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Abstract

The recent Canadian Institute for Health Information (CIHI) report
Giving Birth in Canada: Providers of Maternity and Infant Care
highlights the limited availability of obstetrical resources. The
efficient allocation of these resources is likely to disadvantage the
rural and remote areas of Canada, where individual need may be
greatest. This situation is a contemporary illustration of the “inverse
care law” described by Julian Tudor Hart in 1971.

Résumé

Le récent rapport de l’Institut canadien d’information sur la santé
(ICIS), intitulé « Donner naissance au Canada : Les dispensateurs
de soins à la mère et à l’enfant », souligne le caractère limité des
ressources en obstétrique. Il est probable que la répartition
efficace de ces ressources en vienne à désavantager les régions
rurales et éloignées du Canada, soit là où les besoins individuels
peuvent s’avérer les plus pressants. Cette situation constitue une
illustration contemporaine de la « loi inversement proportionnelle
des soins » décrite par Dr Julian Tudor Hart en 1971.
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As highlighted in the recent Canadian Institute for

Health Information (CIHI) report Giving Birth in

Canada: Providers of Maternity and Infant Care, the avail-

ability of resources for obstetrics is limited and is expected

to become more limited over time.1 There is therefore a

clear need for optimal allocation of these scarce resources.

However, efficient allocation of resources may disadvan-

tage the rural areas of Canada in particular.

In a seminal paper in 1971, Julian Tudor Hart defined what
he called “the inverse care law,” stating that, “The availabil-
ity of good medical care tends to vary inversely with the

need of the population served.”2 Hart pointed out that
medical services are not the main determinants of mortality
and morbidity; they depend on the characteristics of the
population and their standard of living. He stressed that
market forces are a principal explanation for the inverse
care law, because they influence the distribution of health
services more strongly than population need. Services will
be provided where they are efficient and profitable rather
than on the basis of need alone.

In the 33 years since the publication of Hart’s article, the
inverse care law has become of increasing interest to clini-
cians, researchers, and policy-makers. A PubMed search
shows that 36 papers applied the inverse care law. The
papers were mainly from the UK (where equitable access to
the National Health Service is highly regarded) but also
from New Zealand, Australia, Spain, and Brazil. They com-
ment on the availability of different services (primary,
obstetrical, social, psychiatric, or cardiac) to various popula-
tions (pediatric, elderly, or general) and compare deprived
versus affluent areas and rich versus poor countries. That is,
the inverse care law appears to be universally applicable in
those health care systems and populations studied and
remains as relevant today as when it was first described.3

Two papers have investigated the inverse care law as it
relates to obstetric populations. One paper, a satisfaction
survey of women who gave birth in Victoria, Australia,
found that women in poorer economic and social circum-
stances (who were more likely to need care) were more
likely to be limited in their choice of caregiver and to be dis-
satisfied with their care.4 The other paper was a survey of
attitudes toward Caesarean delivery by choice among health
care providers and women in a UK hospital. The authors
concluded that allowing childbirth priorities to be deter-
mined by the “vociferous and privileged” may divert crucial
limited resources away from areas of greater clinical need.5

Both of these studies found the inverse care law to be
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relevant to obstetrics; however, how the law pertains to the
provision of obstetrical services in Canada has yet to be
examined.

Giving Birth in Canada: Providers of Maternity and Infant Care

describes the health of and health care for mothers and
infants in Canada.1 According to the report, the Canadian
birth rate declined by 28% from 14.5 live births per 1000
population in 1990–1991 to 10.5 live births per 1000 popu-
lation in 2001–2002, but the number of high-risk pregnan-
cies increased (e.g., rising numbers of births to older
women, multiple pregnancies, and Caesarean deliveries),
placing higher demands on health care providers who
require more specialized birthing skills and who must pro-
vide more frequent monitoring. Most births occur in hospi-
tal. In 2001, family physicians attended 39% of births
(down from 44% in 1996), while obstetricians attended the
remaining 61%. It is of concern that the number of family
physicians offering obstetrical services seems likely to
decrease as fewer young doctors enter family medicine,6

