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Cesarean	  Sec0on,	  Canada	  -‐	  
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	  Cesarean	  Rates	  -‐	  Canada	  

 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
 
 
 



Regional	  Varia0ons	  in	  BC	  

Regional	  Varia0on	  in	  the	  Cesarean	  Delivery	  and	  Assisted	  Vaginal	  Delivery	  Rates.	  
Hanley,	  Gillian;	  Janssen,	  Patricia;	  Greyson,	  Devon 	   	   	   	  Obstetrics	  &	  Gynecology.	  115(6):1201-‐1208,	  June	  2010.	  



Cesarean	  rate	  in	  2008	  

•  31%	  -‐	  Canada	  (CIHI)	  
•  29%	  -‐	  BC	  Women’s	  Hospital	  

•  30%	  are	  elec:ve	  repeat	  	  



Rates	  at	  BCWH:	  ERCS	  vs.	  TOLAC	  	  
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	  VBAC	  in	  Bri0sh	  Columbia	  
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VBAC	  at	  BC	  Women’s	  Hospital	  (BCWH)	  
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Lowering	  the	  Cesarean	  Rate	  

Final	  Consensus	  Statement,	  Cesarean	  Birth	  in	  BC,	  2008	  
	  

• 	  	  Prevent	  the	  first	  one!	  

• 	  	  Recommend	  VBAC	  –	  majority	  of	  
	  women	  are	   	  good	  candidates	  

	  
• 	  	  Ul:mate	  decision	  to	  plan	  VBAC	  rests	  
with	  the	  woman 



Lowering	  the	  Cesarean	  Rate	  

Final	  Consensus	  Statement,	  Cesarean	  Birth	  in	  BC,	  2008	  

It	  is	  appropriate	  to	  
recommend	  a	  TOL	  in	  women	  
with	  a	  high	  probability	  of	  
success	  and	  a	  low	  probability	  
of	  morbidity  



	  Risk	  by	  Outcome	  

Successful	  vaginal	  birth:	  Best	  Outcomes	  

Elec:ve	  repeat	  cesarean	  sec:on	  

Failed	  trial	  of	  labour:	  Worst	  Outcomes	  
	  

NIH, 2010 



 VBAC	  Success	  Increased	  

Good	  Evidence	  for:	  
•  Spontaneous	  labour	  
•  Previous	  vaginal	  delivery	  &	  previous	  VBAC	  
•  Non-‐recurring	  indica:on	  for	  previous	  CS	  (	  i.e.	  breech)	  

	  

Some	  evidence	  for:	  
•  Age	  <35	  
•  Lower	  BMI	  
•  Smaller	  baby	  
•  Earlier	  gesta:onal	  age	  (less	  than	  40	  weeks)	  
•  Greater	  than	  18-‐24	  months	  since	  CS	  (lower	  rupture	  rate)	  
                        NIH, 2010; NEJM (2004) 351;25. Landon, et al. 



 VBAC	  Success	  Decreased	  

Good	  Evidence	  for:	  
•  Unripe	  cervix	  
•  IOL	  

	  

Some	  evidence	  for:	  
•  Age	  >35	  
•  BMI	  >30	  
•  Baby	  >4	  kg	  
•  Prior	  CS	  for	  labour	  dystocia	  or	  CPD	  
•  Preeclampsia	  
	  

NIH, 2010; NEJM	  (2004)	  351;25.	  Landon,	  et	  al.	  
 



Best	  Prac0ce	  for	  VBAC	  

ü All	  hospitals	  should	  offer	  VBAC	  –	  no	  evidence	  that	  
on-‐site	  CS	  improves	  outcomes	  	  	  (AAFP)	  

	  
	  
ü Have	  an	  emergency	  CS	  response	  team	  in	  place	  -‐	  
emergency	  CS	  response	  plan	  available	  in	  a	  
reasonable	  :me	  frame	  	  	  	  (SOGC,	  2005)	  

	  
	  
ü Be	  cau0ous	  with	  induc0on	  -‐	  with	  an	  unfavorable	  

cervix,	  especially	  if	  other	  risk	  factors	  are	  present  



Best	  Prac0ce	  for	  VBAC	  

ü Con0nuous	  EFM	  -‐	  in	  ac:ve	  labour.	  When	  
there	  is	  no	  epidural	  brief	  periods	  off	  
monitor	  may	  be	  safely	  offered	  if	  EFM	  is	  
normal.	  (SOGC)	  

	  

ü Pain	  management	  as	  requested	  -‐	  low	  
dose	  epidural	  least	  likely	  to	  	  interfere	  with	  
labour	  progress.	  	  

ü Monitor	  labour	  progress	  -‐	  offer	  
treatment	  for	  dystocia	  in	  a	  :mely	  fashion.	  	  	  

 

NIH, 2010 



Public	  Educa0on	  and	  Birth	  Choices	  	  

•  All	  evidence	  suggests	  the	  public	  needs	  
	  bejer	  informa:on	  

•  Strategy	  needed	  to	  engage	  consumer	  
	  media	  	  

•  High-‐quality	  informa:on	  will	  allow	  
	  women	  to	  be	  ac:ve	  par:cipants	  in	  their	  
	  own	  care	  
	  

Final	  Consensus	  Statement,	  Cesarean	  Birth	  in	  BC,	  2008	  



	  Providing	  Informa0on	  

 

American	  Academy	  Of	  Family	  Physicians	  –	  	  	  

	  TOLAC	  Decision	  Aid	  	  	  www.aafp.org	  
	  

Ojawa	  Hospital	  Research	  Ins:tute	  –	  	  
	  Pa:ent	  Decision	  Aids	  	  	  hjp://decisionaid.ohri.ca	  	  	  

