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Optimizing Midwives’ Uptake of a Provincial 
Perinatal Data System: Lines of Thinking
by Caroline Paquet, RM, BHSc, MSc; Damien Contandriopoulos, PhD; and Régis Blais, PhD

ABSTRACT
  In Quebec, the perinatal data available is fragmentary, comes from a number of different databases that are not well 
integrated, and offers little information regarding the quality of care and services provided by midwives. In 2012, the Ministry 
of Health and Social Services (MSSS) asked midwives to contribute to the information system on users of local community 
services centers (I-CLSC). The I-CLSC system is, above all, an administrative monitoring tool; however, it makes it possible 
to document certain aspects of midwifery practice. Using literature from the fields of knowledge transfer and modification 
of clinical practices, this article aims to explore under which conditions and to what extent the I-CLSC system could help 
document midwifery practice. Given the context and the nature of the I-CLSC tool, the success of its uptake by midwives 
involves the simultaneous reinforcement of its acceptance by midwives, and the provision of support while they use it, so that 
the data collected is reliable and solid. Training and feedback activities constitute promising avenues in terms of attaining 
these goals. Literature suggests that, without adequate support, there is a high risk that data fed into the I-CLSC system by 
midwives will be unreliable. If that is the case, the individual time and effort invested in this system by midwives are unlikely 
to be cost-effective for either the midwives themselves or midwifery in general.
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INTRODUCTION
   Since 1999, the Quebec public health system offers 
healthy pregnant women the option of having a midwife 
monitor them and help them give birth in a birthing centre, 
a hospital (since 2004) or at home (since 2006).1 However, 
while the global trend is to computerize patient records 
and integrate them into systems of integrated clinical and 
administrative databases, no structured data on midwifery 
practice is currently being collected in Quebec. Several 
contextual and historical factors make it difficult to develop 
and implement this kind of information gathering system. 
In 2011, the Ministry of Health and Social Services (MSSS) 
implemented the information system on users of local 
community services centres (I-CLSC) in various health and 

social services centre (CSSS) in Quebec, and asked midwives 
working in those centres to contribute to it.1 However, some 
of them seem reluctant to contribute to the system because 
they fear that this data will be used to implement changes to 
the care and services they provide. Inversely, others believe 
that this data could be used as leverage with policymakers 
in the Quebec health network in order to support, promote 
and advocate their practice. One of the main objectives of 
this discussion is to examine to what extent the perinatal 
data collected using the I-CLSC system can help document 
midwifery practice. A second objective is to suggest possible 
interventions in order to optimize the use of the I-CLSC 
system by midwives. This discussion is mostly based on 
models derived from knowledge transfer literature.
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Perinatal data collection in Quebec
  Unlike some other Canadian provinces, Quebec has no 
perinatal monitoring program.2 In order to remedy the lack 
of a provincial perinatal monitoring system that would take 
into account the care and services provided by midwives, 
several of them have adopted, over the years, a number 
of different frameworks of collection of data that is not 
integrated into a common system. However, the exploratory 
analysis by Gagnon & Hébert (2010), using two of the most 
similar data collection frameworks, showed shortcomings 
in the nature, quality and reliability of the data collected.3 
To this day, the assessment of midwifery practice using 
pilot projects (1994-1995) prior to the legalization of the 
profession (1999) in Quebec is the only source of provincial 
data that could be used to create and disseminate knowledge 
on the quality of the care and services provided by midwives 
in Quebec.4 
  The perinatal data available in Quebec is fragmentary 
and comes from various, lightly integrated databases: the 
record of living births, deaths and stillbirths (Institut de la 
statistique du Québec), the record of medical procedures 
of the Régie de l’assurance maladie du Québec (RAMQ), 
the data maintenance and processing system for the study 
of hospital patients (MED-ÉCHO), and the information 
system on users of local community services centres 
(I-CLSC).5,6,7 However, since midwives are not paid on 
a fee-for-service basis, the RAMQ record contains no 
data regarding procedures performed by midwives. 
Also, midwifery practice is not recorded in the MED-
ÉCHO system, because, on the one hand, 98% of women 
monitored by a midwife give birth outside the hospital, and 
on the other, the remaining 2% who choose to give birth 
in a hospital setting under the supervision of a midwife 
are not usually accounted for administratively in terms 
of admissions.8 The I-CLSC system, for its part, caters to 
caregivers working in a CSSS setting, to which midwives are 
administratively attached in Quebec.5,6  That being said, the 
midwives’ uptake of the system is not systematic, and data 
collection practices are not homogeneous because they rely 
on individual willingness to contribute. Obstacles identified 
informally included a certain amount of skepticism toward 
the relevance of the collected data, wariness toward the 

