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Family-centred maternity and newborn care (FCMNC) is the most rational and justifiable
framework for organizing health care services for mothers, babies, and families. Although
patient-centred care is generally the focus of all health care, the unique experiences of
pregnancy, labour, birth, and newborn care enhance the argument for the personalization

of health care services for the family as a whole. The defining events of pregnancy,
motherhood/fatherhood, birth, and infancy require that health care providers (HCPs) be
additionally diligent in order to address the needs of women, their newborns, and their
families, whether these are physical, emotional, cultural, spiritual, or knowledge.

This fifth edition of the Family-Centred Maternity
and Newborn Care National Guidelines presents
17 principles to guide FCMNC. Some of these
carry over from the previous edition, while others
are new or have some differences in detail and
points of emphasis.!

The principles will continue to evolve, particularly
given the demographic and societal changes
taking place in Canada. The current set can

be summarized as the following key guidelines

of FCMNC:

* Pregnancy and birth are normal,
healthy processes.

* Early parent-infant bonding is critical for
growth and development of the newborn,
child, and family.

* Women and their families require knowledge
about their care and play an integral role in the
decision-making about the care they receive.

* Holistic approaches, respect for reproductive
rights, collaboration among care providers,
and recognition of the family-centred
approach applies to all care environments.

* Psychological support for families is needed in
conjunction with evidence-based clinical care.

* The attitudes and language adopted by HCPs
impact the experience of care.

° Careis:

> culturally appropriate and addresses the
distinct needs of Indigenous Peoples;

> individualized and provided as close to
home as possible;

> informed by research-based evidence
and best practices in global settings,
while functioning within a system that
is continually evaluated.

The FCMNC principles provide a broad
framework that HCPs, managers, and institutions
can use to improve families’ experiences

of pregnancy, childbirth, and newborn care.
HCPs can apply them to make their care more
responsive to the needs of women, newborns,
and their families. Familiarity with these
principles can also empower women as they
navigate the health care system.

HISTORY OF FAMILY-
CENTRED MATERNITY
AND NEWBORN CARE

The impetus for FCMNC began with a demand
for changes in obstetric management in the
1960s and 1970s.2 The implementation of
family-centred care started with husbands
being invited to participate in prenatal care,
being present during labour and birth, and
being a part of newborn care. Over the years,
this has evolved to treating birth as a normal
and healthy process, placing emphasis on the
appropriate use of intervention, considering
the unique needs of families and culturally
safe care, focusing on informed choice and
knowledge needs, and protecting, promoting,
and supporting breastfeeding.
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Canadian guidelines for maternity and newborn
care were first published in 1968. They became
explicitly family-centred in 1987. The family-
centred framework has been instrumental in
enlarging the scope of maternity and newborn
care beyond a focus on morbidity and mortality.
By involving the family as a whole, and by
highlighting the importance of the experience
of pregnancy and childbirth, FCMNC reframed
the pregnancy, childbirth, and postpartum
periods as the beginning of a family’s growth.
Thus, FCMNC changed the perspective through
which the health care system viewed pregnancy

and childbirth.

The evolution in FCMNC over recent decades
represents a reaction to advances in research
and technology; increases in women’s and
family’s participation in care; health care system
restructuring; and changes in population
composition in terms of culture, ethnicity,

and maternal age.® The current edition of the
Family-Centred Maternity and Newborn Care
National Guidelines expands the meaning

of family to include lone parents as well as
couples and heterosexual, lesbian, gay, bisexual,
transgender, queer, and questioning parents.

The guidelines emphasize the need for sensitivity
when addressing preferences. Requests that arise,
such as the desire for surrogacy or adoption,

are discussed in connection with care during
pregnancy, labour, birth, and newborn care.
Family-centred care is also responsive to the
needs of diverse high-risk populations and
special circumstances. These include newborns
who require complex or high-risk care and
women with physical disabilities, mental illness,
a history of substance use, obesity, a history

of violence, or experience of female genital
mutilation/cutting.

