked 

about perceptions of care in the subsequent pregnancy after experiencing a stillbirth: what was 

most important in that care, ways their care could have been improved, and an “anything else” 

question (Table 1). Categorical questions from this section have been previously analyzed and 

published (5).  
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TABLE 2.1: Open-Text Questions asked to respondents who 

had experienced a pregnancy after stillbirth 

 

1. Thinking about the care you received in the pregnancy after 

your baby was stillborn, what were the most important 

things to you?  

 

2. Are there ways your care could have improved in the 

pregnancy after your baby was stillborn? 

 

3. Is there anything else you would like to tell us about the 

pregnancy after your baby was stillborn? 

 

 

2.3.3 Data Selection 

 In total, there were 4182 independent respondents from 32 different countries. Initial 

descriptive statistics were generated from this data and sorted by country. This showed that while 

many countries had only a few respondents, others had a high number of respondents overall, but 

a low response rate to the open-text qualitative questions (Table 2). Canada had the twelfth 

highest raw number of respondents overall, but many answers from all countries included “no” 

or “nothing”. In considering the percent of “non-no” responses, Canada was among the top five. 

(Table 2). Further advantages were that an all-Canadian response set would allow the analysis of 

the Canadian healthcare system response to childbirth. As well, 98% of the Canadian answers 

were in English (2% in Spanish), minimizing translation requirements. In consultation with the 

research team, it was decided to use only the Canadian data for the purposes of this study. 
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TABLE 2.2: Response Rates to Open-Text questions  

from the five highest “non-no” responding English-speaking countries 

 

Rank Country  # 

Respondents 

# Non-no* replies 

 to Q1, Q2, Q3 

Non-no* 

response rate % 

1 Sweden 133 89 66.9 

   16 12.0 

   36 27.0 

2 Rep. Of Ireland 130 75 57.7 

   25 19.2 

   41 31.5 

3 USA 402 182 45.3 

   134 33.3 

   149 4.7 

4 Canada 62 24 38.7 

   18 29.0 

   17 27.4 

5 Australia 444 33 7.4 

   18 4.1 

   20 4.5 

  

2.3.4 Data Analysis  

 

The Canadian dataset was downloaded from Excel into NVivo 12 for organization and 

analysis. Transcripts were read multiple times by two independent reviewers (SG, JL) and 

subsequently analyzed under a social constructivist framework. Social constructivism accepts 

that there is both a subjective and objective reality; an objective world exists but is subjectively 

constructed through social interaction and experience (25). Specifically, an inductive thematic 

analysis was used with an open coding framework (26,27) and a constant comparative method 

(28). Code words or phrases were applied to sections of text to represent concepts that 

participants described. This was an iterative process with the respondents’ text read and reread 

multiple times with comparison against existing code phrases and themes. Both reviewers 
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performed this independently. Responses to questions 1, 2 and 3 were kept separate at this point 

in the process.  

One reviewer (SG) then regrouped similar codewords and phrases together and renamed 

them into themes and subthemes. Themes generated from this step were then reviewed and 

agreed on through discussion by the second reviewer (JL). The final step involved a 

comprehensive review of all themes across the three sections, and one reviewer (SG) identified 

five overarching themes as well as some additional specific points that were felt to be worth 

highlighting. Later in the editing process, a third researcher (DK) suggested these additional 

points be combined into a sixth theme, and this was agreed to by both initial reviewers. Results 

were then organized using the final six coded themes, with representative quotations used for 

illustration. This methodology allowed the patients’ thoughts, words and experiences to remain 

central to the findings, and ensured the results would be acutely relevant (29) for the aims of this 

study. 

2.4 Results 

 

The initial complete data set included responses to the entire stillbirth questionnaire from 

32 high-income countries, resulting in 4182 individual respondents in total. (23). The original 

“pregnancy after stillbirth” dataset included responses from 2716 individuals (2507 female, 204 

male, 5 not stated). There were 62 Canadian respondents with a response rate of 40.3%, 38.7% 

and 29.5% to the three open-text questions, respectively (Table 2). Demographics of the 

Canadian respondents are included in Table 3. 
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TABLE 2.3: Demographic & Obstetrical characteristics of Canadian 

respondents to “Subsequent Pregnancy” Open-Text questions.  

Characteristic n (%, rounded) 

Age Range 

<20 

20-29 

30-39 

>40 

Not stated 

 

0 (0) 

8 (12.9) 

34 (54.8) 

20 (32.2) 

0 (0) 

Gender 

Male 

Female 

Not stated 

 

6 (9.6) 

56 (90.3) 

0 (0) 

Highest Educational Level 

No formal qualifications 

Secondary/High school 

Undergraduate/college degree 

Post-graduate degree 

Trade, apprenticeship, other 

Not stated 

 

0 (0) 

5 (8.1) 

41 (66.1) 

14 (22.6) 

2 (3.2) 

0 (0) 

Employment 

Not employed 

Employed part-time 

Employed full-time 

Homemaker, student, retired, other 

Not stated 

 

1 (1.6) 

10 (16.1) 

37 (59.7) 

14 (22.6) 

0 (0) 

Interval between index stillbirth and 

survey completion 

0-11 months ago 

1-2 years ago 

3-5 years ago 

5-9 years ago 

Not stated 

 

 

15 (24.2) 

24 (38.7) 

11 (17.7) 

12 (19.4) 

0 (0) 

Gestation at index stillbirth (weeks) 

< 24 

25–29 

30–34  

35–37 

 38-40 

> 40 

Not stated 

 

8 (12.9) 

10 (16.1) 

6 (9.7) 

10 (16.1) 

21 (33.9) 

7 (11.3) 

Deaths of other children from any cause 

before stillborn baby 

Yes 

No  

Not Applicable 

 

 

16 (25.8) 

33 (53.2) 

13 (21.0) 
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2.4.1 Identified Themes 

 

The following sections describe six major themes around the care parents would have 

liked to have received during a subsequent pregnancy after stillbirth. Quotations are labelled by 

respondent number as assigned to them within the original full survey. Analysis was conducted 

on responses from all three open-text questions and subsequently, the themes encompassed 

responses from all three questions.  

i. Emotionally all-consuming: “An Anxiety-Provoking Experience” (7943) 

  

 An overwhelming anxiety that the present pregnancy would also end in stillbirth 

permeated virtually every response to the open-text questions. This was expressed in terms such 

as “anxiety”, “stressful” (22358), “overwhelming”, “extremely distressing” (8741) and “horribly 

terrifying” (8664).  

“It was absolutely the most nerve-racking nine months of my life, constantly worrying 

that this baby may die too.” (11251) 

“It was the scariest time of my life.” (8127) 

 

Respondents expressed they needed “appreciation for how stressful it was” (22358) and were 

constantly trying to find “peace of mind”. One respondent, when asked what was most important 

in her care, simply wrote “The baby survived” (20488), summing up so many of the other 

respondents’ greatest fears: that this baby would not survive.  

ii. Speaking up and being heard: “I'm taken seriously if I think something is 

wrong.” (8809) 
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 A second theme was the importance of not having their concerns during this pregnancy 

brushed off, and “not dismissing them as silly” (8664). 

“I had an OB that listened to my concerns and didn't judge she answered my 

questions and was absolutely amazing.” (11251)  

Related to this was a theme that these patients were not satisfied to be told everything 

would be fine, as if they were in their first pregnancy. They saw themselves as distinct from 

parents who had not previously experienced this devastating outcome and did not want their 

previous experience “minimized” (7239). They had lost their naiveté about pregnancy, and it was 

clear they did not want to be dismissed around their very real fears of their current pregnancy 

ending with a dead baby: 

“I didn't want anyone to sugarcoat anything. I didn't want to be talked down to. I 

wanted it recognized that the pregnancy was not a sure thing.” (8099) 

This same respondent also commented:  

“I wish that that first pregnancy after stillbirth hadn't been treated as if it were 'of 

course' going to result in a live baby; there is no guarantee of that and I knew it 

and I didn't appreciate being treated as if I was being negative for thinking so.” 

(8099). 

The importance of being taken seriously was also directed at family and friends, not just 

caregivers: 

“It was very stressful. [My first baby] died during labour - so having good scans, 

a strong heartbeat - none of that was reassuring. So what? I had that before and 

my baby died. Not too many people understand that. I also felt that so many 

people think infant loss doesn't happen in modern times was crazy-making. I had 

to argue with people that healthy babies do die and would spout statistics. Why do 

we hear so much about SIDS and so little about stillbirth?” (7952) 

 

iii. Reassurance and information: “Extra ultrasounds, for peace of mind” (8656) 

Many respondents discussed changes in the frequency of their medical care in their 

subsequent pregnancy and saw this as positive. They appreciated “more frequent appointments 



39 
 

 
 

and monitoring” (21279), “seeing care providers regularly, and frequent ultrasound reviewed by 

a perinatologist” (7943), and in general “extra care, which was helpful” (8145). Even simple 

moments that brought reassurance, like hearing their baby’s heartbeat, seeing movements on 

ultrasound, and hearing that growth was normal (7239) were remembered. 

On the other hand, sometimes extra testing led to more anxiety:  

“I was sent for a late scan to give me "peace of mind" at about 36 weeks but the 

ultrasound tech panicked that my baby had a chubby neck and I was sent to a 

perinatologist at BC Women's for a consult and another scan because they were 

worried there was something wrong. There wasn't - so what should have given me 

peace of mind did not.” (7952) 

Delays or unavailable tests also created stress:  

“The option for a 10-week nuchal fold ultrasound covered by [insurance] would 

have gone a long way to ease my anxiety, rather than waiting for 20 weeks for a 

fetal echocardiogram” (8656). 