way the collected information might be used, and the time 
involved in inputting data. 

The I-CLSC data collection system
  The I-CLSC system (1988) was created specifically to 
support CSSS caregivers and managers in the monitoring, 
administration and optimization of services provision. It 
is made up of a main module (SIC plus), which allows the 
compilation of information about the population using the 
services and the procedures performed by the caregivers 
working in a CSSS setting, and of several secondary 
applications modules (vaccination, record loan, radiology 
exams and results, appointments, Impromptu report and 
SIC plus).5 In April 2012, following the addition of pre- 
and postnatal follow-up functionalities, the MSSS invited 
midwives to contribute to the I-CLSC system by collecting 
daily information mostly related to the duration, the nature 
and the location of the consultations and procedures 
performed.5 In December 2012, following the work of an 
advisory committee made up of one representative of the 
MSSS and two midwives, a set of intrapartum clinical 
variables and a few pre- and postnatal clinical variables were 
integrated into the I-CLSC system.5 
  The MSSS strongly encourages all midwives to 
systematically contribute to this new integrated information 
gathering effort for the I-CLSC system. The proposed 
objective is to get a picture of the nature and volume of the 
services provided by midwives (including the reasons why 
care was transferred to a physician and the number of times it 
happened), the deliveries performed under the supervision 
of a midwife, and the duration and mode of feeding of 
newborns.5 However, accessibility to this data for research 
purposes is complex. Only anonymous data (that does not 
allow the identification of the patients or service provider) 
from the I-CLSC system appearing in standardized statutory 
reports, which is transferred monthly to the RAMQ via 
the provincial pooled database, is available to researchers 
and personnel from the MSSS, health and social services 
agencies, and the Institut national de santé publique du 
Québec.7 The reports produced mainly aim at comparing 
CSSS centres at the regional and provincial level.7  Given 
that only midwives will be collecting intrapartum clinical 
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data, it seems possible that the current mechanisms used 
would make it possible to identify and document the care 
and services provided by this professional group. 
  The I-CLSC system is, for the most part, an administrative 
follow-up tool that lacks the characteristics of a practice 
support tool. Comparisons between the I-CLSC system and 
the basic midwifery data required and identified by different 
midwifery organizations in Canada in order to support and 
monitor midwifery practice clearly illustrate this point.9 
Moreover, the nature of the data collected using the I-CLSC 
system is not sufficient to assess the quality of the care and 
services provided by midwives according to 
a “structure-process-result” approach.10

