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ABSTRACT
This study evaluated a shared decision-making (SDM) Toolkit (decision aid, counseling guide, and
provider scripts) designed to prepare and engage racially diverse women in shared decision-making
discussions about the mode of birth after cesarean. The pilot study, involving 27 pregnant women and
63 prenatal providers, assessed women’s knowledge, preferences, and satisfaction with decision mak-
ing, as well as provider perspectives on the Toolkit’s acceptability. Most women experienced knowledge
improvement, felt more in control and that providers listened to their concerns and supported them.
Providers reported that the Toolkit helped women understand their options and supported their coun-
seling.The SDMToolkit could be used to helpwomen and providers improve their SDM regardingmode
of birth after cesarean.
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INTRODUCTION
Healthcare providers have significant influence on
women’s decision making regarding mode of birth
after cesarean (Bernstein, Matalon-Grazi, & Rosenn,
2012; Eden, Hashima, Osterweil, Nygren, & Guise,
2004; Emmett, Shaw, Montgomery, Murphy, &
DiAMOND Study Group, 2006; Metz et al., 2013).
However, due to the limited time available during
prenatal visits, ensuring a consistent yet personalized
approach to discussions about plannedmode of birth
can be challenging.

Decision support tools are needed to assist both
women and providers in shared decisionmaking
(SDM) to achieve birth plans that reflect individual
needs, values, and preferences. Decision aids have
been evaluated and found to be effective in prepar-
ing women for decisionmaking by increasing their
knowledge about birth options, helping them weigh
risks and benefits, and clarifying their personal val-
ues and preferences (Dugas et al., 2012; Shorten,
Shorten, Keogh,West, &Morris, 2005). Despite their
effectiveness, decision aids provide only part of the
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support needed for SDM to occur. Providers also
need the right tools to guide and tailor their coun-
seling during time-limited appointments (Joseph-
Williams et al., 2017). Furthermore, strategies are
necessary to implement the right combination of
patient and provider tools in busy, “real life” practice
settings with the goal of supporting both sides of the
SDM conversation.

The aim of this pilot study was to evaluate the
feasibility and acceptability of using a combination
of tools—a SDM Toolkit— designed to assist women
and providers during the continuumof prenatal care,
as they share decisions about mode of birth after
cesarean. We hypothesized that the SDM Toolkit
(comprised of decision aid, counseling guide, and
provider scripts) would provide women and their
providers with the right combination of support nec-
essary for enabling them to make the best individ-
ualized decisions about their birth options within a
SDM framework.

LITERATURE REVIEW
In 2017, the United States cesarean rate was 32%,
more than double the rate recommended by the
World Health Organization to reduce maternal
and neonatal mortality (Betran et al., 2016; Hamil-
ton, Osterman, Driscoll, & Rossen, 2018). Since
the release of the National Institute of Health’s
2010 Consensus Development Conference on
Vaginal Birth After Cesarean (VBAC) statement
which emphasized the importance of VBAC as an
option for women, rates of successful labor after
cesarean (LAC) increased from 8.4% in 2009 to
11.9% in 2015 (Cunningham et al., 2011; National
Partnership for Women and Families, 2017). The
American College of Obstetricians and Gynecol-
ogists (ACOG) recommends that most women
with one or two previous low transverse cesare-
ans are considered candidates for LAC and should
be supported through SDM about their birth
options. Additionally, they call for more robust
SDM counseling by health care providers (ACOG,
2017).

Decision aids have been evaluated and found to be effective in

preparing women for decision making by increasing their knowledge

about birth options, helping them weigh risks and benefits, and

clarifying their personal values and preferences.

Strategies to support SDM are particularly impor-
tant in the context of the racial and ethnic birth
disparities present in the United States. Improving
patient and provider discussions has the potential
to improve mode of birth after cesarean decision-
making experiences and outcomes, particularly in
women from marginalized groups, including those
from ethnic minorities (Durand et al., 2014; Shorten
et al., 2019). Evidence from a recent systematic
review and meta-analysis concluded that SDM inter-
ventions can improve outcomes for patients from
disadvantaged groups in particular. Furthermore, it
stated that if adapted to meet the needs of specific
patient groups, it could have the potential to reduce
inequalities in outcomes (Durand et al., 2014).

