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ABSTRACT
Background Most women who have had previous 
caesareans are eligible to have labour after caesarean (LAC), 
but only 11.9% do so. Studies show the majority of women 
have already decided about future mode of birth (FMOB) 
before a subsequent pregnancy. Hence, providing women 
with LAC counselling soon after birth may help women plan 
for future pregnancies. Prior to our intervention, our hospital 
had no method of ensuring that women received LAC 
counselling after caesarean section. The purpose of this QI 
initiative was to assess whether formal LAC documentation 
on labour and delivery (L&D) improves rates of LAC 
counselling post partum.
Methods Our three- part intervention included: (1) surgeon’s 
assessment of LAC feasibility in the operative note, (2) 
written LAC education for women in discharge paperwork 
and (3) documentation of LAC counselling in the discharge 
summary. We implemented these changes on L&D in 
January 2019. We conducted phone surveys of 40 women 
after caesarean preintervention and postintervention. Surveys 
included questions regarding three primary outcomes: 
whether or not they had received LAC counselling either 
in the hospital or at a postpartum visit, and whether or not 
they would pursue LAC as FMOB. Surveys also assessed 
two secondary outcomes: (1) women’s understanding of 
the indications for surgery and (2) their involvement in the 
decision process. We used a χ2 analysis to assess primary 
outcomes and a Fisher’s exact test to assess secondary 
outcomes. We also surveyed providers about the culture of 
LAC counselling at our hospital.
Results After our intervention, there was a significant 
difference between the number of women reporting LAC 
postpartum counselling (30.77% vs 53.8%, p=0.04). There 
was also a significant difference in the number of women 
feeling involved in the decision- making process (68% vs 
95%, p=0.03). Providers reported improved knowledge/
confidence around LAC counselling (58%–100%). Providers 
universally stated that LAC counselling has become more 
ingrained in the culture on L&D.
Conclusions Documentation of LAC counselling improved 
the consistency with which providers incorporated LAC 
counselling into postpartum care. Addressing FMOB at the 
time of pLTCS and documenting that counselling may be an 
effective first step in empowering women to pursue LAC in 
future pregnancies.

INTRODUCTION
The caesarean rate in the USA was 31.9% 
in 2018: more than double the rate recom-
mended by WHO to reduce maternal and 

neonatal mortality.1 Most women who have 
had previous caesarean deliveries are eligible 
for labour after caesarean (LAC), but only a 
minority do so.1 The medical and psycholog-
ical benefits of LAC have been well established 
in retrospective analyses and are supported by 
organisations including the American College 
of Obstetrics and Gynecology, American 
College of Nurse- Midwives and the National 
Institute for Health (NIH).2–5 However, many 
eligible women still decline LAC.5

The reasons for low rates of LAC coun-
selling both at our hospital and nationwide 
include lack of formal systems for counselling 
either prior to discharge or at postpartum 
visits, changes in the acceptability of LAC in 
recent years, and lack of provider familiarity 
with counselling patients now that LAC has 
become more common.6 7

Many interventions aiming to increase 
women’s engagement in the decision process 
for future mode of birth (FMOB) have been 
studied, including use of Vaginal Birth After 
Caesarean calculators for risk stratification 
and educational campaigns.7–9

Literature suggests that the strongest 
predictors of a woman’s FMOB is the coun-
selling given by her prenatal provider.6 10 One 
study found that women were significantly 
more likely to choose the FMOB recom-
mended by their provider.11 Another found 
that the presence of an ‘opinion leader’, or 
a clinician that championed LAC education, 
was one of the variables that actually influ-
enced the rates of successful LAC.11 Having 
documentation for LAC in the women’s chart 
was shown to influence providers when coun-
selling women for LAC.12 Thus, counselling 
by medical professionals plays a key role in a 
woman’s decision around FMOB.11 12

We, therefore, hypothesised that counsel-
ling women about LAC prior to discharge and 
again at postpartum care—and documenting 
that counselling—may help encourage 
conversations around LAC. Because our insti-
tution had no formal method for ensuring 
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that women received LAC counselling prior to discharge, 
we designed an intervention to standardise LAC counsel-
ling documentation on labour and delivery (L&D). We 
hoped that a system of documentation would increase 
LAC counselling early after delivery and would ultimately 
empower women in their decisions surrounding FMOB.

METHODS
Study site
The study site is an academic tertiary- care medical 
centre and the safety net hospital for the city of Boston. 
The patient population served is racially and ethnically 
diverse with 40% identifying as non- Hispanic black, 35% 
Hispanic, 10% non- Hispanic white, 5% Asian and 10% 
other. Eighty- five per cent are publicly insured. Pregnant 
women receive prenatal care either at affiliated commu-
nity health centres (60%) or based at the hospital itself 
(40%). At least half of women are seen by certified nurse- 
midwives and nurse practitioners. L&D follows a collabo-
rative model with nurse midwives, family physicians and 
obstetrician- gynaecologists practicing on one team.13 The 
caesarean birth rate was 31% in 2017 and 18% of those 
were primary low transverse cesarean section (pLTCS) 
sections. Thirty- two per cent of women with pLTCS 
attempted LAC, of which 21% were successful in having 
a vaginal birth.13 14