  Until an alternative to the I-CLSC data 
gathering system is developed, which would 
satisfy the needs of midwives in Quebec and 
Canada, midwives must consider the impact 
of their contribution (or lack thereof) to 
the I-CLSC system. As this discussion 
has highlighted, the I-CLSC system lacks 
the characteristics of a clinical practice 
support tool. At the same time, its current 
implementation in the midwifery field of 
practice still constitutes an opportunity, 
which can be seen as a first step toward 
the development of a more complete and 
more suitable system. In this context, we 
see three options. The first one would see 
the midwives refusing to contribute to the 
I-CLSC system while waiting for the creation of a better 
platform. This option relies on a critique of the relevance 
of collecting mostly administrative information for each 
daily meeting, consultation and procedure. Also, the time 
needed to contribute to the I-CLSC system on a daily basis 
might cut into the services provided to patients. The second 
option is to support a selective uptake of the I-CLSC system 
by midwives which focuses on those aspects of practice 
that they deem the most relevant. Overall, midwives do 
not seem to have a problem with the possibility presented 
by the I-CLSC system of collecting perinatal clinical data 
pertaining to deliveries performed under the supervision 
of a midwife. The final option is to support midwives 
during the implementation of all aspects of the I-CLSC 
system. From a governance structure standpoint, this seems 
to be the most desirable approach. In this case, the main 
challenge has to do with feasibility. In order to have added 

value, an information system must be able to rely on initial 
data that is both reliable and valid. So, if the feasibility and 
the validity of the information gathering initiative depend 
on the good will of professionals who are not particularly 
convinced that the data brings added value, and who are not 
well supported in their use of the interface, it is logical to 
think that the data collected will be fragmented, biased and 
not particularly reliable. In this context, our appreciation of 
the evolution of the sociosanitary system in Quebec, of the 
development of midwifery, of the opportunity presented by 
the implementation of the I-CLSC system, and of feasibility 

considerations leads us to believe that 
the second option is currently the most 
appropriate. The following paragraphs will 
cover three elements that we believe are 
important for facilitating and supporting a 
selective uptake of the I-CLSC system by 
midwives. In actuality, the caveat regarding 
the practical feasibility of the third option 
and its acceptance by midwives also applies 
to the second option, but to a lesser extent 
in the case of a selective uptake. Ensuring 
the success of the implementation of the 
I-CLSC system, even a selective one, then 
involves the simultaneous reinforcement 
of its acceptability by users and the offer of 
support regarding the use they will make 
of the system.

Supporting the I-CLSC system implementation
  Our analysis of the conditions needed to successfully 
implement the uptake of the I-CLSC system by midwives 
relies mostly on the data published in the fields of knowledge 
transfer and modification of clinical practice.

Acceptability
 Given the context within which the I-CLSC system is being 
implemented and its very nature, the first factor that we 
feel is fundamental is the uptake of the I-CLSC system by 
the users. Several analyses suggest that the uptake of an 
innovation is made considerably easier when users see that 
the end point of the innovation conforms to their values and 
aligns with their preferences.11-21 By the same token, studies 
on audit and feedback strategies in the field of modification 
of clinical practices22-24 suggest that professionals are very 
hesitant to take part in data gathering if they feel that it will 
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be used as a tool to hierarchically control their practice. It 
is important to reiterate that some midwives might still feel 
wary because of the controversies that followed the first 
studies on their practice.4 Given that context, the issue of 
acceptability is probably the most fundamental determinant 
of success for the implementation of the I-CLSC system. 
  The main mechanism of action in this case is the 
reinforcement of convergence between the objectives of 
the I-CLSC system implementation and the basic values of 
the profession. For example, if it is possible to document in 
what way the collected data can improve the care provided 
to women or support the development of midwifery, it is 
clear that user acceptance will be reinforced. Inversely, if 
the only result perceived by the users is the reinforcement 
of administrative monitoring capacities, it is unlikely that 
this will garner much enthusiasm. Studies in psychology 
have also shown that a given job could be perceived very 
differently and be performed with more or less goodwill 
depending on how the person doing the job perceived its 
utility and relevance.25,26 From a broader standpoint, the 
basic idea is to give meaning to the effort necessary to 
systematically and reliably enter the required information 
in the I-CLSC system.27,28 What is needed here, therefore, is 
both a communication approach aiming at structuring the 
perceptions of users,27, 29, 30 as well as a feedback strategy that 
will let them see for themselves how the I-CLSC system can 
help them reach the ends that are important to them. It is 
important to remember that, unlike an actual computerized 
clinical record system, whose maintenance is part and 
parcel of clinical work, the I-CLSC system relies on ex post 
data entry. Consequently, users have to invest both time 
and effort in order to keep the system running. If midwives 
fail to perceive any benefits, then the distribution of costs 
(for midwives) and dividends (for system managers) lacks 
balance. 