Some felt that care in their subsequent pregnancy was not ideal. This quote came from a parent 

who had experienced two stillbirths:  

…[this] baby was still stillborn. It was after this pregnancy they found out I have 

a blood clotting disorder. My babies should not have died. This was preventable if 

they had done the proper testing after my premature birth and especially after my 

first stillbirth.” (7239) 

One respondent noted that different care might have been useful in her index stillbirth 

pregnancy. She also mentioned buying a home fetal doppler monitor for more reassurance:  

“It was bittersweet that I had to lose one baby to get that kind of care i.e. more 

frequent scans.” (11230) 

 

iv. Empathy and respect: “Kindness and respect from my care provider” (7239) 

 The fourth theme of care during subsequent pregnancy was a desire to simply be listened 

to:    

“I had an OB that listened to my concerns and didn't judge.” (11251) 

“My midwives acted more as counselors and listened to my concerns.” (8127)  
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Others commented that they had these experiences and were pleasantly surprised by them:  

“…an obgyn who let me tell her my fears and walked me through it step by step 

with a hug.” (8609) 

“The kindness and care given by my OB was above and beyond what I expected.” 

(9827) 

Phrases such as “additional emotional care” (9092) and “help emotionally” (8741) were 

used to express patients’ desires to be treated with empathy: 

“My doctor cared. She was on call when [name] was born and had a personal 

interest in my next 2 pregnancies. She took the afternoon off when I went in for 

an early c-section so that she could be there. She kept me sane. I was told to come 

in any time for anything. I knew that she would stand up for me if anyone else 

gave me grief.” (7333) 

On the other hand, if caregivers were remembered as having acted unkindly, this was perceived 

as a negative experience:  

“I don't know if the outcome would have been different had [doctor] listened to 

me…He acted like I was being a big suck and said I should tie my tubes.” (7952) 

“My OBGYN was not listening to my concerns.” (8127) 

These negative memories reinforce that simple empathetic listening was both remembered and highly 

valued.  

v. Providing specific care: “I am also wanting some counselling specific to 

pregnancy after loss.” (8662) 

 A fifth theme centred around specific types of counselling and peer support for parents 

experiencing pregnancy after stillbirth. It was clear that, similar to parents reporting a need for 

different clinical care, many would also have appreciated more tailored emotionally supportive 

care:  

“Specialized bereavement care for parents who had already experienced a 

stillbirth.” (7239) 

“It helped to connect with other moms who had a similar experience and 

successfully gave birth after they had a stillborn child.” (7943) 
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One respondent mentioned a type of therapy specific to trauma survivors, Eye Movement 

Desensitization Reprocessing (EMDR) and wished she had discovered it earlier in her pregnancy 

(7943). It was very clear that these people did not find it helpful to attend groups including 

families who had not experienced stillbirth: 

“I needed counselling with someone specializing in pregnancy after loss, and a 

dedicated support group. I did not feel comfortable going to a regular support 

group while pregnant.” (8127) 

 

vi. Mixed experiences: “Very overwhelming, emotional and beautiful. Hard to 

grasp” (21279). 

A sixth and final theme encapsulated mixed emotions and responses expressed in 

different and even contradictory ways. Several respondents noted they felt like hiding their 

pregnancy to avoid having to act happy and hear false reassurances:  

“I didn't announce the pregnancy to people or family out of town until [I was six 

months pregnant]…I would have kept it secret to the end if I could have. I found 

the platitudes and promises that with prayer she would be fine really upsetting.” 

(7952) 

“It was extremely stressful feeling like I had to pretend to be happy for everyone 

else. When what I really wanted was to hide until a healthy baby was born.” 

(8656) 

Other respondents looked for “hope and positivity” (9880) from family, friends and 

caregivers while simultaneously wanting their concerns taken seriously – they wanted realistic 

but positive support.  

In terms of continuity of care and carer, some felt strongly they wanted the same type of 

care or care provider as in their pregnancy that had ended in stillbirth (8145, 7952), others 

equally wanted a different obstetrician (8099) or a different type of anesthetic (22358). Two 

respondents mentioned that caregivers were not always aware of their prior stillbirths. They 
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found this quite challenging as they had to periodically re-explain their previous traumatic 

experience (7239, 8145).  

Finally, there were some particularly poignant responses which stood out to our research 

team. One respondent stated that her care would have been improved by “speaking up when I 

had thoughts” (8609), reflecting her own guilt and uncertainly around her pregnancy. Another 

answered that one of the most important parts of her care was simply “acknowledgement of my 

baby who was stillborn” (7239). A third highlighted the following: 

“…the feeling that the mother is a 'failure' and 'is not meant to bear healthy 

babies'. Physical care aside, what goes on in the mother's mind was a true 

challenge to break through.” (9092) 

 

TABLE 2.4: Themes respondents identified around what they would have 

preferred for care in subsequent pregnancy, with representative quotes 

 

Theme 
 

Representative Quote 

Emotionally all-consuming “An anxiety-provoking experience” (7943) 

Speaking up and being heard 

 

“I'm taken seriously if I think something is 

wrong.” (8809) 

Reassurance and information “Extra ultrasounds, for peace of mind” (8656) 

Empathy and respect 

 

“Kindness and respect from my care provider” 

(7239) 

Providing specific care “I am also wanting some counselling specific to 

pregnancy after loss.” (8662) 

Mixed emotions 

 

“Very overwhelming, emotional and beautiful. 

Hard to grasp” (21279) 

 

2.5 Discussion 

 

Our study looked at Canadian parents’ experiences in a subsequent pregnancy after 

stillbirth. The findings identified six main themes that highlighted what respondents would have 

preferred for high quality, excellent care. The main areas were around recognizing and managing 
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anxiety throughout their subsequent pregnancy, being taken seriously with concerns, additional 

clinical care, kindness and empathy from caregivers and others around them, and support from 

other patients and families who had also experienced pregnancy after stillbirth. A final category 

included recognition of mixed emotions including guilt, continuity of care and carer, positive 

thoughts vs. more realistic thoughts, and a few very poignant feelings of self-blame in the 

subsequent pregnancy.  

Previous analysis of the categorical data from the source dataset identified that while 

parents frequently had additional care in the form of prenatal visits and ultrasounds, they did not 

feel well supported psychosocially during their subsequent pregnancy (5). This highlights that 

clinical care encompasses more than clinical services, and that maternity services and individual 

clinicians need to consider how they could improve their care. The results of the current study 

begin to identify why these parents did not feel supported and what could have improved their 

care. Three key messages are highlighted (Table 5): 

1. Care that is specific to a subsequent pregnancy after stillbirth is essential for this patient 

population. During a highly anxious pregnancy, these patients require extra clinical care, 

non-judgemental listening, and to be taken seriously about any concerns. These findings are 

consistent with the literature on psychosocial experiences of pregnancy after stillbirth (2–

4,6–8). This should not be enormously different from patient-centred care and 

communication, which is a central and important tenet of current medical education (30,31), 

but clearly there are barriers preventing some clinicians from providing this to these patients. 

Some providers may not have gained the communication skills to enable a patient to feel 

comfortable disclosing their true fears. Some providers may fear bringing up certain topics, 

worried that they may remind the patient of something they would rather not discuss. Health 
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care professionals can struggle with uncertainty, especially when the stakes feel high in a 

subsequent pregnancy (32). Our data shows that patients would prefer professionals to 

communicate openly, with empathy and to discuss patients’ previous experiences and current 

fears. Ironically, these discussions may in fact be an effective therapeutic intervention, rather 

than pretending all is well or downplaying patients’ concerns. Until recently (4), clinical 

guidelines regarding pregnancy after stillbirth have been primarily medical in nature and only 

briefly mentioned the need for emotional care on the part of the caregiver (33–35). This must 

be strongly emphasized in clinical guidelines of care after stillbirth (11). Further research 

around how health professionals should communicate with patients who have had prior 

adverse pregnancy outcomes and who have uncertain prognoses is needed. As well, research 

aimed at best practices and barriers in teaching authentic emotional communication to 

practitioners, both in terms of its importance and the skills themselves, are essential (36,37).  

 

2. Connecting with others who have been through a pregnancy after a stillbirth and receiving 

support and advice from them was also deemed essential. Specifically, “regular” prenatal 

groups were not found to be useful. Families who have experienced a stillbirth experience a 

level of anxiety and fear during their current pregnancy that other pregnant families may not 

be able to appreciate. Further, they may hesitate to bring up their experiences or true worries 

for fear of alarming other parents. There may be therapeutic outcomes to cohort-specific 

support groups, whether peer-led or professional-led; both Clifford and Lidell reported a 

higher live birth rates with targeted emotional peer support in  patients with a history of 

recurrent miscarriage (38,39). Online support groups have also been studied (40–42) and 

found equally or more beneficial than in-person support. Haik (42) looked at an online group 
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for a rare medical condition and found that “a highly moderated group with interactions 

focused on treatment information, emotional support and expression, and community 

building” was helpful, because it allowed “patients with rare disease to overcome 

geographical and temporal boundaries to connect and share experiences and resources with 

others in the same cohort” (p.298). Further exploration into the best ways to provide this 

cohort-specific support to all families experiencing pregnancy after stillbirth is essential. 

3. An important question these results generate is whether this specific care also needs to be 

specialized care requiring sub-specialist involvement, or whether this care can be delivered at 

a primary care, community level through an interdisciplinary team. Some patients might 

prefer new caregivers and a more specialized feel to their pregnancy, but our results also 

support that many may find it more reassuring to stay in their home region with caregivers 

who know their history well and can offer support in familiar surroundings without lengthy 

travel. Family physicians are trained to expertly manage uncertainty of clinical outcomes 

(43,44) and provide patient-centred communication across a patient’s entire lifespan (45,46). 