Study design
We began our QI project in January 2018. We designed a 
quality improvement project on L&D. First, we conducted 
a preintervention analysis including two parts: phone 
surveys with women who underwent pLTCS at Boston 
Medical Center (BMC) in 2017, as well as an electronic 
survey of our providers. Using this data, (particularly the 
feedback of providers from the preintervention provider 
survey about what documentation changes were most 
feasible based on their current workflow), we designed 
a three- part intervention to document LAC counselling 
prior to discharge. Our three- part intervention included: 
(1) surgeon’s assessment of LAC feasibility in the opera-
tive note (online supplemental appendix C), (2) written 
LAC education for women in their discharge paperwork 
(online supplemental appendix D) and (3) documen-
tation of LAC counselling in the discharge summary 
(online supplemental appendix E). A year after the 
documentation changes (January 2019), we conducted a 
postintervention chart abstraction to see what percentage 
of charts were correctly documented. We also repeated 
phone surveys with women and electronic surveys with 
providers at this time.

Preintervention patient phone surveys
The team interviewed via phone 40 women who under-
went pLTCS at BMC in 2017. Women were selected 
randomly from a list of all pLTCS in 2017. The only eligi-
bility criteria were either a primary language of English 
or Spanish. All women gave verbal consent to participate 
in the survey. Survey questions (online supplemental 

appendix A) included questions about women’s under-
standing of the indications for their surgery, their percep-
tion of their own involvement in the decision process, 
whether or not they had received LAC counselling from 
a provider either in the hospital or at a postpartum visit, 
and whether or not they would pursue an LAC with 
a future pregnancy. Surveys were conducted in both 
English and Spanish by a bilingual provider based on 
women’s preferred language. Both quantitative and qual-
itative data were collected.

Preintervention provider surveys
We surveyed 48 obstetric, family medicine and midwifery 
providers via online survey (online supplemental 
appendix B) about current practices of LAC counselling 
and documentation on L&D.

Postintervention chart abstractions
We conducted chart abstractions of all women who 
underwent pLTCS from January 2019 to March 2020 to 
document what percentage of charts contained all three 
components of LAC documentation.

Postintervention Patient phone surveys
We conducted phone surveys with 40 women who had 
delivered via pLTCS after January 2019 once our inter-
vention had been implemented Questions were the 
same as they were for the preintervention group (online 
supplemental appendix A).

Postintervention provider survey
We interviewed 20 providers via online survey on their 
perceptions of the feasibility and efficacy of the new docu-
mentation system (online supplemental appendix B). The 
surveys included quantitative and qualitative responses.

Data analysis
We performed χ2 and Fisher’s exact tests as appropriate. 
Data were analysed using SAS V.9.4 (SAS Institute).

Patient and public involvement
Patients were not directly involved in the design of the 
study. Hospital providers were asked their opinions in 
the preintervention provider surveys and their responses 
contributed to the ultimate design of our intervention.

RESULTS
Patient demographics
Demographic characteristics of preintervention and 
postintervention groups were similar (table 1). The 
average age of the pre and post intervention groups was 
31 years old 29 years old, respectively. Spanish speakers 
represented 28% of the preintervention group and 33% 
of the postintervention group. Women who received their 
prenatal care at BMC obstetrics department represented 
50% and 55% of the participants in the preintervention 
and postintervention groups, respectively, with the other 
50% of patients receiving their care at affiliated commu-
nity health centres. Women in both groups received 
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prenatal care from multispecialty providers, including 
midwives, family physicians and obstetricians.

Chart abstraction
During the year- long intervention, 450 pLTCS were 
performed at BMC. Of those charts, 100% contained 
documentation from the surgical provider in the opera-
tive note about the opportunity for LAC in a future preg-
nancy. Forty- four per cent of charts contained all three 
elements of proper documentation, including discharge 
instructions for patients and documentation of LAC 
counselling in the discharge summary.

Patient survey results
Results of the patient surveys are displayed in table 2. Of 
the primary outcomes for the study, there was a statis-
tically significant increase in the number of women 
reporting postpartum LAC counselling after the inter-
vention (30.77% vs 53.8%, p=0.04). There was also an 
increase in the number of women reporting that they 
received postpartum counselling in the hospital prior to 
discharge, although this was not statistically significant 
(37% vs 50%, p=0.3). There was no significant difference 
between women’s preference for FMOB (70% vs 66.67%, 
p=0.77).

Of the secondary outcomes, there was a statistically 
significant difference in the number of women who felt 

involved in the decision to have a pLTCS (68% vs 95%, 
p=0.03). There was no significant difference in the 
number of women reporting that they understood the 
indication for their pLTCS (88% vs 95%, p=0.43).