THE CURRENT LANDSCAPE
IN CANADA

The increasing complexity of maternity

and newborn care, the changing perinatal
landscape in Canada, and demographic

and societal changes, including increasing
diversity, are reflected in this edition of the
guidelines. The principles of FCMNC apply
to all women and newborns, irrespective of
risk status. Increasing complexity of care
requires a stronger commitment to family-
centred principles. Maternal characteristics—
for example, smoking, age, and obesity—have
changed substantially in recent decades.

The changes to the delivery of maternity
and newborn care across Canada have also
altered the childbirth experience.

Smoking

Perhaps the most encouraging change has
been the steady decline in maternal smoking
rates in pregnancy, from 22% in 1993-96 to 12%
in 2005-08 and then to 8.2% in 2017.5° The
decline is largely attributed to public health
interventions and the growing awareness of the
negative impacts of smoking on pregnancy
outcomes.” Evidence suggests that these
declines in smoking rates have also contributed
to reducing the number of small-for-gestational
age live births in Canada.®® These reductions in
maternal smoking rates reflect a substantial
social and cultural change that have benefited

the health of both mothers and babies.
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Advanced maternal age

The second half of the 20th century has resulted
in a steady decline in family size and an increase
in the number of births to women 35 years and
older.®" One notable difference between past and
recent decades is that fertility of older women
relates to parity and family size: older women in
the past had their second, third, or subsequent
child in their early and late 30s (having started
their families at an earlier age), whereas nowadays,
women increasingly choose to have their first
child in their 30s. In 1996, the average age of a
mother at birth was 28.4 years. By 2017, it had
increased to 30.5 years. In addition, 47.0% of first
births in 2017 were to women aged 30 to 49,

up from 30.4% in 1996.”* The main reason for the
rising number of first births among women of
advanced maternal age is that they are prioritizing
education, professional competence, and financial
independence over motherhood.’

While HCPs may be aware of the increased
medical and obstetric risks and adverse
pregnancy outcomes (including higher rates

of chromosomal and other congenital anomalies,
preterm birth, growth restriction, and perinatal
and maternal morbidity and mortality) in women
of advanced maternal age, they also need to be
cognizant of the psychosocial vulnerabilities
they may experience "

Obesity

The frequency of overweight and obesity among
men and women in Canada has increased
substantially since the 1980s.® These increases
have translated into increases in pre-pregnancy
weight and pre-pregnancy body mass index (BMI).
While no recent published national data exist,

in 2005, 20.9% of women had an overweight
pre-pregnancy BMI (25.0-29.9 kg/m?) and 13.1%
had an obese pre-pregnancy BMI (>30 kg/m?).%?

Although women who are overweight or obese
have a higher risk for hypertension, diabetes,
miscarriage, preeclampsia, gestational diabetes,
fetal macrosomia, stillbirth, and severe maternal
morbidity, HCPs need to reassure overweight

or obese women that they are likely to have
healthy pregnancy outcomes, even if they require
additional interventions during pregnancy, labour,
and birth.??2 HCPs need to treat women with

a high BMI in a sensitive and non-judgmental
manner so that women feel supported and
respected, and pregnancy complications are
managed optimally.

Delivery of maternity
and newborn care

Substantial changes in maternity and newborn
care that have affected the childbirth experience
over the past decades include the following:

Increasing midwife-led deliveries:
Midwifery, which was first regulated in Ontario
in 1994, is now publicly funded in most of the
provinces and territories. The widespread
impact of midwifery regulation and acceptance
in Canada is evident from the number of
midwife-assisted births—42 000 (11% of births)
in 2017 (22% in British Columbia)®. Some
provinces have established midwifery goals;
for example, the Midwives Association of
British Columbia has set a goal of midwife
involvement in 35% of births by 2020.2 In 2018,
the Markham Stouffville Hospital opened
Canada’s first in-hospital midwifery birthing
unit, to allow midwives to care for more
families in the community.?» Midwifery-led
births have lower rates of interventions and
less use of analgesia or anesthesia; women

are more likely to experience a spontaneous
vaginal birth.?
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Redesign of neonatal intensive care

units (NICUs): The move away from open

bay units in NICUs to single family units is
particularly relevant within the context of
FCMNC and has resulted in increased staff

and parental satisfaction with care. The single
family room setting has a number of benefits—
with equal, or possibly even reduced, cost of
care—such as providing optimal environmental
support to parents; reducing neonatal sepsis;
improving infant weight gain and breastfeeding
rates; allowing control of excessive noise and
light; reducing parental and HCP stress and
anxiety.”#* Single family rooms are in use in a
few centres in Canada, for example, IWK Health
Centre in Halifax, which recently built a new
NICU using the single-room model, as well as
in the USA and Europe.