Women from ethnic minorities giving birth in
the United States have some of the highest rates of
cesarean birth and lowest rates of VBAC (Cunning-
ham et al., 2011; Hamilton et al., 2018). Accord-
ing to the Center for Disease Control, the cesarean
rate for non-Hispanic Black women in 2017 was
36.0%, the highest rate of any ethnic group assessed
(Hamilton et al., 2018). In 2016, specifically within
Massachusetts, non-Hispanic Black women had a
34.6% cesarean rate compared to the overall rate of
31.3% (Massachusetts Department of Public Health,
2018). Additionally, non-Hispanic Black women had
the lowest VBAC rates at 17.1% (compared to 17.5
for non-Hispanic White women, 18.1% for His-
panic women, 19.6% for Asian/Pacific Islanders;
Edmonds, Hawkins, & Cohen, 2016). Decision sup-
port tools designed to reach women across diverse
backgrounds and better support their mode of
birth discussions with providers are therefore much
needed as we work to not only address disparities
in decision-making experiences but also birth out-
comes (Durand et al., 2014; Shorten et al., 2019).

The process of SDM between women and
providers is important for mode of birth after
cesarean discussions because the risks and benefits
are complex and weighed differently for mothers
and their babies (Shorten, Shorten, & Kennedy,
2014). Additionally, birth outcomes are uncertain,
and choices are personal and value-laden (Munro
et al., 2017; Shorten et al., 2019; Shorten et al.,
2014). The SDM framework provides an opportu-
nity for women to examine personal information,
preferences, values, and beliefs about their birth
choice with providers and make plans based on bi-
directional discussions (Charles, Gafni, & Whelan,
1999; Elwyn, Edwards, & Kinnersley, 1999; Légaré
& Thompson-Leduc, 2014; Shorten et al., 2019).
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Ideally, SDM is an informed, interactive, supportive,
and individualized method of decision counseling
that draws on each woman’s experience of birth, as
she works with her provider to establish her pre-
ferred mode of birth (Charles et al., 1999; Cox, 2014;
Shorten et al., 2005).

Practical solutions for achieving SDM in preg-
nancy care are long overdue, particularly in busy
clinical settings serving diverse groups of women.
Numerous studies have demonstrated the benefits
of decision aids in the context of SDM, yet integra-
tionwithin routine prenatal care remains challenging
(Barry & Edgman-Levitan, 2012; Joseph-Williams
et al., 2017; Stacey et al., 2017). A systematic review
of studies implementing a variety of decision support
tools into routine clinical practice concluded that
despite well-established benefits of decision support
interventions, the recipe for implementation remains
unclear (Elwyn et al., 2013). Rather than using stand-
alone decision support tools, a combination of inter-
ventions designed to support patients and providers,
embedded within the service context of care, may be
more likely to succeed in practice (Joseph-Williams
et al., 2017). Research focused on the acceptability
of implementing a combination of decision support
tools for women and providers is an important next
step for practice improvement.

METHODS
Design
This pilot study was designed to engage women
and their providers and examine the experiences
of both sides of the SDM process for mode of
birth after cesarean. The SDM Toolkit was eval-
uated for acceptability in clinical practice by eth-
nically and racially diverse pregnant women and
their providers. Women’s knowledge about the risks
and benefits of different birth options were assessed
before and after the use of the SDM Toolkit, using
a pre- and post-knowledge test. Areas of interest
included identifying women’s sources of information
about giving birth after cesarean, and who helped
women with their decision making. Additionally,
differences between intended or planned mode of
birth, actual mode of birth attempted (LAC or elec-
tive repeat cesarean birth [ERCB]) and birth out-
comes (vaginal or cesarean) were compared and
analyzed. Provider perspectives on acceptability and
satisfaction with the SDM Toolkit were also evalu-
ated. Details of the development of the decision aid
and provider tools contained in the SDM Toolkit

are fully described elsewhere (Chinkam, Ewan,
Koeniger-Donohue, Hawkins, & Shorten, 2016).

Sample and Setting
Women receiving care at the study site over a seven-
month period (June–December 2016; individually or
in the CenteringPregnancy model) were eligible to
participate if they had experienced nomore than two
previous low-transverse cesarean sections , were cur-
rently pregnant with a singleton pregnancy and able
to speak and read English. Women were excluded if
they had contraindications for vaginal birth based
on the ACOG guidelines (2017). Approval for this
research was granted by the Institutional Review
Board from Boston University Medical Campus and
Boston Medical Center. To ensure the protection of
study participants, all patients and providers received
and signed informed consent forms that included
a description of the study, requirements for partic-
ipation, and potential benefits and risks of partici-
pation. Confidentiality and anonymity were ensured
through a process of coding.