Provider survey results
Prior to the intervention, 58% of providers stated that 
they did not routinely counsel women about LAC. After 
the intervention, 10% reported they did not counsel. 
Prior to the intervention, most providers thought that less 
than 50% of women left the hospital understanding their 
options for FMOB. After the intervention, the majority of 
providers thought that greater than 50% of women left the 
hospital understanding the options for FMOB. Eighty- five 
per cent of providers thought operative note documenta-
tion was useful in informing their LAC counselling. Forty 
per cent of providers thought the documentation had 
improved their ability to counsel women about LAC. Fifty 
per cent said that documenting LAC counselling in the 
discharge summary helped them to remember to counsel 
patients at their postpartum visits. One hundred per cent 
of respondents reported confidence in providing LAC 
counselling to patients. In addition, qualitative comments 
were collected. Among those, providers stated:

we are more proactive now about counseling moms 
who desire LAC

I think it has been a great intervention…I do think it 
[reminds] me to counsel them at their pos- partum 
visits and I appreciate that that information is in the 
op note – that is extremely important

[This documentation] will be very valuable for us 
when the patient returns with the next pregnancy 
and we are considering LAC.

DISCUSSION
After a yearlong intervention standardising LAC coun-
selling documentation on L&D, patients reported 
receiving more counselling about their options for 
FMOB. The qualitative responses from providers 

Table 1 Patient demographics

Preintervention 
group (N=40)

Postintervention 
group (N=40)

Average age 31 29

English as primary 
language

28% 33%

Prenatal care at 
Boston Medical 
Center

50% 55%

Prenatal care at 
community health 
centre

50% 45%

Table 2 Women’s self report on receiving LAC counselling in the hospital, LAC counselling at a postpartum visit, preference 
for FMOB, self- reported understanding of C section indications and feelings of being involved in decision- making process 
between pre and post intervention groups

Preintervention (n=40) Postintervention (n=40) P value

LAC counselling prior to discharge 15 (38.46%) 20 (50%) 0.3*

LAC counselling at a postpartum visit 12 (30.77%) 21 (53.85% 0.04*

Women reporting feeling that their indication for C- section was 
explained to them†

35 (87.5%) 38 (95%) 0.43

Women reporting feeling involved in the decision to have a C- 
section†

27 (67.5%) 36 (90%) 0.03

Women’s state preference for FMOB 28 (70%) 20 (66.67%) 0.77*

Data missingness: LAC counselling (1), postpartum counselling (2), FMOB (10).
*P values are estimated with χ2 test.
†Fisher’s exact test.
FMOB, future mode of birth; LAC, labour after caesarean.
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reaffirmed that this documentation helps them to 
improve their LAC counselling.

The team learnt some valuable lessons about imple-
menting quality improvement projects in this setting. 
First, we found that compliance of providers with 
proper documentation was much improved when the 
electronic medical record made it mandatory for a 
provider to fill out the comment box regarding ‘FMOB’ 
in the operative note or adding ‘LAC birth’ to a list of 
drop- down options on the discharge summary template 
before they are able to finalise the note. Prior, providers 
would often forget to comment on LAC in the opera-
tive note or in the discharge summary. Once we made 
this counselling a ‘mandatory’ field in the electronic 
medical record, adherence to the documentation 
increased drastically.

In addition, we found that having a ‘provider cham-
pion’, or a provider that was particularly committed 
to these changes, to send emails and talk with other 
providers about the importance of the intervention 
helped to encourage a real change in culture on the 
labour floor. This supports the conclusions of prior 
studies on effective ‘provider- centred’ interventions to 
increase LAC.11

Limitations
The long- term goal of this work is to increase women’s 
ability to safely and confidently LAC. While this study 
did not show a statistically significant difference in 
women’s desire to LAC, we imagine this is largely 
because of the short duration of follow- up (only 1 year 
after the intervention was implemented, during which 
time only 44% of the charts included all three compo-
nents of adequate LAC documentation). Because of 
this short duration, we have not yet been able to study 
whether or not these women do in fact chose LAC with 
subsequent pregnancies.

In addition, we did not control for other variables 
that might influence a woman’s decision—specifically 
the type of provider the patient saw (nurse midwife, 
family physician or obstetrician) or for the prenatal 
clinic where they received care (either at one of our 
community health centres or at the hospital- based 
clinic, all of which have slightly different prenatal care 
practices. We also did not collect ethnicity data, which 
may correlate to the cultural and social circumstances 
that prompt women to elect one FMOB over another. 
In addition, because study staff were fluent in English 
in Spanish, only patients that were English or Spanish 
speakers were included in the study. Only two women 
were excluded from the study, as their first language 
was Haitian Creole. This may mean that the cultural 
beliefs that contribute to a women’s decision to LAC or 
not were not represented in our study sample.

In spite of these limitations, qualitatively both patients 
and providers agreed that the changes in documenta-
tion have increased the frequency and consistency of 
conversations about FMOB.

Future directions
This quality improvement project to standardise docu-
mentation of LAC counselling for all women under-
going pLTCS at our hospital has increased the consist-
ency with which women received LAC counselling. 
Now that this is part of our routine documentation, we 
believe there will be a sustainable change in the culture 
surrounding LAC on our L&D floor. A documentation 
system like this could easily be implemented on other 
L&D floors in other hospitals. We hope that this will 
eventually translate into more women feeling empow-
ered to choose their FMOB and to increase the safety 
and feasibility of offering women LAC.
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