They follow these families for decades before and afterwards and see the patient not only 

through her index and subsequent pregnancies, but watch those children grow up, as well as 

care for extended family members each grappling with their own experiences of life after a 

stillbirth. There is a real, evidence-based value in maternity care close to home (47) and 

while some pregnancies might require highly specialized obstetrical or psychological care, 

many of the elements the families in this study discussed could be made available in 

community, rural and remote settings with proper support for clinicians. 
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TABLE 2.5: Key Messages from Results around Care in Pregnancy After Stillbirth 

and Opportunities for Changes in Care 

 

KEY MESSAGE OPPORTUNITIES 

 

1. Patients valued care that 

was specific to a 

subsequent pregnancy 

after stillbirth 

Clinicians should be trained and supported to 

provide extra clinical care, non-judgmental 

listening and to take patients seriously about their 

concerns. 

2. Parents wanted to 

connect with others who 

have had this experience 

“Regular” prenatal groups are not useful – 

whether in person or virtually, patients deserve to 

be connected and supported to a cohort of peers 

with similar lived experience 

3. The care patients wanted 

was specific, but not 

necessarily specialized 

Excellence in pregnancy after stillbirth care does 

not need to be provided only by sub-specialists in 

a large centres, but could be delivered within 

community primary care with adequate support 

  

2.5.1 Limitations & Strengths 

There are limitations to our study. It was a qualitative study embedded within a longer, 

primarily quantitative, questionnaire, rather than designed independently as purely qualitative. 

Concerns have been raised in the literature as to whether analyzing free-text responses can truly 

be considered qualitative research results (48,49). The online format also meant that we were 

unable to engage in a dialogue with participants to clarify their answers and find true data 

saturation as is more achievable with focus groups or personal interviews. The survey was 

designed to keep participants unidentified, such that there was no opportunity to contact 

respondents for follow-up questions.  

However, there were several strengths of this method of qualitative analysis for the 

purposes of our research questions. Stillbirth is an intensely emotional and private event and 

patients may have felt more comfortable answering questions at their own speed, in the privacy 

of their homes, rather than speaking in front of researchers and other participants in more clinical 
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or office-based settings. The questions were phrased deliberately to try and elicit a variety of 

answers and were not just the “any other comments” that are sometimes tacked on to quantitative 

research surveys (50,51). And most importantly, we were able to apply a robust qualitative 

analysis to the data as the central focus of our study. This study stands as an independent adjunct 

to the previously published quantitative analysis (24), gives us rich insight into the lived 

experiences of families, and, importantly, allows us to develop practical key messages, and 

relevant questions for further research. 

2.6 Conclusion 

 

Pregnancy after stillbirth is an extremely stressful time that deserves and requires specific 

patient-oriented care and support, both physically and psychologically. In this study, families 

were able to articulate specific areas that would have improved the experience of their 

subsequent pregnancy. Parents asked for high-quality clinical and psychosocial prenatal care that 

was specific to them having experienced a prior stillbirth. They also requested connections to 

others experiencing this similar scenario. Further research is needed to delineate what supports 

and resources would be needed to ensure this care would be available to all families experiencing 

pregnancy after stillbirth across Canada.  
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CHAPTER THREE 

 

A Scoping Review of Knowledge Translation for Rural Primary Health Care 

 

This work has been partly formatted for submission to BMC: Medical Education 

3.1 Abstract  

 

Background: There is a lengthy gap between the time research evidence reaches clinical 

practice. Rural primary health care providers face unique challenges in keeping up to date with 

relevant medical literature and guidelines. They manage a full spectrum of acute and chronic 

medical conditions and treat patients in multiple settings requiring many different skill sets. 

Because of this, in addition to their time constrictions and physical location, continuing medical 

education (CME) needs should be tailored to rural and remote primary health care. We wanted to 

establish what literature already existed in this area.  

 

Methods: We conducted a scoping review of key concepts associated with knowledge 

translation (KT) activities aimed at rural primary health care. Relevant articles were identified 

through a comprehensive search across eight databases. Titles and abstracts were screened 

through two stages by two reviewers, and a third screen was performed using the Template for 

Intervention Description and Replication (TIDieR) checklist in an attempt to make our results 

more useful for future researchers and KT planning groups. Key characteristics of chosen articles 

were extracted and analyzed. 

 

Results: Of an initial 3 662 studies, 15 were selected for review. We identified five key themes 

of KT interventions including number of topics addressed, who planned & presented KT 

interventions, outcomes measured, participants’ baseline knowledge of topics, and fulfillment of 

TIDieR criteria fulfillment. Concerns were identified for each theme regarding applicability to 

rural primary care, and future research directions were suggested. 

 

Conclusions: This scoping review concludes that there is no one “best” method to engage rural 

health care practitioners in CME. Future research could include methods to learn more than one 

topic at a time, ways to include primary care and patients in planning, and how to teach with a 

patient-centred rather than a disease-centred focus.  

 

Keywords: scoping review, knowledge translation, rural, remote, primary health care, 

continuing medical education 
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3.2 Introduction  

 

3.2.1 Background 

 

It is commonly quoted that it takes seventeen years for research evidence to reach clinical 

practice and front-line patients (1). While some of this time includes safety mechanisms, this is 

clearly far too long to be patient-centred. General methods to try and keep physicians more 

current in medical knowledge and promote implementation have been well studied (2–5). 

However, there has been less attention paid to the unique needs and situation of the rural primary 

care practitioner. 

Rural and remote primary health care requires a breadth and depth of medical knowledge 

not seen in any other specialty. (6–8). A typical rural family doctor will see between 15 and 40 

patients in a single day, each raising between three and seven separate medical concerns (8). Up 

to 30% of adults between ages 45 and 64 have three or more diagnoses, typically rising by age 

such that 20 % have five or more diagnoses by age 65, and this “multimorbidity” is widely 

expected to increase in upcoming decades (9,10). Rural family physicians are also more likely to 

maintain a “full scope” practice where they maintain their own practice and take shifts in their 

local emergency room, labour and delivery unit, or operating room while doing home, retirement 

home, and inpatient hospital visits (11). They must be up-to-date experts in a variety of settings 

with a broad set of procedural skills (1).  

This breadth of necessary knowledge requires rural health care providers to access a wide 

variety of up-to-date information and continuing medical education (CME). However, there are 

currently an overwhelming number of ways to access current relevant medical information (12). 

For example, the Canadian College of Family Physicians references more than fifteen different 
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types of activities to learn new medical information (13), including reading traditional textbooks, 

medical websites, local talks and workshops, annual conferences, online webinars, online 

synchronous and asynchronous courses, community of practice groups and reference to peer-

reviewed journals. There are also less formal mechanisms many practitioners use such as peer 

discussion (“corridor consults”), pharmaceutical industry detailing, medical apps and mainstream 

media (14,15).  

Many of these CME methods are more challenging for rural and remote practitioners. 

They are more geographically isolated then their urban counterparts and have fewer colleagues 

with whom to discuss cases. Travel to urban-based conferences is time-consuming, expensive 

and requires clinical coverage from equally stretched colleagues. Access to local talks or visits 

from sub-specialists may be more limited away from academic centres. Poor availability of 

reliable, high-speed internet may also be a limitation for viewing online videos or webinars and 

for having consistent access to journals and textbooks (16). 

Three issues therefore arise when rural primary health care practitioners try to keep up-

to-date in their clinical knowledge; the ability to manage a broad spectrum of chronic and acute 

issues in complex patients, the need to stay current in multiple specific skills and settings, and 

sorting out which of the multitude of information options available are the most relevant and 

accessible. This scoping review was designed to identify and describe a range of continuing 

medical education interventions that were specifically aimed at rural primary health care 

practitioners (17,18).  

3.3 Methods 

 

3.3.1 Scoping Methodology 
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We used the five-step scoping review format outlined by Arksey and O’Malley (17) and 

modified by Levac and Colquhoun (19), as well as the Preferred Reporting Items for Systematic 

PRISMA Extension for Scoping Reviews checklist (20), to map key concepts associated with 

knowledge translation initiatives aimed at rural primary care. Scoping review methodology is 

used to map diverse bodies of literature as a generalized overview of an area, useful for a broad 

research question like our own (17). As a final stage in our screening process, we also utilized 

the Template for Intervention Description and Replication (TIDieR) reporting criteria (21). The 

TIDieR criteria are designed to improve the impact of research on health by thoroughly 

describing how an intervention was carried out, which would allow us to provide practical take 

home points for researchers and clinicians.  

3.3.2 Study Design 

 

Step 1: Develop Research Question 

The research question guiding this review was “What are ways to disseminate clinical 

guidelines and best practices to rural, non-academic primary health care providers?” 

Step 2: Identify relevant research studies.  

The search strategy was developed using the PICO framework (22), focussing on 

Population and Intervention as the most relevant in for this study’s purposes (23). Initial 

population concepts included “rural” and “primary care”, while intervention concepts included 

“knowledge translation” and “practice guidelines”. These concepts were then mapped to MeSH 

subject headings and text words, with the help of an academic librarian. Terms were combined 

within concepts using “AND” and then across concepts using “OR” to produce a final search 

string (Appendix 3.8.1). This string was used to search the following databases from the start of 

each database up until September 2019: MEDLINE (Ovid interface, 1948 onwards), PsychINFO 
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(Ovid interface, 1806 onwards), PubMed, CINAHL, Web of Science, ProQuest (University of 

Guelph theses & dissertations), ProQuest Main, Cochrane (abridged search), limited to English-

language papers. The only modification between databases was for  ProQuest -- the University of 

Guelph has a strong agricultural component and filtering out keywords “animal”, “agricultural”, 

“soil” and “basic science” yielded significantly more usable and relevant results. The final search 

results were imported into Zotero and then Distiller SR where duplicates were removed (Figure 

1).  