Boston Medical Center is an academic, tertiary-
care medical center and the safety net hospital for
the city of Boston. The patient population served
is racially and ethnically diverse with 40% identify-
ing as non-Hispanic Black, 35% Hispanic, 10% non-
Hispanic White, 5% Asian, and 10% mixed/other.
Eighty-five percent of the 2,800 annual births are
publicly insured. Pregnant women receive either
group (CenteringPregnancy) or individual prena-
tal care. At least one-half of women are seen by
certified nurse-midwives (CNMs) and nurse prac-
titioners. On the labor and delivery unit, CNMs
practice in a collaborative model with obstetrician-
gynecologists and family medicine physicians. Based
on 2016 Boston Medical Center birth data, 82% of
women with a previous cesarean birth were candi-
dates for LAC. Of those women, 40% chose LAC and
23% had VBACs (a success rate of 57%).

TOOLS, PROCEDURES, ANDMEASURES
The SDM Toolkit
The “Giving Birth after Cesarean” decision aid
introduced women to their different mode of birth

Improving patient and provider discussions has the potential to

improve mode of birth after cesarean decision making experiences

and outcomes, particularly in women from marginalized groups, like

those from ethnic minorities.
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options and encouraged them to think about their
birth priorities and preferences. The eight-page color
decision aid was written at a sixth and seventh
grade reading level. It was designed to be used as a
reference for women and their families to review at
home after discussionswith their providers. Key con-
tent included LAC candidacy, risks and benefits of
LAC and ERCB, preparation for birth choices, tips to
increase chances of successful vaginal birth, and tips
for having a safe cesarean birth. Two pictogramswere
included to illustrate an overall chance of having a
successful VBAC among women who are candidates
and to show the absolute risk of uterine rupture for
women undergoing a LAC. Pictographs were chosen
to complement the text and provide visual represen-
tation of key points from the decision aid.

The provider counseling sheet was a double-
sided, laminated counseling tool to guide and enrich
face-to-face clinic discussions and offer women and
providers a mechanism to facilitate SDM discussions
(Figure 1). The counseling sheet contained large
print, color text, and pictographs presented in an easy
to understand form. Content was consistent with the
“Giving Birth after Cesarean” decision aid, in order
to reinforce that information.

Provider counseling scripts were developed to be
used at the second prenatal appointment and 32-
to 36-week visit (see Appendices A and B, respec-
tively). The two scripts were based on the Informed
Medical Decision Foundation’s “Six Steps for Shared
Decision Making” which include: inviting women
to participate in their decision-making, presenting
options, providing information on benefits and risk,
assisting in evaluating options based on the woman’s
goals and concerns, facilitating the decision, and
assisting with its implementation (Wexler, 2012).The
scripts included examples of questions, with pauses
for reflection and response, in order to help enhance
providers’ SDM during counseling. When using the
scripts, providers marked each question/statement
that they completed during the visit with an “X.”
Incomplete scripts were completed at subsequent
prenatal visits.

A provider education video about SDMwasmade
by the researchers and distributed to all providers
before the start of the study. The video was designed
as an orientation to the SDM Toolkit and to help
establish a consistent level of knowledge about SDM
among all providers before the SDM Toolkit was
implemented. The video reviewed current, evidence-
based literature describing and supporting the use of
SDM.

Study Procedure
Prenatal schedules were checked weekly to identify
eligible women with an upcoming first prenatal visit.
Those women were mailed a letter about the study
and then called and invited to participate. Women
who voiced interest on the phone about participat-
ing in the study were approached in person while in
the waiting room ahead of their first prenatal visit.
The study was explained again to them, and if they
agreed to participate, they were given the consent
form to read and sign. After giving informed con-
sent, each woman completed a pre-test questionnaire
(written at a sixth to seventh grade reading level) and
received a “Giving Birth after Cesarean” decision aid.
The post-test was completed at the appointment after
the 32- to 36-week visit. Each participant was given
a gift card after finishing the post-test questionnaire
to thank her for her time.

Every provider whose patient agreed to partic-
ipate in the study received a folder containing a
copy of the appropriate script and the counseling
sheet prior to the intervention visits (second visit
and 32–36 week visit) to ensure usage of the tools.
Researchers e-mailed providers before each inter-
vention visit to remind them that their patient was
involved in the study and to complete the script.They
also received an e-mail after the visit which served to
thank the provider for using the script and to follow
up onwhether there were incomplete elements of the
script that needed to be finished at a subsequent visit.
By virtue of the study sites’ focus on prenatal con-
tinuity of care, the majority of providers who coun-
seled their patients at the second visit also counseled
them at their 32- to 36-week visits.