Increased travel to give birth: Maternity
care hospitals in rural areas have been closing,
which means that mothers and newborns
sometimes need to travel to a distant hospital
to access appropriate care.®* This problem can
be particularly acute for women with young
families and those who have to travel far.
Although maternity care has historically
prioritized medical risk over social risk, women
and their families may evaluate these risks
differently.®+3¢ Both medical and social risks
have to be addressed if maternity and newborn
care is to be family-centred and if birth close
to home is promoted as a principle of family-
centred maternity care.? Organizations and
communities have been lobbying for the
return of birthing options in rural and remote
communities, and in some circumstances

they have been successful ¥’

THE FUTURE OF MATERNITY
AND NEWBORN CARE

We can learn a lot from past and current ways
of providing FCMNC in Canada. The following
areas of focus show how care has evolved and
where the future of maternity and newborn care
is heading:

Supporting breastfeeding

The Baby-Friendly Hospital Initiative (BFHI)
incorporates the continuum of care between
hospital and community health services.

The BFHI includes recommendations for
breastfeeding the older infant and young child.®
Hospitals or community health facilities that
provide maternity services are designated Baby-
Friendly if they meet the criteria for achieving the
Ten Steps to Successful Breastfeeding and adhere
to the International Code of Marketing of Breast-
milk Substitutes. Despite the recommendations
and the endorsement of many professional health
organizations, hospitals and community health
facilities have a poor record of implementing the
BFHI.3%4 Currently, 21 hospitals, 8 birthing centres,
and 117 community centres in Canada have been
designated as Baby-Friendly.# The World Health
Organization (WHO) emphasizes strategies to
scale up BFHI implementation to universal
coverage to ensure sustainability.

Caring for women who
use substances

Cannabis is now legal in Canada and, in 2018,
3% of women who knew they were pregnant
reported using cannabis.”? Although many
pregnant women do not think use of cannabis
is harmful during pregnancy and breastfeeding,
studies indicate related increases in the risk

of preterm labour for the mother, and issues

for the child tied to low birth weight, short- and
long-term learning and development, as well as
behaviour.#% Educating and supporting women
and families regarding cannabis use during
pregnancy and breastfeeding is critical.
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When a pregnant woman lives with problematic
opioid use, her newborn will be born having
been exposed to opioids. In 2018, 1% of women
who knew they were pregnant reported using
opioids.? New approaches to caring for newborns
with neonatal abstinence syndrome (NAS)

have proven to be helpful, including caring

for the mother-baby dyad together in a low-
stimuli environment and moving away from
pharmacological approaches as the first line

of treatment.® The best person to settle a baby
is the mother herself, and it is important to
encourage mothers to hold and feed their baby.
Programs and protocols need to be developed
in Canada that better support a family-centred
approach to caring for babies born with NAS.#6

Ensuring uninterrupted
skin-to-skin contact

Uninterrupted skin-to-skin contact profoundly
affects infant and child development and the
health of the family. In 2005, while the majority
(89.2%) of Canadian mothers who had vaginal
births held their babies within 5 minutes of birth,
this was not the case for mothers who had
caesarean births (29.0%). Furthermore, fewer than
a third of women (31.3%) held their babies skin-to-
skin when first holding their baby. A majority (71%)
of women report 24-hour rooming-in after vaginal
birth, but less than half (46.5%) of mothers who
gave birth by caesarean birth did so.#” We can
improve the rates in Canada by implementing
institutional policies and practices that support
the practice irrespective of the birth method, as
well as supporting skin-to-skin beyond the first
hours after birth.