 

Step 3: Study selection 

 

The first screening stage was an initial “Rapid Title” screen to determine if the article 

should continue to the next stage of screening, completed by SG. Two independent reviewers 

then completed the second stage of screening, “Title & Abstract”. A form was built in 

DistillerSR that reviewers completed for each paper, asking if each paper included a rural 

population, primary care, a guideline or best practice and a knowledge translation activity (Table 

3.2). Each reviewer still had final discretion as to whether each study warranted inclusion (yes, 

no or unsure), but we found it helpful to have these guides included in our process.  

If either of us stated “unsure”, at this stage it was automatically treated as a “yes” and the 

study was moved forward to the next level. This was done to encourage as broad a scope as 

possible relevant to our research question. A paper was automatically included or excluded if we 

both agreed. Disagreements (where one included and the other excluded) were marked and 

discussed. At this stage, we generally defaulted towards a consensus to inclusion to continue to 

keep a broad scope. 

 For the third and final screening stage, we used the Template for Intervention Description 

and Replication (TIDieR) guidelines (Appendix 3.8.4). This checklist already existed within 
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DistillerSR as a template, and each paper received a score out of twelve as to how many of the 

TIDieR attributes each reported. It was decided we would not offer an opinion at this stage on 

whether a paper should go through to data extraction, as most papers we were reviewing at this 

stage contained interesting and relevant interventions, and we wanted to see how they compared 

to each other instead in terms of their scoring. We initially reviewed three papers independently 

and compared our results, which allowed us to flesh out some of the TIDieR definitions a bit 

more clearly and ensure we were scoring consistently. Once each paper was scored by each 

reviewer, we added our two scores together and considered our results. Any study with a score ≥ 

16 was automatically included (15 papers). For completeness, we agreed to pull out studies that 

received a 14-15 (20 papers), and any excluded paper that received a 9 or higher from either 

reviewer (0 papers), and individually reviewed them. We then met and discussed each one 

individually, and through consensus were confident that none of these papers should be included. 

The numbers of articles at each stage are shown in the PRISMA (15) flow chart in Figure 1. 
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Step 4: Data charting 

 

Data extraction took place using the NVivo software program. Selected articles were 

imported as PDFs and data variables were set up as “nodes”, including the twelve TIDieR 

criteria, “General Results” and “Success Factors”. Additional nodes were developed iteratively 

after a first pass of the studies, including “Evaluation methods”, Limitations” and “Incentives”. 

Quality of research was not evaluated as this was not the objective of this scoping review. We 
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individually read each article closely and extracted data into the established nodes. This was 

done several times until we were each satisfied with their results. We then compared our coding 

for each article. Overall, this stage was quite consistent between us. Where there were 

differences, we found that it was helpful that one reviewer had noted something could be coded 

in an extra area rather than a disagreement that needed to be resolved. We each reviewed a final 

version of the coding before moving on to the next step.    

Step 5: Summary of Results 

Coded data were gathered from the NVivo nodes and analyzed using Microsoft Excel 

(2008). A descriptive summary analysis was generated, including intervention subject and 

description, evaluation of intervention, general results and limitations of each study (Appendix 

3.8.2). Each researcher independently identified recurring results such as similar methods of 

CME delivery, evaluating provider satisfaction, and so forth to start to identify patterns across 

different interventions. We jointly reviewed our data several times and found we were more 

adding in additional data points each had identified, rather than debating what to include or not 

include. Our final table of results was reviewed and agreed to by both reviewers. 

3.4 Results  

 

3.4.1 Nature & Characteristics of Studies 

 

The electronic database searches generated 3662 articles. After removing duplicates, 

3122 remained. A total of 2882 citations were excluded after rapid title screening on the basis of 

inclusion and exclusion criteria. The remaining 240 articles were then screened by two 

independent reviewers using titles and abstracts, leading us to discard an additional 167 papers 

based on our criteria. Seventy-three papers met that level of inclusion criteria and went on to 
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full-text screening stage, using the TIDieR guidelines. Lastly, with the final text screening 

process applied, fifteen papers remained for data analysis. Included studies spanned fifteen years 

(2003-2018) in three countries (Canada, US, and Australia). The range of intervention topics 

were quite broad, with nine focused on unique subjects (postnatal issues, intimate partner 

violence, childhood obesity), four focused on diabetes (one specifically the diabetic foot), and 

two on dementia/Alzheimer disease. Five of the fifteen studies had a control group. All reported 

a reasonable degree of success in their objectives except for three. Table 3.1 reports the topics 

and interventions reported in each paper. A full summary is in Appendix 3.8.2.   

 

Table 3.1: Summary of Intervention Topics in selected scoping review papers &  

Methods used for Knowledge Translation (KT) in each study 

 

Paper # Intervention 

Topic 

Intervention Methods  

1 Childhood obesity Virtual QI learning network, asynchronous 

2 Chronic pain Specialist consultations 

3 Diabetes 

management 

Multifaceted: two day in person tech training, then online 

workshops, mentoring, case presentations 

4 Genetic 

assessments 

Hour-long workshop, portfolio of tools with updates 

every two weeks 

5 Mental Health Single workshop, 6 hours. Interested clinicians could also 

have visits. 

6 Asthma Series of 3 workshops, support tools, patient education 

materials, website, clinic visits 

7 Dementia Small & large group workshops & online modules, 

optional train the trainer program 

8 Diabetes Online asynchronous multimedia module (about six 

hours), access to specialist advice & performance 

feedback 

-local and regional comparative feedback  

9 Diabetic Foot Single workshop: 3 hrs in person, mixed methods 

10 Alzheimer disease 3 day in-person mini-residency, then "grads" added to 

ongoing list, weekly seminar series, reference binder 

11 Diabetes Web-based CME, cased-based learning, personalized 

performance feedback reports, QI tools 

12 Intimate Partner 

Violence 

Asynchronous online program: multimedia, case based, 

interactive. Downloadable practice tools 



67 
 

 
 

13 General primary 

care 

Online continuing education courses with 8-9 modules, 

online discussion area, quizzes & tests 

14 Postnatal 

problems 

Recruited a local GP champion who was given resource 

kit & speaker's kit. Regular teleconferences, interactive 

workshops, role play, standardized patient visit, peer 

discussion groups, interviewing prompts, clinical audit, 

program newsletters 

15 Systemic 

Adjuvant Therapy 

in breast CA 

Single workshop, in-person, 1.5 days in length 

 

 

3.4.2 Knowledge Translation (KT) Methods 

 

 A broad range of knowledge translation methods were used in these studies. Many 

educational interventions utilized more than one technique. The most common was in-person 

workshops (8/15), ranging in length from three hours to three days. Some were offered as a one-

time event, while others offered a sequence of workshops throughout the time of the 

intervention. The second most common was a one-to-one pairing of a relevant specialist to a 

family physician (5/15), either as follow-up from other teaching or as the entire intervention. 

Mostly this was done remotely, though one study offered in-clinic coaching and discussed 

clinical flow at the same time. Sometimes the specialist was available in a planned timeslot, 

other times it was as an on-call basis. The third most common technique was asynchronous 

teaching in the form of paper or online modules (6/15), sometimes as a part of an overall website 

that might include an online discussion forum with other primary care participants. One very 

structured intervention, the ECHO project (18), offered weekly webinars with didactic learning, 

case presentations and targeted feedback to presenting physicians. Four studies gave participants 

financial incentives and four studies mentioned official registration for continuing medical 

education (CME) credits.  
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None of the educational interventions were run solely by family practitioners. Six were 

run entirely by non-primary care specialists, six were collaborations between family physicians 

and other specialists, and three did not specify who delivered the training.  

3.4.3 Evaluation Methods  

 

The vast majority of studies (14/15) evaluated the satisfaction of the physician and other 

participants with the learning methods, asking questions such as relevancy to practice and 

whether their learning needs were met. They also asked whether participants intended to change 

practice and/or if their knowledge and attitudes had changed towards the topics. Six studies 

looked at actual patient outcomes by chart audit (utilizing scales or laboratory values) or 

speaking to patients directly. Only two studies asked patients about their satisfaction with the 

research process. Most evaluations were done by surveys, either paper, by mail, or online. Two 

studies telephoned patients directly. One study used standardized patients, and one used 

structured case scenarios to evaluate physicians’ clinical expertise in real time.  

All studies did a baseline assessment of the knowledge level of providers pre-

intervention, and 13/15 did some sort of follow-up at various points in the first year, with one 

study doing so at 18 months and the other at two years.  

3.4.4  Successes of Interventions  

 

 Many of the educational interventions succeeded at increasing the knowledge base of 

health care providers (8/15) as well as the confidence of providers in their subject matter (8/15). 

In general, physicians enjoyed completing the education (6/15), and found that the content was 

relevant and matched their learning objectives. One study used standardized patients for 

evaluation and noted positive feedback from those patients as well as an improvement in 
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guideline adherence. Two studies noted better documentation in post-intervention chart reviews, 

and one study noted that patient’s personal health behaviours adhered more closely to guidelines.  