After completion of the patient side of the
intervention (i.e., when all enrolled women had
received the 32–36 week counseling) all prenatal
providers at the study site (CNMs, nurse practition-
ers, obstetrician-gynecologists, and family medicine
physicians) were surveyed using a three-part ques-
tionnaire. Providers were asked to participate in the
survey regardless of whether they had been involved
in the study or used the SDM Toolkit. Participation
was sought from all prenatal providers to ensure that
thewidest possible range of perspectives on SDMand
the use, or possible use, of a toolkit were obtained.

Part One of the provider questionnaire requested
demographic data (age, type of provider, years in
practice) and counseling data from providers who
had used the tools (frequency and duration of use).
Part Two was for providers who had used the study
tools and consisted of 10 questions on a five-point
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Likert scale on topics concerning SDM, their opin-
ions on the SDM Toolkit, and counseling documen-
tation. Part Three was for providers who had never
used the SDM Toolkit and asked similar questions
as in Part Two but focused on provider’s thoughts
about the benefit of using a Toolkit in the future.
The surveys were e-mailed to all prenatal providers
and were administered using the secure web-based
application, Research Electronic Data Capture
(REDCap; Harris et al., 2009). All questions were
tested for face validity after review by researchers
and found to be acceptable.

Pre- and post-survey responses were analyzed
using 2013 NCSS9 statistical software. The Fishers
exact test statistic was used for assessment of statisti-
cal significance, which was set at p <. 05.

RESULTS
Eighty women were approached for study par-
ticipation, 36 women enrolled and 27 (75%)
completed both the pre- and post-test surveys. Sixty-
three providers responded to the REDCap survey,
though only 40 completed the survey (100% SDM
Toolkit users and 52% of non-SDM Toolkit users).
Figure 2 presents the flow of participants, both
women and providers, through the study (Figure 2).

Reasons for women completing the pre-test and
not the post-test included: miscarriage (n = 2), dis-
continued care at Boston Medical Center (n = 3),
ineligibility identified after enrollment (n = 3), and
preterm cesarean birth (n = 1). Results are presented

Women from ethnic minorities giving birth in the U.S. have some

of the highest rates of cesarean birth and lowest rates of VBAC.

TABLE 1

Demographic Characteristics of Participants (n = 27)

Characteristics n (%)

Age
<25 2 (7.4)
26-35 19 (70.4)
>35 6 (22.2)

Marital status
Married 10 (37.0)
Single 17 (63.0)

Employment
Employed 11 (40.7)
Not employed 16 (59.3)

Health insurance
Medicaid 18 (66.7)
Private insurance 8 (29.6)
Self-pay 1 (3.7)

Race/ethnicity
Asian 1 (3.7)
Blacka 21 (77.8)
Hispanic/Latino 2 (7.4)
White 3 (11.1)

Place of birth
United States 9 (33.3)
Outside United States 18 (66.7)

a3 Nigerians, 2 Ethiopians, 5 Haitians, 3 Domicans, and 8 African-
Americans.

for the 27 womenwho completed both pre-and post-
test results. Table 1 summarizes the demographic
characteristics of those women. Noteworthy in the
table is the fact that 88.9% of the women were non-
White and 66.7% were born outside of the United
States.

Women’s Knowledge About LAC and ERCB
Women demonstrated improvements in knowledge
on topics related to LAC and ERCB for nine out
of 12 knowledge test questions (Table 2). Due to

Figure 2. Flow participants.
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TABLE 2

Change in Knowledge After Intervention (n = 27)

Risks and Benefits of LAC Pre-Test
Correct
Answer n (%)

Post-Test
Correct
Answer n (%)

Fisher’s
Exact Test
p Value

Vaginal birth after cesarean is safer for most women. 12 (44.4) 20 (74.1) .051
Recovering after a vaginal birth is quicker and easier. 23 (85.2) 26 (96.3) .351
Vaginal birth is the best option if you plan to have more children. 21 (77.8) 25 (92.6) .250
Having a VBAC increases the risk of uterine rupture (that your scar

might tear open).
10 (37.0) 14 (51.9) .412

It is dangerous for you and your baby if the scar opens. 19 (70.4) 23 (85.2) .327
One in four women who try vaginal birth end up having a repeat

cesarean.
16 (59.3) 11 (40.7) .276

Risks and Benefits of ERCB Pre-Test Correct
Answer % (n)

Post-Test
Correct Answer
% (n)

Change in
Correct
Answer (%)

A cesarean can prevent the baby from having a brain injury. 10 (37.0) 8 (29.6) 0.773
Recovery after a repeat cesarean takes the same amount as that

after a vaginal birth.
15 (55.6) 20 (74.1) 0.254

You can avoid having urine leaking problem postpartum by choosing
a repeat cesarean.

11 (40.7) 10 (37.0) 1.000

You are more likely after a repeat cesarean to go back to the
hospital for problems compared to after a vaginal birth.