De-medicalizing maternity care

There are both positive and negative aspects with
respect to trends in de-medicalizing maternity care
in Canada. Episiotomies are no longer routine,
with rates decreasing from 23.8% nationally in 2001
to less than 10% in 2016 in British Columbia, for
example®4, On the other hand, rates of epidural
anesthesia among Canadian women delivering
vaginally have increased from 45.4% in 2001 to

59% in 2016, while caesarean birth rates increased
from 22.5% to 28.2% over the same period.«%

Rates of intervention in labour and birth vary
(often significantly) across the provinces and
territories, suggesting that use of interventions is
not always based on evidence or on medical need.

Environments where intervention rates are lower
because of appropriate use are generally safer
for mothers and babies, and Canadian mothers
express higher rates of satisfaction with their
birth experience when fewer interventions are
used. The net benefits of de-medicalizing care
during pregnancy and childbirth are included in
the WHO Principles of Perinatal Care. Decreasing
unnecessary intervention during pregnancy and
birth is an area that requires additional and
ongoing effort in Canada.

Using inclusive language

Recognition of the importance of using
language that supports diversity and creates
an open and inclusive environment is growing.
Inclusive language demonstrates respect for
everyone. Merely avoiding offence is only the
first step—the goal should be to treat everyone
with dignity and to celebrate differences. Also
important to remember is that language is not
static but is dynamic and evolves over time.
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A number of organizations are considering the use
of gender-neutral language in pregnancy, birth,
and parenting to avoid stereotyping people
according to their gender identity. For example,
when the Ontario Perinatal Record was updated
in 2017, the language was changed to be respectful
of gender identity and the different ways people
may identify as a parent.’> The British Medical
Association recently stated that: “A large majority
of people that have been pregnant or have given
birth identify as women. We can include intersex
men and trans men who may get pregnant by
saying ‘pregnant people’ instead of ‘expectant
mothers’” % The Midwives Alliance of North
America has revised their core competencies

in order to make their language inclusive and
welcoming to all who seek midwifery care.5

Conversations about inclusive language

are important—communities, organizations,
professional groups, and the various levels of
government need to reflect on their language and
work with their clients and stakeholders to ensure
that all are treated with respect and dignity.

Providing culturally safe care
for Indigenous families

Many Indigenous people have to travel far from
their communities for health care services. In
order to help keep families close to home for birth
and to provide culturally safe care, community
birthing centres that offer traditional techniques,
allow for diversity in design and implementation,
and integrate with biomedical support have been
established in some Indigenous communities.
Some of these centres offer community-based
training of Indigenous midwives, integrating both
traditional and modern approaches to care and
education. The programs are integrally linked to
community development, cultural revival, and
healing from the effects of colonization. They
focus on effective teamwork between midwives,
physicians, and nurses working in remote areas
and at the regional and tertiary referral centres.
Evaluative research has shown improved outcomes
for this approach—which requires broader support
and application across the country.*®

Surveillance of maternal
and newborn health

Sound perinatal care policies and practices

rely on data from multiple sources that is timely
and regularly updated. The current guidelines
apply many perinatal indicators throughout the
various chapters, including data pertaining to the
experiences of women who gave birth and the
policies of hospitals offering maternity services.
Providing a more fully-rounded picture of
FCMNC requires encouraging efforts to collect
timely data on the pregnancy and childbirth
experiences of women and their families, in
tandem with traditional perinatal data on
maternal/fetal outcomes.

CONCLUSION

Families in Canada benefit from excellent
maternity and newborn health care. This is
evident from the low national rates of perinatal
and maternal morbidity and mortality, across
varying sociodemographic groups. Although
Canadian HCPs can be proud of working within
a comprehensive, universal, portable, and
accessible publicly-administered health care
system, more can be done to improve outcomes
and ensure care is family-centred.

The emphasis on FCMNC in Canada has
enlarged the scope of care in pregnancy

and childbirth. Such care not only maximizes
the chances of a healthy woman and a healthy
baby, but also helps to ensure that birth is the
celebration of a normal and healthy process.
Empowering women and their families to take
responsibility for their informed choices through
a mutually respectful and trusting relationship
with their HCPs makes the experience of
pregnancy and childbirth a strong foundation
for family growth and development.
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