	  

Making	  Choices	  for	  Childbirth:	  Development	  and	  
Tes:ng	  of	  a	  Decision	  Aid	  for	  Women	  who	  have	  
Experienced	  Previous	  Cesarean	  

Shorten,	  et	  al.	  Pa:ent	  Educa:on	  and	  Counseling.	  52	  (2004)	  307–313	  

	  



CTF:	  Educa0on	  Campaign	  	  

•  Encourage	  women	  to	  know	  their	  
	  op:ons,	  ask	  ques:ons,	  and	  push	  for	  the	  
	  safest	  and	  best	  birth	  possible	  
	  

•  Offer	  research-‐based	  informa:on	  
	  and	   	  resources	  to	  maternity	  care	  
	  providers	  in	  BC,	  to	  help	  them	  support	  

women’s	  childbirth	   	  choices	  
	  



Best	  Birth	  Clinic	  –	  	  
VBAC	  Pa0ent	  Info	  Booklet	  
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1 in 100

1 in 1000

1 in 10,000

Annual risk of being injured in the 
workplace (1/25)

Risk of giving birth to a baby with Down 
Syndrome (1/650)

Annual risk of being diagnosed with 
breast cancer (1/1500)

Annual risk of dying in a motor vehicle 
accident (1/11,000)

Data from Stats Canada, the Canadian Cancer Society and Health Canada  
  

Considering	  your	  risks:	  

Best	  Birth	  Clinic	  –	  	  
VBAC	  Pa0ent	  Info	  Booklet	  



	  Best	  Birth	  Clinic	  Brochures	  

Informa:onal	  brochures	  available	  	  
• 	  	  PDFs	  of	  all	  brochures	  available	  on	  website	  
	  



	  Best	  Birth	  Clinic	  Brochures	  
•   Also available translated into Simplified Chinese, Traditional Chinese, 
Vietnamese and Punjabi 

 















	  The	  Campaign	  So	  Far…	  

	  
q  Website	  –	  more	  than	  2000	  unique	  visits	  to	  date	  since	  

	  launch	  on	  September	  1st	  2010	  
(more	  than	  10,000	  total	  page	  views;	  about	  60%	  of	  visitors	  have	  
	  followed	  links	  from	  Facebook,	  bcwomens.ca	  and	  Twijer)	  

	  
q  	  	  	  	  	  facebook	  –	  almost	  500	  members	  to	  date	  

	  
q  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  –	  500+	  followers	  to	  date	  

	  
	  	  	  

	  



	  The	  Campaign	  So	  Far…	  

	  

	  
	  	  	  

	  



 Changing	  Culture	  

“It	  takes	  9	  good	  news	  items	  to	  reduce	  the	  
impact	  of	  1	  bad	  news	  item”	  

	  
ü 	  Rethink	  our	  understanding	  of	  risk/success	  	  
ü 	  Support	  women’s	  choices	  
ü 	  Celebrate	  our	  successes	  
ü 	  Support	  each	  other	  –	  be	  good	  teammates	  



 Changing	  Prac0ce	  

Be	  a	  posi:ve	  deviant	  	  

	  1.	  	  Ask	  an	  unscripted	  ques:on	  
	  2.	  	  Don’t	  Complain	  
	  3.	  	  Count	  something	  	  
	  4.	  	  Write	  something	  	  
	  5.	  	  Change	  

Atul Gawande in Better 



	  

www.powertopush.ca	  



	  Risk	  in	  Perspec0ve	  -‐	  NIH	  

 Tables from “A Woman’s Guide to VBAC: Navigating the NIH Consensus Recommendations” produced by Lamaze, 
available on the givingbirthwithconfidence.org website. References used: 

 

Uterine Rupture1 Placental Abruption2 Umbilical Cord 
Prolapse3 

Shoulder Dystocia4 

7-8 out of every 1000 
VBAC attempts 

11-13 out of every 
1000 labors 

14-62 out of every 
1000 labors 

6-14 out of every 1000 
labors 

The	  next	  table	  shows	  the	  risk	  of	  a	  baby	  dying	  as	  a	  result	  of	  one	  of	  these	  emergencies:	  

Uterine Rupture Placental Abruption Umbilical Cord Prolapse Shoulder Dystocia 

6 out of every 100 uterine 
ruptures will result in a 

baby’s death 

1 out of every 600 
placental abruptions will 
result in a baby’s death 

91 out of every 1000 
babies with cord prolapsed 

will die 

1 out of every 1000 babies  
with shoulder dystocia will 

die 

How	  frequently	  do	  emergencies	  happen	  in	  labour	  and	  birth?	  

1. National Institutes of Health.  NIH Consensus Development Conference: Vaginal Birth After Cesarean: New Insights, draft statement.  March 8–10, 2010.  Retrieved 05/12/10 from:  
http://consensus.nih.gov/2010/images/vbac/vbac_statement.pdf 
2. Ananth CV, Wilcox AJ.  Placental abruption and perinatal mortality in the United States.  American Journal of Epidemiology Vol. 153, No. 4 : 332-337. 
3. Murphy DJ, Mackenzie IZ.  The mortality and morbidity associated with umbilical cord prolapse.  British Journal of Obstetrics and Gynaecology.   1995 Oct;102(10):826-30. 
4. Mackenzkie IZ, Shah M, Lean K, DuttonS, Newdick H, Tucker DE.  Management of shoulder dystocia: trends in incidence and maternal and neonatal morbidity.  Obstetrics and 
Gynecology.  2007 Nov;110(5):1059-68. 