14 (51.9) 19 (70.4) 0.264

It is difficult to breastfeed after a cesarean. 9 (33.3) 13 (48.1) 0.406
Having many cesareans could prevent you from having more children. 15 (55.6) 19 (70.4) 0.398

Notes. ERCB = elective repeat cesarean birth; LAC = labor after cesarean; VBAC = vaginal birth after cesarean.

small sample size, these improvements were not sta-
tistically significant, except for the question asking
if “Vaginal birth after cesarean is safer for most
women,” which recorded a significant increase in
correct responses post-test (p < .05).

Decisions About Mode of Birth After Cesarean
Before the interventions, 16 out of 27 (59%) women
reported they had already thought about their
intended mode of birth (44.4% VBAC; 14.8% ERCB)
and 44.4% were sure/very sure about that decision
(Table 3). After the intervention, 24 out of 27 (88.9%)
women had decided on their mode of birth (59.3%
VBAC; 29.6% ERCB; p < .05) and most (77.8%) were
sure/very sure about their decision (p < .05).The pro-
portion of women who reported they had enough
information to make a decision more than doubled
from 40.7% before the intervention to 92.6% after-
ward (p < .05).

Sources of help in decision-making also changed.
Seventy-seven percent of women indicated that talk-
ing with their provider had helped them decide how
to give birth, an increase from only 44.4% before
the intervention (p < .05). Women’s perception
of their own role in decision-making shifted after
the intervention, with two-thirds (66.7%) reporting
that they had made or would make the decision

themselves, compared to 29.6% beforehand. Con-
versely, there was a decline in women’s percep-
tion of health-care providers helping or making
their birth decision, from 81.5% to 48.1%. Addition-
ally, the “Giving Birth after Cesarean” decision aid
helped 55.6% of women make their birth choices
(p < .05).

Women’s Perceptions of the SDM Toolkit
After the interventions, 96.1% of women believed
that the decision aid informationwas important, easy
to understand, and should be provided during pre-
natal care for all women (Table 4). Three quarters
(76.9%) found the material to be new to them and
73.1% felt that it helped them make a decision on the
type of birth. All women (100%) were satisfied with
their provider’s counseling, felt providers listened to
their concerns, and gave them enough information
about each mode of birth options. All women also
felt they participated fully in their care, understood
when given an explanation, and had enough time to
make a decision on the mode of birth.

The use of the SDM Toolkit was favorably accepted in an ethni-

cally and racially diverse patient population and across different

provider types.
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TABLE 3

Decisions About Mode of Birth After Cesarean (n = 27)

Questions Pre-Test n (%) Post-Test n (%) Fisher’s Exact Test p Value

How do you plan to give birth to this baby? .047
Cesarean 4 (14.8) 8 (29.6)
Vaginal 12 (44.4) 16 (59.3)
Not sure 11 (40.7) 3 (11.1)

How would you rate how sure you are about your birth
decision?

.024

Sure/Very sure 12 (44.4) 21 (77.8)
Neutral, Unsure/Very unsure 15 (55.6) 6 (22.2)

Do you have enough information to make a decision about
the type of birth you have chosen?

.000

Yes 11(40.7) 25 (92.6)
Othera 16 (59.3) 2 (7.4)

What sources have you used to help you decide how you
want to give birth?
Talking with my health-care providers

(doctor, midwife, nurse practitioner)
12 (44.4) 21 (77.8) .024

Information handout from health clinic 2 (7.4) 15 (55.6) .000
Family or friends 8 (29.6) 7 (25.9) 1.000
Internet 5 (18.5) 6 (22.2) 1.000
Books, journals, or magazines 4 (14.8) 6 (22.2) .728
Others 2 (7.4) 4 (14.8) .669

Who has helped you, or who will help you, make a decision?
Health-care providers 22 (81.5) 13 (48.1) .021
I have made or will make the decision myself 8 (29.6) 18 (66.7) .014
Husband, wife, or partner 11 (40.7) 12 (44.4) 1.000
Family and friends 9 (33.3) 6 (22.2) .544

aNo or Not sure.