Training and feedback 
  The second factor we feel is essential for the 
implementation of the I-CLSC system is the deployment of 
training and feedback activities, so that midwives can enter 
data in the I-CLSC system homogeneously and systematically, 
and that the knowledge generated is a faithful representation 
of their practice. The added value that the I-CLSC system can 
offer midwives is the availability of reliable data concerning 
components of their practice. Also, when knowledge 
is generated in order to satisfy the needs and interests of 

managers, it is more likely to influence decision making, 
whether the data is reliable or not.15,29 So, once midwives 
start contributing to a data gathering system, it is important 
that the picture painted by this data be valid, and that the 
source data be reliable. According to the knowledge transfer 
literature, the best approach to adopt in order to support 
midwives with regards to data production is the integrated 
combination of a set of converging interventions.22,31-36 
However, the implementation of an integrated strategy 
such as this is both complex and costly. On the other 
hand, the nature of the context (relatively limited number 
of midwives, convergence of midwives’ values, simple and 
specific intervention, existence of efficient communications 
channels, etc.) suggests that even a more focused knowledge 
transfer strategy might bring significant results.22,31,32,35 

In our view, training workshops combined with feedback 
would be the most promising strategy to implement in 
order to establish new practices. Despite its popularity, the 
passive dissemination of information (guides, conferences), 
when used on its own, has not been very efficient in terms 
of modification of practice.32-34,36 The efficiency of training 
workshops increases when they centre around targeted 
objectives determined in advance, are adapted to the needs 
of the target population, are interactive, are presented to 
small groups by good communicators or leaders in the field, 
and are followed by positive reinforcement activities.31,34 
Along with this training, exploratory statistical analyses 
and/or targeted validations (comparing midwives’ records to 
I-CLSC data) would help identify and pinpoint deficiencies, 
and provide midwives with feedback. Feedback (written or 
verbal) is relatively effective, especially when it is provided 
repeatedly, within a reasonable amount of time, encourages 
midwives’ participation, and does not involve hierarchical 
control.24 It would also act as an incentive for users, and 
increase the individual will to contribute to the I-CLSC 
system, in that it would give midwives access to preliminary 
data on their practice for the targeted components.  

CONCLUSION 
  Despite its inherent limits, the uptake of the I-CLSC 
system by midwives in Quebec constitutes an opportunity 
to document some of the components of their practice, 
more specifically those that pertain to the intrapartum 
period. Ultimately, the objective remains the development 
and implementation of an information system that would 
make it possible to document and support midwives’ 
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clinical practice, and to contribute to the quality of care 
(structure, process, results). In the meantime, the uptake 
of the I-CLSC system by midwives must be homogeneous, 
and the collected information must be reliable and solid 
so as to prevent, among other things, administrative 
decisions structuring the provision of services being based 
on incomplete or faulty information. As we have explained, 
in order to support midwives’ contribution to the I-CLSC 
system, it is necessary to solidify midwives’ acceptance of it. 
Also, midwives must remember that without the provision 
of adequate support toward the implementation of a data 
gathering system, literature suggests that there is a high risk 
that the collected information will not be reliable or solid. 
If that is the case, the individual time and effort invested by 
midwives in order to contribute to a data gathering system 
might not be very cost-effective for either the midwives or 
the profession itself. The implementation and assessment of 
interventions, including training and feedback to facilitate 
midwives’ systematic and homogeneous uptake of the 
I-CLSC system, constitute learning opportunities that will 
pave the way to the future.  
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