3.4.5 Adherence to TIDieR criteria 

 

 The TIDieR framework includes twelve distinct criteria which if fulfilled, provide a clear 

structure to reporting an intervention. Of the 73 studies we applied these criteria to (Figure 1), 58 

were excluded due to lack of compliance with the framework. The checklist items most 

commonly missed were items 9 through 12. These included “tailoring” (item 9) or 

“modifications” (item 10), meaning any planned changes in the intervention methods at an 

individual participant level or at a study level (item 11). It also included “adherence” in terms of 

how well participants adhered to the educational intervention (item 12) – did they attend all 

sessions, were they on time, did they complete evaluations, and so on, as well as whether this 

was assessed and if there were any plans to mitigate unexpected changes in adherence to the 

planned knowledge translation activity (item 11).  

3.5 Discussion 

 

This scoping review explored ways in which guidelines and medical information are 

disseminated to rural primary care practitioners. We searched for CME interventions that 

improved rural primary care’s ability to manage chronic and acute issues in complex patients, 

and helped busy practitioners remain current in multiple settings requiring multiple skill sets. We 

identified fifteen studies which focused on rural primary care knowledge translation and fulfilled 

a reasonable number of criteria of the TIDieR standard for reporting interventions. Table 3.2 

summarizes the important characteristics of our selected studies. We found that the studies used 

a variety of methods both in knowledge translation and evaluation methods for rural primary 
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health care practitioners, with no evidence of one specific approach leading to best outcomes. 

We were able, however, to identify five themes common to our selected studies (Table 3.2).  

 

Table 3.2: Key Themes of KT Interventions, Findings,  Concerns and 

Future Research Directions to address concerns 

 

THEME 

 

FINDING & CONCERN FUTURE 

RESEARCH 

Number of topics 

addressed 

Mostly single topics.  

 

Doesn’t address multimorbidity, 

increasingly important in primary 

care 

 

Work on CME that 

addresses topics 

across multiple 

topics, increasing 

knowledge and 

applicability to the 

real world 

 

Who planned & 

presented KT 

intervention 

 

Mostly non-family medicine 

specialists 

 

Very little patient involvement 

 

Consider involving 

primary care and 

patients (end-users) 

in planning and 

delivery 

 

Outcomes 

measured 

 

Satisfaction and self-reported 

confidence 

 

Few clinical outcomes 

 

Are these 

interventions 

actually improving 

patient outcomes? 

 

Baseline 

knowledge of 

topic 

 

Found to be high already 

 

Not reaching those with weaker 

knowledge 

 

Are these 

interventions 

reaching 

practitioners who 

really need the 

updated 

knowledge? 

 

TIDieR criteria 

fulfillment 

 

Poor and inconsistent 

Hard to reproduce 

 

Need to improve & 

standardize 

reporting to 

decrease re-

inventing the wheel 
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3.5.1 Themes 

 

The first theme, common to all included studies was that the KT content addressed a 

single topic only. This reflects the culture of clinical guidelines, which tend to be illness based, 

as well as research programs which are generally designed for single diseases (24,25). 

Unfortunately, this leaves primary care without clear data as to how to provide excellent care for 

patients living with multiple comorbidities (26), which is increasingly common as a population 

ages. In Canada, up to 40% of adults between ages 45 and 64 have three or more diagnoses, 

rising to 75% of adults over 65 years old having five or more (10,27). This lack of addressing 

illnesses in concert with each other perpetuates the problem that primary practitioners face in 

trying to manage real-world patients using conflicting guidelines. A first-line treatment of one 

disease might cause worsening of another; for example oral steroids for chronic obstructive 

pulmonary disease in a diabetic patient (28). The primary care practitioner must constantly try 

and prioritize what is most important to each individual patient and what could be left aside, 

based on competing guidelines, the goals of care of the patient, and clinical acumen. There is 

also no time efficiency when Continuing Medical Education (CME) is presented as a single 

topic, and a busy, rural practitioner must attend multiple learning sessions to stay current with 

their many knowledge areas. Further research into KT interventions which are patient-centred 

rather than disease-centred could incorporate several types of patients and skills in combined 

sessions would be useful.  

A second theme involved who planned and presented the interventions. Only one 

program included patients or family in planning, and only one other involved standardized 

(specially trained) patients in delivering education (29). 60% of interventions used only non-

primary care specialists to present educational material, and none relied solely on family 
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practitioners. This reflects an assumption that primary care practitioners are best taught by other 

specialists. It is also a large potential gap that patients are not involved in identifying KT gaps 

and in planning knowledge translation activities which ultimately are meant to benefit their 

health. It might be useful for further research to consider whether there is value in primary care 

being more or even solely responsible for delivering KT aimed at rural primary care, as well as 

further involvement of patients in planning topics or providing KT activities.  

A third theme identified was what outcomes were measured. Virtually all interventions 

evaluated and reported success in terms of practitioners feeling more confident in the subject 

area, stating their learning objectives were met and felt the information would change their 

practice. They also on the whole reported enjoyment and overall satisfaction with the education. 

However, the studies provided minimal data about actual patient measures or outcomes. A few 

studies measured practice improvements shortly post-intervention (30–32) but were not able to 

discuss improved outcomes one year later as it was simply not evaluated. Therefore, while 

provider satisfaction was high for most of these interventions, it was not possible to evaluate the 

clinical efficacy of these interventions given this lack of data. 

The fourth identified theme was the baseline knowledge KT participants reported in the 

subject matter. A full one-third of studies commented their participants already had a good 

baseline knowledge of the subject matter. This is concerning as rural practitioners need to 

maintain a broad scope of knowledge but may self-select away from areas in which they are less 

interested or less confident. This could translate to a lack of improvement in patient outcomes if 

practitioners are already quite up to date in these areas. It is also possible that in general, 

practitioners who search out multiple CME activities tend to remain more up to date than those 
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who fulfill only minimum criteria. Further study should be done into how to attract practitioners 

to areas where they have less knowledge or interest. 

Finally, the fifth theme was around the TIDieR criteria. No studies fulfilled all of the 

TIDieR criteria (21). Non-adherence to TIDieR reporting criteria means these KT interventions 

are difficult to reproduce by future researchers and educators. Improving this reporting in future 

intervention studies would increase the reproducibility of the interventions and, as stated as an 

original of these criteria, improve the overall quality of health research reporting, “reducing 

duplicate research and increase the overall potential impact of research on health” (27) (page 9).  

3.5.2 Limitations 

 

This review has limitations. The use of the TIDieR criteria was expected to provide an 

outcome of knowledge dissemination techniques that would be reproducible. However, this may 

have excluded excellent interventions that simply were not reported well. We also found that our 

studies all came from Canada, the US and Australia. While these are all countries that are 

resource rich with substantial rural populations, this may also reflect overly narrow selection 

criteria. 

3.5.3 Current Trends & Future Directions  

 

As a final note which contextualizes this scoping review; this work was completed during 

the Covid-19 pandemic, which has brought about at least three major changes in how KT 

currently takes place for rural practitioners and may serve to shape future directions. The first has 

been the flurry of available preprints and rapid reviews of health research which has been made 

available as quickly as possible to try and manage Covid-19 in real time (33–35). For better or 

for worse, practitioners have had access to same-day publication of clinical studies which has 

affected the immediate management of current patients (36,37). The second has been the 
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proliferation of health information spread through social media, including Twitter, Facebook and 

WhatsApp groups instead of traditional print journals or medical references – a trend already 

beginning before Covid-19 arrived (15) but exponentially increasing during the pandemic 

(38,39). Even the most remote physician has had access to the latest advice and education on 

managing the novel coronavirus, and this newly proliferating communication system has quickly 

spread to including other health information as well (15,40). Finally, most major traditional 

continuing medical education and conferences have pivoted to online offerings during 2020 and 

2021 (41,42), meaning that health care providers and scientists around the world are now able to 

access lectures and conferences which would normally be only available locally. Internet 

reliability and speed in rural and remote areas remains an issue (16), but overall the access of 

rural and remote health care workers has hugely improved. It remains to be seen how much this 

improves patient care long term (43,44), but it is hard to imagine that these rapid advances in 

communication and KT will disappear once the pandemic is declared over. It will be very useful 

to study these changes to CME and track both rural provider satisfaction and patient outcomes 

going forward.  

3.6 Conclusion 

  

This scoping review was designed to identify and describe a range of KT interventions 

that were specifically aimed at rural primary health care practitioners. We used the TIDieR 

criteria to evaluate the reporting of these interventions. This review concludes that there is no 

one “best” approach which has been identified in the literature for high quality knowledge 

translation for rural primary care. Future research into educational interventions must take into 

account the specific needs of rural primary care practitioners in terms of their needs to manage 

chronic and acute issues in complex patients and helping time-stressed practitioners remain 
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current in multiple rural setting requiring different skill sets. Studying ways to increase 

efficiency in providing continuing medical education should include ways to learn across 

disciplines and learn with a patient-centred rather than diseased-centred focus. Involving patients 

and primary care in planning educational interventions from the beginning might be excellent 

places to start. The very lack of clear “best” ways to engage rural health care practitioners in 

continuing education is a useful discovery, although it is not clear what conclusions to draw. It 

may be evidence that a multi-pronged approach will have the most success. Or it may simply 

represent a research gap, that there is not yet enough data to demonstrate strongly what methods 

of knowledge translation are most useful for rural practitioners.   
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Appendix 3.8.1: SEARCH STRATEGY 

Concept 

Concept #1: 

Knowledge 

translation 

 

Concept #2:  

Rural areas 
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Practice guidelines 

 

Concept #4:  

Primary care 

(PICO) Intervention  population  Intervention  population 

    AND   AND   AND   

Subject 

Heading 

Regional Health 

Planning [Mesh] 

 Rural 

Population  

[Mesh] 

 

Practice Guidelines as Topic 

[Mesh] 

 Primary 

Health Care 
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  OR  OR  OR  OR 