TABLE 4

WomenWho Agreed or Strongly AgreedWith Statements About Decision Aids and Provider Counseling Interventions (n = 26)a

Decision Aids n (%)

It should be provided to all women during their prenatal visits 25 (96.1)
It was important for me to get this information 25 (96.1)
It was easy to understand 25 (96.1)
This information was useful to me 23 (88.5)
The information was not biased toward one particular type of birth 23 (88.5)
I believe the information is accurate 21 (80.8)
I learned new information 20 (76.9)
The information helped me choose my type of birth 19 (73.1)
Counseling by Prenatal Provider n (%)
I participated fully in my care 26 (100.0)
My provider listened to my concerns 26 (100.0)
I understood when my provider explained things 26 (100.0)
I had time to make birth choices 26 (100.0)
I was given enough information about types of birth 26 (100.0)
I was shown courtesy and respect 25 (96.1)
I felt able to decide about type of birth 25 (96.1)
I was not pressured to make a decision about my birth mode 25 (96.1)
I felt in control 25 (96.1)
I felt I could ask questions 24 (92.3)
aOne participant did not complete this section on the post-test
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Planned and Actual Mode of Birth After Cesarean
Originally, 16women planned to LAC, although only
10 attempted to do so. Of the 16womenwho planned
LAC, two women gave birth at outside hospitals by
ERCBs, two women changed their minds after being
induced with unfavorable cervixes and went forward
with unscheduled repeat cesareans, and two women
were counseled against LAC upon admission to the
labor and delivery unit (one for Category Two fetal
heart tracing and the other for gestational hyper-
tension). Of the 10 women who attempted LAC, six
experienced vaginal birth (successful VBAC rate was
60%; Figure 3). The overall LAC rate for all eligible
study participants was 37.0% and the overall VBAC
rate was 22.2%.

Provider Perceptions of SDM Toolkit
All 15 SDM Toolkit users (100%), and only 25
of the 48 providers (52%) who did not use the
SDM Toolkit completed the survey. Responses from
a total of 40 completed surveys are presented in
Table 5. Both groups of providers agreed that: SDM is
important, counseling tools helped/would help them
discuss mode of birth choices with their patients,
they will continue to/would use the tools, and
the decision aid is/or would be helpful. All of
the providers (100%) who used the decision tools
believed that they helped women understand the
risks and benefits of each mode of birth, whereas
64% of providers who had not used the tools believed
that women needed additional information to help
them understand the risks and the benefits of each
mode of birth. A higher percentage of providers
who used the tools believed that women were more
comfortable asking questions during counseling
(p = .05).

DISCUSSION
This study demonstrated the acceptability and poten-
tial value of implementing a multi-faceted SDM
Toolkit. Expanding upon previous research, we
broadened the reach of the SDM Toolkit in order to
inform, give voice, and gain perspectives of women
from ethnically and racially diverse groups, the
majority of whom were born outside the United
States.

The study design allowed for examination of the
perspectives of both women and their providers
regarding the SDM Toolkit. Even though the
decision aid counseling sheet helped women under-
stand the risks and benefits of each mode of birth,
feel comfortable asking questions, and participate
fully in their care (Table 4), only half of providers
who had used the SDM Toolkit with this same group
of women believed that women were satisfied with
their counseling (Table 5). Consistent with other
studies that have assessed provider performance,
women gave higher ratings of consultations during
prenatal visits than providers (Campbell, Lockyer,
Laidlaw, & MacLeod, 2007). Despite time con-
straints during prenatal visits, and the fact that only
60% of providers felt that they had enough time
during visits to use the tools, from the women’s
perspective the decision aid, counseling sheet, and
scripted counseling enhanced the quality of educa-
tion delivered by their provider. Giving feedback to
providers regarding how women view their birth
counseling experience might be one strategy to
encourage providers to use, or continue to use, the
SDM Toolkit in practice.

Previous studies show that even though women
seek information from a variety of sources, providers
have a significant amount of influence over women’s
decision-making, and determine whether SDM is

ERCB=Elective Repeat Cesarean

LAC=Labor After Cesarean

RCB=Repeat Cesarean Birth

VBAC=Vaginal Birth After Cesarean

Total

n=27

Planned

LAC n=16

Had LAC

n=10

Had VBAC

n=6 

Had RCB

n=4Had ERCB

n=6

Planned

ERCB n=11

Had ERCB

n=11

Had LAC

n=0

Figure 3. Planned and actual mode of birth after cesarean.
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TABLE 5

Providers Who Agreed or Strongly Agreed About Counseling Women by Toolkit Use (n = 15 Providers Used and 25 Providers
Did Not Use the SDM Toolkit)

Counseling
Topic

Statement Rated by Providers (If one statement is listed it was
rated by providers who did and did not use the Toolkit. If two
statements are listed the first was rated by providers who
used the tool and the second italicized statement was rated by
providers who did not use the Toolkit)

Providers
Who Used
SDM Toolkit
n (%)

Providers
Who Did
Not Use
SDM Toolkit
n (%)