and among new family physicians, still fewer are willing to
take on work they regard as both disruptive to their per-
sonal lives and risky (because of concern about maintaining
obstetrical skills and the perceived threat of malpractice
suits).1 Any decrease in the availability of family physician
obstetrics will further disadvantage remote areas. Most
obstetricians practice in urban areas. More than 400 obste-
tricians are likely to retire over the next 5 years, but only 250
new physicians will enter obstetrics and gynaecology resi-
dency programs, and not all of these will provide obstetrical
services when they qualify. Therefore, obstetrical services
are generally under pressure, with particular concerns for
remote areas.

The concerns for rural and remote communities are further
compounded by the following problems: distance from
facilities and specialized equipment, lack of peer support for
providers and coverage for their practice, and the need for
providers with expanded skills. The CIHI report stated that
specific challenges to the sustainability of rural maternity
practice include the limited number of physicians available
for on-call services, lack of Caesarean delivery capability,
lack of anaesthetists, and the small number of births in rural
areas.1

The situation in Nunavut provides the most extreme Cana-
dian example: 10 family physicians (no obstetricians) offer
care to a population of 27 000 living in 28 communities
(with more than 5000 people in the capital city of Iqaluit) in
a territory of approximately 2 000 000 km2. In contrast to
the situation in Canada as a whole, the birth rate is increas-
ing in Nunavut: there was a 2.5% increase from 25.4 live
births per 1000 population in 2001–2002 to 25.8 live births
per 1000 population in 2003–2004.7 Outcome data for

pregnancies demonstrate that Nunavut mothers are at
greater risk of preterm birth, and their infants are at greater
risk of neonatal and infant death than are mothers in Can-
ada as a whole.8 In addition, stillbirths are underreported
for Inuit mothers.9 Thus Nunavut offers particular chal-
lenges of geography, with its dispersed population and
unique culture, and the likelihood of increased morbidity.

As described in Giving Birth in Canada: Providers of Maternity

and Infant Care,1 the solution to providing health care for
women in remote areas has generally been to fly women to
tertiary or secondary care facilities 4 weeks prior to their
expected delivery date. This provides health care but
deprives them of their partner, family, and social support;
causes them to be isolated in a distant and unknown envi-
ronment; upsets the family structure at home; and involves
a considerable financial burden (for example, if the father is
unable to hunt for food during the time his wife is away, the
family needs to buy food).10 As a solution, birthing centres
have been proposed that are staffed by midwives and local
maternity workers who speak the native language, to pro-
vide childbirth facilities closer to the community for women
with uncomplicated pregnancies. To date, only one such
centre has been established in Nunavut. It has proved pop-
ular with women,10 but staffing remains a problem, with no
midwifery training program available in Nunavut.

Applying the inverse care law to obstetrical service for
remote areas leads us to consider whether sending women
from their communities to distant urban centres to give
birth is indeed meeting their needs. The optimal allocation
of limited obstetrical services in Canada dictates that ser-
vices are concentrated in areas with the largest populations.
This appears to be in conflict with the Canada Health Act,
which states that health care should be comprehensive, uni-
versal, and accessible.11 The current service undoubtedly
disadvantages women from remote areas and their families
and may even contribute to increases in mortality and mor-
bidity, because high-risk women refuse to leave their com-
munities to give birth.10 However, the provision of equita-
ble care will involve a strong political will to establish
well-resourced birthing centres, local training programs for
midwives and birth attendants, and further incentives for
family physicians to provide obstetrical care in rural and
remote areas. Canada could undoubtedly fund these initia-

tives if there was a social commitment to providing obstetri-

cal care that was truly available on uniform terms and
conditions unimpeded by financial or other barriers.11 The
inverse care law clearly applies to obstetrical care in Canada
today.
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