Subject 

Heading 

Translational 

Medical Research 
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 Rural Health 

Services 
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Practice Guideline  

[Publication Type] 

 Physicians, 

Family 
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     OR       
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Rural Health 
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Guideline Adherence 
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 General 

Practitioners 
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 Quality of Health 

Care[Mesh] 
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Primary Care 
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Continuing 
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 Nurse 
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 Ambulatory 
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 Nurse 
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Appendix 3.8.2: Summary of Included Studies (3 Tables) 

SUMMARY OF INCLUDED STUDIES, 1/3 

Paper 

# 

Title  Authours Year Topic of 

intervention 

Country 

1 Collaborative Practice Improvement for Childhood Obesity in 

Rural Clinics: The Healthy Eating Active Living Telehealth 

Community of Practice (HEALTH COP) 

Shaikh et. al 2013 Childhood 

obesity 

USA 

 

2  

Physician-to-physician telephone consultations for chronic 

pain patients: a pragmatic randomized trial 

Clark et. al 2015 Chronic pain Canada 

3 Endo ECHO improves primary care provider and community 

health worker self-efficacy in complex diabetes management 

in medically underserved communities 

Bouchonville 

et al 

2017 Diabetes 

management 

USA 

4 GenetiKit: a randomized controlled trial to enhance delivery 

of genetics services by family physicians 

Carroll, J 2011 Genetic 

assessments 

Canada 

5 An integrated approach to general practice mental health 

training: the importance of context 

Hidgins et al 2007 Mental 

Health 

Australia 

6 Improving Asthma Care in Rural Primary Care Practices: A 

Performance Improvement Project 

Cicutto et al 2014 Asthma USA 

7 Development, implementation and evaluation of Australia’s 

first national continuing medical education program for the 

timely diagnosis and management of dementia in general 

practice 

Schutze et all 2018 Dementia Australia 

8 Poor uptake of an online intervention in a cluster randomised 

controlled trial of online diabetes education for rural general 

practitioners 

Paul et al 2017 Diabetes Australia 

9 Improving rural and remote practitioners' knowledge of the 

diabetic foot: findings from an educational intervention 

Schoen et al 2016 Diabetic 

Foot 

Australia 

10 Improving Physician Awareness of Alzheimer Disease and 

Enhancing Recruitment: The Clinician Partners Program 

Galvin et al 2012 Alzheimer 

disease 

USA 



85 
 

 
 

11 A web-based diabetes intervention for physicians: a cluster-

randomized effectiveness trial 

Estrada et al 2011 Diabetes USA 

12 A Community-Based Trial of an Online Intimate Partner 

Violence CME Program 

Short et al 2006 Intimate 

Partner 

Violence 

USA 

13 Innovations and Issues in the Delivery of Continuing 

Education to Nurse Practitioners in Rural and Northern 

Communities 

Tilleczek et al 2005 General 

primary care 

Canada 

14 Delivery of Continuing Education to Nurse Practitioners in 

Rural and Northern Communities 

Gunn et al 2003 Postnatal 

Issues 

Australia 

15 An Educational Workshop Program for Rural Practitioners to 

Encourage Best Practice for Delivery of Systemic Adjuvant 

Therapy 

Dalton et al 2006 Systemic 

Adjuvant 

Therapy in 

Breast 

Cancer 

Australia 
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SUMMARY OF INCLUDED STUDIES, 2/3 

Paper 

# 

Intervention  Provider of intervention Control 

Arm? 

How evaluated 

1 Virtual QI learning 

network, asynchronous 

specialists trained local 4 

person teams in each clinic 

no -BMI documentation score for 

clinicians 

-parent survey at 0 and 3 months for 

what counselling offered, and child's 

behaviours 

-clinician level of counselling 

offered pre & post 

2 Specialist consultations pain specialist yes -pain scales for patients 

-PCP satisfaction questionnaire 

-knowledge transfer questionnaire 

-tracked resource use 

3 Multifaceted: two day in 

person tech training, then 

online workshops, 

mentoring, case 

presentations 

endocrinologist, attended by a 

behavioral health specialist, 

pharmacist, social worker, 

diabetes educator, and CHW 

trainer at Project ECHO 

no -surveyed health care workers on self 

efficacy pre and post 

4 Hour-long workshop, 

portfolio of tools with 

updates every two weeks 

Family doctor & genetic 

counsellor 

yes -pre and post surveys involving 

decision on 10 case studies 

-confidence around that decision 

making 

-perceptions of utility of intervention 

5 Single workshop, 6 hours. 

Interested clinicians could 

also have visits. 

Local clinicians including 

family doctors, psychiatrists, 

psychologists 

no -pre & post questionnaires: volume 

of patients, treatments used, referrals 

pathways, ease of getting advice, 

confidence, satisfaction & stress 
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6 Series of 3 workshops, 

support tools, patient 

education materials, 

website, clinic visits 

Specialists trained local 

family doctors/nurse 

champions 

no Both self-report and performance 

measures:  

-pre and post surveys : clinical 

decisions, satisfaction, confidence 

-also chart audits 

7 Small & large group 

workshops & online 

modules, optional train the 

trainer program 

Family doctor assisted by 

geriatrician /geriatric psych 

no -provider satisfaction with 

workshops, relevance and met 

learning needs 

8 Online asynchronous 

multimedia module (about 

six hours), access to 

specialist advice & 

performance feedback 

-local and regional 

comparative feedback  

Content developed together 

with specialists and local 

family doctors, specialist 

assigned to answer questions  

Yes, but 

abandoned 

-not evaluated as numbers too small  

9 Single workshop: 3 hrs in 

person, mixed methods 

Podiatrist no -pre and post test of clinical 

knowledge 

-asked about knowledge, attitudes 

and intended practices 

10 3 day in person mini-

residency, then "grads" 

added to ongoing list, 

weekly seminar series, 

reference binder 

Not specified no -pre & post tests about knowledge, 

confidence, practice behaviours, 

perceived strengths & weaknesses 

-satisfaction with program  

11 Web-based CME, cased-

based learning, 

personalized performance 

feedback reports, QI tools 

Not specified yes -an initial formative evaluation, 

quantitative patient lab values  

12 Asynchronous online 

program: multimedia, case 

based, interactive. Also 

Panel of experts listed in 

acknowledgements, led by 

one of the coauthours 

yes -pre and post survey of knowledge, 

attitudes, beliefs, self-reported 

behaviours (KABB framework, 

previously validated)  
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downloadable practice 

tools 

13 Online continuing 

education courses with 8-9 

modules, online discussion 

area, quizzes & tests 

Not specified no -both qualitative (focus groups, open 

ended responses) 

-and quantitative (registration forms, 

module evaluations) 

-helpfulness of the formats  

14 Recruited a local GP 

champion who was given 

resource kit & speaker's 

kit. Regular 

teleconferences, 

interactive workshops, role 

play, standardized patient 

visit, peer discussion 

groups, interviewing 

prompts, clinical audit, 

program newsletters 

Family medicine champions 

trained by specialists 

no -written questionnaires: self report of 

knowledge, skills, attitudes, what did 

you get out of program 

-consultation with trained 

standardized patients in their home 

clinics & feedback from patients 

15 Single workshop, in-

person, 1.5 days in length 

Medical oncologist, lawyer, 

oncology nurse, psychosocial 

expert 

no -questionnaires pre and post x 2 on 

content knowledge 

-oncologists surveyed as to their 

perception of success of workshop 

and method of workshop 
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SUMMARY OF INCLUDED STUDIES, 3/3 

Paper 

# 

Overall 

success? 

RESULTS Limitations 

1 yes -better adherence to guidelines 

-better documentation & counselling 

-improvement in nutrition & activity behaviours 

-timing of postintervention in rural 

areas (winter, poor weather) limited 

some numbers 

-clinics volunteered so may have 

been more keen to start with  

2 partly  -no change in patient outcomes 

-physicians found it helpful  

-underpowered (difficulty recruiting) 

-patients may not have followed 

treatment plan 

-PCPs may have been doing well 

already, no added benefit 

3 yes -providers reported greater self efficacy in supporting patient 

self-management 

-didn't look at patient outcome 

-no data on relationship of provider 

efficacy to patient outcomes 

4 yes -better decisions in cases given 

-higher confidence than control 

-thought materials were useful and had changed practice 

-smaller group than they hoped for, 

underpowerd 

-participants were a bit self selected 

so more interested in topics to start 

with 

5 partly  -rural GPs more keen to participate than urban 

-use of two therapies & access to psychosis advice improved, 

others didn't 

-time and distance to travel to 

workshops cited as difficult 

-training attracted docs already 

skilled in mental health 

6 yes -improved confidence and knowledge 

-improvement in objective patient testing  

-better documentation 

-more proactive followup 

-equipment a real hassle to 

implement ie. spirometers 

7 yes -relevant to practice, learning needs met -no objective measures or chart 

review 

-participants self-selected 
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8 no -- low 

participation 

-not high enough numbers to evaluate  -unknown what other CMEs were 

happening at same time 

(competition) 

9 yes -confidence improved, only some clinical knowledge though -no clinical audit: surveys asked only 

about intended practice 

-surveys were done at start & end of 

workshops, over half missed as 

arrived late/left early  

10 yes -satisfied with program, achieved learning objectives 

-significant improvement in knowledge and confidence 

(validated testing) 

-all said they'd learned tools that would change their practice 

-also enhanced recruitment to research studies  

-lower response rate at the 12 month 

mark, not sure why  

11 no    -no statistically significant change in lab values or BP 

control  

-LDL & A1c measurements were more common in 

intervention (ie procedural) 