Fisher’s
Exact
Test p
Value

SDM SDM about the different modes of birth after cesarean is important to me 15 (100.0) 24 (96.0) 1.000

Provider
counseling
tool

The Provider Counseling Tool is helpful to me in counseling patients
about mode of birth decisions

Having a Provider Counseling Tool (a document to show patients when
counseling them about mode of birth after cesarean options) would be
helpful to me

15 (100.0) 23 (92.0) .519

Provider
counseling
scripts

The Provider Counseling Scripts are helpful to me in counseling patients
about mode of birth decisions

Having Provider Counseling Scripts (scripts to follow when counseling
women about mode of birth after cesarean options) would be
helpful to me

12 (80.0) 16 (64.0) .477

Time to use
tool

I have enough time to use the tools for counseling during a prenatal visit

I have enough time to counsel women about mode of birth after cesarean
options during a prenatal visit

9 (60.0) 12 (48.0) .527

Interest in
using SDM
Toolkit

I will continue to use these tools when counseling patients

I would be interested in using the Toolkit when counseling patients

14 (93.3) 23 (92.0) 1.000

Educational
pamphlets
for patients

I think that the “Giving Birth After Cesarean” pamphlet is helpful to
patients

I think that having educational information in the form of a pamphlet to
teach patients more about their mode of birth after cesarean options
would be helpful to patients

14 (93.3) 23 (92.0) 1.000

Patients’
comforts
asking
questions

I think the patients are comfortable asking question(s) about the tools

I think the patients are comfortable asking question(s) about their mode
of birth choices after cesarean options and their mode of birth after
cesarean options

10 (66.7) 8 (32.0) .050

Patient
satisfied

I think my patients are satisfied with my counseling about their birth
options

8 (53.3) 15 (60.0) .749

Patients
understand
risks

In my opinion, the tools help the patients understand the risks and
benefits of each mode of birth types

In my opinion, women need additional information from other sources
to help them making an informed choice about their mode of birth
options

15 (100.0) 16 (64.0) .015

Smart
phrases in
EPIC

Smart phrases should be created in EPIC (electronic medical records) to
document SDM regarding mode of birth after cesarean

15 (100.0) 20 (80.0) .137

Note. SDM = shared decision-making.
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supported in reality (Declercq, Cheng, & Sakala,
2018; Eden et al., 2004; Emmett et al., 2006; Shorten
et al., 2005). It was interesting that in this study,
after the intervention, women seemed to perceive
themselves as more active partners with providers
in deciding their plan for birth after cesarean. This
suggests that the SDM Toolkit augmented the prin-
ciples of SDM, whereby women and their providers
exchanged evidence-based information, and women
felt more engaged in making the decision that was
best for them.This is a particularly important finding
given that most women were from minority groups
who are vulnerable to disparities in opportunities
for SDM (Durand et al., 2014). The SDM Toolkit
appeared to play a role in their feeling of being
empowered in their mode of birth after cesarean
decisions.

Once women make the choice for mode of birth
during pregnancy, ensuring high levels of adherence
to their choice remains challenging, particularly if the
choice is VBAC. In this study, even though therewere
16 of 27 (59.2%) participants planning LAC, only six
were successful in achieving VBAC (22.2%; Figure
3). This contrasts somewhat with earlier research at
the same study site where the planned LAC rates
were similar (64%), and the VBAC rate was higher
(41%; Chinkam et al., 2016). One possible reason
for this difference could be that the racial compo-
sition of the patient population in this study was
quite different. In the current study, women were
predominantly Black, and born outside the United
States. Other studies involving Black women born
within the United States found that even though
they were more likely to plan LAC when compared
with White women, White women were more likely
to experience successful VBAC (Cunningham et al.,
2011). In an Australian study, women who had expe-
rienced previous cesarean births, and were born out-
sideAustralia weremore likely to choose ERCBwhen
compared with Australian-born women (Shorten et
al., 2005). International studies examining determi-
nants of birth choices and outcomes after previous
cesarean suggest that the socio-cultural context of
pregnancy and associatedmodels of prenatal care are
influential and should be taken into account when
designing, adapting, and integrating decision sup-
port strategies for women from diverse backgrounds
(Chen, McKellar, & Pincombe, 2017; Torigoe &
Shorten, 2018).

The implementation of the SDM Toolkit included
all obstetric provider types, whichmay have also con-
tributed to the lower overall VBAC rate in the study.

The hypothesis that provider type could have influ-
enced LAC and VBAC rates is supported by a ret-
rospective chart review of women with a previous
cesarean which reported that women cared for by
CNMs were more likely to choose LAC, as well as
achieve VBACs (Metz et al., 2013). Future research
on decision support tools should explore levels of
comfort in counseling women about mode of birth
options across different provider types.

There were several limitations in addition to the
small convenience sample for this pilot study. Both
providers and women were self-selected volunteers,
limited to English speaking women who were cared
for by prenatal providers at only one of Boston
Medical Center’s many clinical sites. As a result, par-
ticipants were not representative of the entire pop-
ulation of Boston Medical Center. There was also a
theoretical potential for socially desirable respond-
ing which refers to the presentation of oneself in an
overly favorable light on self-report questionnaires
(Tracey, 2016). Since providing supportive counsel-
ing about the modes of birth after cesarean was pro-
moted as a desirable behavior for providers who
care for women with a previous cesarean within the
study site, providers who used the tools may have
responded in positiveways to alignwith knownorga-
nizational expectations (see Table 5). Additionally,
addressing individual and unexpected needs during
the prenatal visit sometimesmade it difficult for each
woman and provider to fully use the SDM Toolkit to
promote robust discussions and counseling. Despite
the video sent to inform providers at the start of the
study, variation in counseling delivery by the variety
of providers could reduce the potential for general-
izability of findings. Gender, race, proficiency, and
compatibility of the provider-woman goals may have
affected the degree of SDM. For future research using
this dual perspective approach, adding a feasible tool
to assess patient and provider perspectives about the
quality of the communication at the end of a visit,
could help clarify the results.

Implementation in Practice
Boston Medical Center has developed its first
LAC/VBAC Guidelines that include the use of
the counseling sheet and the “Giving Birth after
Cesarean” decision aid that were developed and used
in this study. We suggest that this type of approach
could be adapted and applied in a wide variety of
practices to aid in counseling women about their
mode of birth decision-making. As this was a pilot
study, results suggest that our SDM Toolkit couldPdf_Folio:45
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provide a potentially valuable foundation for devel-
oping resources to support SDM and should be fur-
ther tested in other clinical sites.

CONCLUSION
Theuse of the SDMToolkit was favorably accepted in
an ethnically and racially diverse patient population
and across different provider types. It helped women
and providers work in partnership and empowered
women from underserved groups to express their
views regardingmode of birth options after cesarean.
Future research is needed to further refine tools and
strategies for effective implementation into a wider
variety of clinical practice settings.
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APPENDIX A

TABLE A.1

Provider Counseling Script 1*

Congratulations thank you for choosing BMC
You have a decision to make and I would like to make it with you.
For most women (including you) VBAC is a safe option because…
For very few women (including you), VBAC is not recommended because...
What was your experience with your previous labor and birth?
Knowing what is important to you will help us make a better decision.
As you think about your option, what is important to you in planning the type of birth you want to have?
Have you thought about how you want to give birth to this baby?

yes no
If C-section ask: Is there a particular reason why you don’t
want to try to have a vaginal birth?

If LAC ask: Is there a particular reason why you don’t want to
try to have a repeat C-section?

It is OK if you are unsure. Please take your time to get more information,
ask questions, discuss with loved ones, and make a decision that is good
for you and the baby. I will support you as you decide on what kind of
birth you plan to have.

Let’s take a few minutes review the risks and benefits of both LAC and ERCB (use provider tool)
Do you have any questions about any of this information?
Is there any more information you need?
Do you have a preference about which type of birth you want?
We will keep working together to come up with the type of birth you prefer.
Please take time to review the brochure, talk to someone who might help you make the decision, and we will talk more next time.
*Adapted from “Six Steps for Shared Decision Making” published by the Informed Medical Decision Foundation.
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APPENDIX B

TABLE B.1

Provider Counseling Script 2*

Have you already decided about how you are going to give birth to this baby?
yes no

Let’s talk about the things that concern you. What is your plan?
What is the hardest part about deciding? From what I heard you saying, this is what I understand…
Is there anything that I can do to help you make a decision? Let’s take a moment to talk about how you can prepare for each of type of birth.
We will continue to work together on your birth plan.
If you choose to have C-section… If you choose to have labor after C-section…
Will be scheduled at 39 weeks or higher Have a good support person/plan for labor pain
Do not eat anything after midnight Wait for spontaneous labor
Antibiotics at the time of C-section Go to hospital in active labor
Your loved one will be with you Really believe that you can have a vaginal birth
You will have a chance to have skin to skin Have plan to deal with frustration with pushing
You will have 3–4 days hospital stay

If a C-section is suggested to you and it is not an emergency, ask questions
It is important that you get up and walk
Is there anything else you want to discuss?
*Adapted from “Six Steps for Shared Decision Making” published by the Informed Medical Decision Foundation.
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