-relatively low web engagement by 

physicians  

-higher attrition than expected 

12 yes -significant improvement in most of the KABB framework 

measurements 

-attrition (60% completed) 

-no chart audit or other patient-

related measures 

13 yes -satisfied learning needs, increased knowledge & skills 

-course material applicable & practical 

-liked the format, flexibility 

-included rural but not necessarily 

remote, some issues in recruiting 

everyone 

-not all evaluations complete, some 

computer/internet glitches also  

14 yes -increased knowledge, communication skills 

-better performance with standardized patient 

-practitioners said program positively influenced practice 

-feedback from standardized patients positive as well  

-participation still lower than they'd 

hoped 

-expensive to run such a complete 

program 

15 yes -topics mostly relevant, knowledge improved but dropped by 

12 weeks 

-low response to final followup at 12 

weeks 

-3/5 workshops had lower GP 

attendance than anticipated 
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Appendix 3.8.4: Preferred Reporting Items for Systematic reviews and Meta-Analyses 

extension for Scoping Reviews (PRISMA-ScR) Checklist 

SECTION ITEM PRISMA-ScR CHECKLIST ITEM 
REPORTED 
ON PAGE # 

TITLE 

Title 1 Identify the report as a scoping review. 58 

ABSTRACT 

Structured 
summary 

2 

Provide a structured summary that includes (as 
applicable): background, objectives, eligibility criteria, 
sources of evidence, charting methods, results, and 
conclusions that relate to the review questions and 
objectives. 

58 

INTRODUCTION 

Rationale 3 

Describe the rationale for the review in the context of 
what is already known. Explain why the review 
questions/objectives lend themselves to a scoping 
review approach. 

59 

Objectives 4 

Provide an explicit statement of the questions and 
objectives being addressed with reference to their key 
elements (e.g., population or participants, concepts, 
and context) or other relevant key elements used to 
conceptualize the review questions and/or objectives. 

60-61 

METHODS 

Protocol and 
registration 

5 

Indicate whether a review protocol exists; state if and 
where it can be accessed (e.g., a Web address); and if 
available, provide registration information, including 
the registration number. 

NA 

Eligibility criteria 6 

Specify characteristics of the sources of evidence 
used as eligibility criteria (e.g., years considered, 
language, and publication status), and provide a 
rationale. 

61 

Information 
sources* 

7 

Describe all information sources in the search (e.g., 
databases with dates of coverage and contact with 
authors to identify additional sources), as well as the 
date the most recent search was executed. 

61-62 

Search 8 
Present the full electronic search strategy for at least 1 
database, including any limits used, such that it could 
be repeated. 

82-83 

Selection of 
sources of 
evidence† 

9 
State the process for selecting sources of evidence 
(i.e., screening and eligibility) included in the scoping 
review. 

62 

Data charting 
process‡ 

10 

Describe the methods of charting data from the 
included sources of evidence (e.g., calibrated forms or 
forms that have been tested by the team before their 
use, and whether data charting was done 
independently or in duplicate) and any processes for 
obtaining and confirming data from investigators. 

63-64 

Data items 11 
List and define all variables for which data were 
sought and any assumptions and simplifications made. 

64 

Critical appraisal of 
individual sources 
of evidence§ 

12 

If done, provide a rationale for conducting a critical 
appraisal of included sources of evidence; describe 
the methods used and how this information was used 
in any data synthesis (if appropriate). 
 

NA 
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SECTION ITEM PRISMA-ScR CHECKLIST ITEM 
REPORTED 
ON PAGE # 

Synthesis of 
results 

13 
Describe the methods of handling and summarizing 
the data that were charted. 

65 

RESULTS 

Selection of 
sources of 
evidence 

14 

Give numbers of sources of evidence screened, 
assessed for eligibility, and included in the review, with 
reasons for exclusions at each stage, ideally using a 
flow diagram. 

64 

Characteristics of 
sources of 
evidence 

15 
For each source of evidence, present characteristics 
for which data were charted and provide the citations. 

66 

Critical appraisal 
within sources of 
evidence 

16 
If done, present data on critical appraisal of included 
sources of evidence (see item 12). 

NA 

Results of 
individual sources 
of evidence 

17 
For each included source of evidence, present the 
relevant data that were charted that relate to the 
review questions and objectives. 

66 

Synthesis of 
results 

18 
Summarize and/or present the charting results as they 
relate to the review questions and objectives. 

66 

DISCUSSION 

Summary of 
evidence 

19 

Summarize the main results (including an overview of 
concepts, themes, and types of evidence available), 
link to the review questions and objectives, and 
consider the relevance to key groups. 

70 

Limitations 20 Discuss the limitations of the scoping review process. 73 

Conclusions 21 
Provide a general interpretation of the results with 
respect to the review questions and objectives, as well 
as potential implications and/or next steps. 

74 

FUNDING 

Funding 22 

Describe sources of funding for the included sources 
of evidence, as well as sources of funding for the 
scoping review. Describe the role of the funders of the 
scoping review. 

NA 

JBI = Joanna Briggs Institute; PRISMA-ScR = Preferred Reporting Items for Systematic reviews and Meta-Analyses 
extension for Scoping Reviews. 
* Where sources of evidence (see second footnote) are compiled from, such as bibliographic databases, social media 
platforms, and Web sites. 
† A more inclusive/heterogeneous term used to account for the different types of evidence or data sources (e.g., 
quantitative and/or qualitative research, expert opinion, and policy documents) that may be eligible in a scoping 
review as opposed to only studies. This is not to be confused with information sources (see first footnote). 
‡ The frameworks by Arksey and O’Malley (6) and Levac and colleagues (7) and the JBI guidance (4, 5) refer to the 
process of data extraction in a scoping review as data charting. 
§ The process of systematically examining research evidence to assess its validity, results, and relevance before 
using it to inform a decision. This term is used for items 12 and 19 instead of "risk of bias" (which is more applicable 
to systematic reviews of interventions) to include and acknowledge the various sources of evidence that may be used 
in a scoping review (e.g., quantitative and/or qualitative research, expert opinion, and policy document). 
 
 

From: Tricco AC, Lillie E, Zarin W, O'Brien KK, Colquhoun H, Levac D, et al. PRISMA Extension for Scoping Reviews (PRISMAScR): Checklist and 
Explanation. Ann Intern Med. 2018;169:467–473. doi: 10.7326/M18-0850. 

 

http://annals.org/aim/fullarticle/2700389/prisma-extension-scoping-reviews-prisma-scr-checklist-explanation
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CHAPTER FOUR 

 

Discussion, Limitations, Future Directions, and Conclusions 

 

4.1 Discussion 

This thesis was an exploration of two independent but related topics. The first was the 

lived experiences of Canadian families who had experienced a subsequent pregnancy after a 

stillbirth. The second was effective methods of knowledge translation to rural primary care 

providers. Together, these contribute towards a framework for supporting patients and caregivers 

in subsequent pregnancies, including those seeking care in rural and remote areas of Canada.  

My motivation for this thesis is rooted in my own positioning as a rural family physician 

who does low risk obstetrics, and also as a bereaved parent. I hoped to be able to find clinical 

relevance in my research.   

In Chapter Two, I analyzed responses to a survey about experiences in a subsequent 

pregnancy after stillbirth. Pregnant people who have experienced one stillbirth have an average 

of five times greater chance of another stillbirth compared to a pregnancy without that history 

(1–3). These parents will consistently experience increased levels of anxiety and depression in 

subsequent pregnancies (4–7), as will their partners (8-10). “Stillbirth or neonatal death 

profoundly alters the reality of subsequent pregnancies” (11). Providers also lack clear guidelines 

around how to best care for these families. Pregnancy after stillbirth is poorly researched and few 

guidelines exist to guide care during this not-infrequent event. 

Secondary data was obtained from an online survey conducted by the Australian Mater 

Institute and the International Stillbirth Association. Written responses to three open-text 

questions from sixty-two Canadian respondents were analyzed using an inductive thematic 

analysis with an open coding framework and a constant comparative method.  
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Previous analysis of categorical data from the source dataset identified that while parents 

frequently had additional care in the form of prenatal visits and ultrasounds, they did not feel 

well supported during their subsequent pregnancy (22). The current study enabled us to delineate 

more clearly what would have helped families feel more supported. There were six common 

themes as to what parents reported they experienced (?), and either lacked or appreciated in their 

care: 

i) All-consuming: “an anxiety-provoking experience”  

ii) Speaking up and being heard: “I’m taken seriously if I think something is wrong” 

iii) Reassurance and information: “extra ultrasounds, for peace of mind” 

iv) Empathy and respect: “kindness and respect from my care provider” 

v) Specific care: “I am also wanting some counselling specific to pregnancy after loss” 

vi) Mixed emotions: “Very overwhelming, emotional and beautiful. Hard to grasp”. 

 

Taken together, these themes pointed to three key messages. The first is that these 

parents, during what is a highly anxious pregnancy, deserve care that is specific to a subsequent 

pregnancy after stillbirth. This might include extra clinical care, non-judgmental listening and to 

be taken seriously about any concerns. Second is that meeting other people who have been 

through this same experience would be appreciated. “Regular” prenatal groups were found to be 

unsupportive and unhelpful, and cohort-specific groups were thought be more helpful, whether 

peer-led or professional-led. Third, much of this specific care could be delivered at a local, 

primary care level close to home, which would be valued by many families. With excellent 

education and support, pregnancy after stillbirth could be cared for expertly in community, rural 

and remote settings just as appropriately as urban ones. 
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The findings from this study are impactful because we were able to obtain rich insight 

into the lived experiences of families which allowed us to develop practical key messages and 

meaningful and relevant questions for further research. This study contributes to the existing 

body of pregnancy after stillbirth literature because it explored and described families’ 

experiences of their care during a subsequent pregnancy, and delineated themes that were 

important to Canadian parents in their care during a subsequent pregnancy after stillbirth.  

 The focus of Chapter Three was a scoping review to identify and describe a range of 

knowledge translation (KT) activities specifically aimed at rural primary health care 

practitioners. These practitioners require the ability to manage a broad spectrum of chronic and 

acute issues in complex patients, the knowledge to stay current in multiple specific skills and 

settings, and sufficient time to sort out which of the multitude of information options available 

are the most relevant and useful. The objectives of this review were to synthesize the literature in 

this area, evaluate what types of KT were commonly provided for rural practitioners, and 

recommend avenues for future research. The research question was: What are ways to 

disseminate clinical guidelines and best practices to rural, non-academic primary health care? 

This scoping review systematically mapped the research that has been done in this area and 

identified gaps. We utilized the “TIDieR” criteria, validated for evaluating interventions, as our 

final screening tool. Finally, we looked at the successes and failures of what interventions have 

been tried, and provided lessons learned for researchers and clinicians. This was accomplished 

by following standard scoping review methodology.  

 We found that all studies included in our study addressed a single topic in their KT 

activity, without taking multimorbidity into account which is increasingly common among 

patients in clinical practice. Most KT interventions, even while aimed at primary care, were 
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planned and delivered by non-family medicine specialists, and patients or end-users were even 

more rarely involved. The baseline knowledge of participants was also found to be quite high 

even before their participation in KT activities, and outcomes measured were generally limited to 

how much the participants enjoyed the KT activity and felt more self-confident at the end of their 

learning. Clinical outcomes or improvement in patient care were rarely taken into consideration.  

 These findings are important because clinical practice guidelines tend to be disease-based 

and research programs designed for single diseases (12,13) leaving primary care without clear 

data as to how to provide excellent care for patients living with multiple comorbidities (14). Our 

findings show that KT activities, even when aimed at primary care practitioners, continue to be 

organized around one topic that is largely planned by non-family medicine specialists. New 

clinical information should be translated to front-line clinicians in a manner that promotes 

implementation (15) – if clinical or patient-centred outcomes are rarely measured, and if baseline 

knowledge of practitioners receiving KT interventions is already high, it is not possible to 

conclude that these activities are useful beyond being enjoyable for participants. The failure to 

involve the end-users of KT, both clinicians and patients, further calls into question its validity 

and usefulness.  

This study contributes to the existing body of research around KT to frontline clinicians 

because it shows gaps in KT interventions, in planning, delivery and measurement of outcomes. 

Using the TIDieR checklist to evaluate the reporting of these interventions also showed us that 

the TIDieR criteria on average were only around 75% fulfilled, meaning it would be difficult to 

reproduce many of these KT activities without contacting the authours for implementation advice 

(16). This further limits the practical uses of this body of research.  
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4.2 Limitations & Strengths 

The main limitation of Chapter Two was that it was a qualitative study using secondary 

data obtained using a study design which was not primarily designed to be qualitative in nature. 

The original study was a questionnaire designed to collect quantitative data, rather than a 

methodology specifically designed to collect qualitative data. Some might question the ability to 

produce qualitative research from free-text questions added on to a questionnaire (17,18), 

especially given that we were unable to engage participants in a dialogue to clarify their answers 

and find true data saturation, or contact respondents for follow-up questions or clarification. 

However, we found several strengths in this method of data collection for the purposes of 

our research questions. Stillbirth is an intensely emotional and private event and parents may 

have felt more comfortable answering questions at their own speed, in the privacy of their 

homes, rather than speaking in front of researchers and other participants in more clinical or 

office-based settings. They may even have offered more honest and personal answers than had 

they been questioned in a different setting. The questions were written deliberately by the 

research team and were not simply phrased as “any other comments” that are sometimes tacked 

on to quantitative research surveys (19,20). And most importantly, we were able to apply a 

robust qualitative analysis to the data as the central focus of our study. 

The main limitation of Chapter Three was the use of the TIDieR criteria was expected to 

provide an outcome of knowledge dissemination techniques that would be reproducible. Instead, 

given the limited usage of these criteria, this step may have excluded excellent interventions that 

simply were not reported well. We also found that our studies all came from Canada, the US and 

Australia. While these are all countries that are resource rich with substantial rural populations, 

this may also reflect overly narrow selection criteria. 
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4.3 Recommendations & Future Directions  

4.3.1: Chapter Two  

 _______________________________________________________________________ 

I’m a family doctor who delivers babies in a small, rural town in southern Ontario. I’m 

considered a “low-volume” provider, meaning I do between 30 and 40 deliveries a year.  

Maria is a patient I’ve known for five years. She was so excited when she got pregnant 

right away two years ago, and so devastated when her baby was stillborn nine months 

later. I was on call that night, and I had to tell her the ultrasound had failed to find her 

baby’s heartbeat at 39 weeks and that her baby had died. I delivered that baby and made 

handprints and helped take photos of him. 

Maria’s parents, in-laws and three sisters all live within twenty minutes of my office and 

most of them are my patients. Her seven nieces and nephews were born at our small local 

hospital and I have delivered three of them. 

 

Early in her subsequent pregnancy, I offered Maria a referral to our big city hospital 

where she could go to a clinic that specialized in pregnancies after stillbirth. She decided 

that she didn’t want to have to travel for every appointment, pay for parking in a busy 

downtown urban area and make her way through a huge, busy hospital for each 

appointment. She told me that she really didn’t want to deliver this baby anywhere else. 

 

I had told her I was more than happy to take care of this pregnancy and would be 

honoured to deliver her second baby. But I was nervous too. What should I do for Maria 

and her family to care for her in this pregnancy?  

________________________________________________________________________ 

 

 The findings from Chapter Two help guide both what I need to have in mind as a current 

clinician for Maria, and future directions of clinical care and research for similar patients. I know 

that her care in this pregnancy should be unique to her situation of having experienced a previous 

stillbirth. Maria deserves specific care from me where I take her concerns seriously, listen to 

what she says and respond with kindness and empathy, have respect that she may have mixed 

emotions and offer her reassurance through my words and through extra clinical attention. I will 

look for emotional support for her and her family from other parents who have similar lived 

experience or professionals who are experienced in pregnancy after stillbirth. I will be confident 
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that I can offer her the specific care she needs without necessarily travelling to a specialized 

centre far from her home and her community. 

 Training clinicians to support them providing this care would ensure I understand how 

important empathetic communication is for Maria and her family, and how best that 

communication can be provided to them. I also need access to peer support networks that I can 

feel confident in referring her to. And I need sub-specialists to be available to consult with and 

answer questions about Maria’s care who are familiar with this literature, who support us in 

maintaining me as her primary obstetrical care provider.  

 Further research into how to provide such education to primary care and to subspecialty 

care would be helpful, as well as effective ways to provide peer support to Maria and her family. 

More specific research into the ability of communities to offer adequate medical and emotional 

support to these families is also essential.  

4.3.2: Chapter Three 

 ________________________________________________________________________ 

André is a 65 year-old man who has lived in a small town in Ontario his whole life. Three 

years ago, I diagnosed him with both diabetes and hypertension. He hates taking 

medications and says he doesn’t feel well when his sugars and blood pressure run in the 

range they should – I think he skips pills to keep them both a bit higher.  

Different guidelines for diabetes, hypertension and cardiac preventative health give me 

different suggestions for laboratory targets and for medications, and he doesn’t like any 

of them anyway. I’m not sure what to do next or how to convince him that he should be 

taking which medications. 

Three of André’s children and five of his grandchildren are also my patients. Seven years 

ago, André’s wife died of metastatic breast cancer, and I provided her palliative care at 

our hospital and eventually at home. I did prenatal care for two of their daughters and 

delivered three of their grandchildren in our local hospital. I have set their broken arms, 

sewn up lacerations and treated one for an acute panic attack in our emergency room. 

________________________________________________________________________ 
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 The findings from Chapter Three demonstrate further directions for research in providing 

excellent KT activities for busy rural primary care practitioners. Studying ways to increase 

efficiency in providing continuing medical education should include ways to learn across 

disciplines and learn with a patient-centred rather than diseased-centred focus. Involving patients 

and primary care in planning educational interventions from the beginning might be excellent 

places to start. Would it be possible to provide KT interventions that support patients 

experiencing multimorbid conditions like André, where current guidelines actually can 

contradict each other? Are there more time efficient ways to deliver continuing medical 

education (CME) to rural physicians who practice in multiple areas and need to stay up to date in 

multiple skills – even if those physicians are less aware that they need education in those areas? 

And finally, could these KT activities be shown to improve actual clinical and patient outcomes?  

4.4 Conclusion 

Pregnancy after stillbirth is a highly stressful experience that deserves and requires 

specific parent-oriented care and support, both physically and psychologically. Much of the care 

needed is within the skill set of primary care and could successfully be delivered locally in the 

family’s home community, whether urban, rural or remote. A network of specialized support 

groups could be established, for caregivers and for parents, to support both groups through these 

high risk and anxiety-ridden pregnancies. 

There is no one “best” approach which has been identified in the literature for high 

quality knowledge translation for rural primary care. The very lack of clear “best” ways to 

engage rural health care practitioners in continuing education is a useful discovery, although it is 

not clear what conclusions to draw. It may be evidence that a multi-pronged approach will have 

the most success. Or it may simply represent a research gap, that there is not yet enough data to 
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strongly demonstrate what methods of knowledge translation are most useful for rural 

practitioners. 
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