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Rising Caesarean Section Rates in Ontario:
Provincial Priorities and Patient Outcomes

Carla Sorbara

Caesarean section rates are rising at an alarming rate, increasing human and financial
costs at a time when the government is looking to link efficiencies to quality improvement.
This paper critically examines the policy, political, and public administration issues
surrounding the rising caesarean section rate and the government’s role in achieving
evidence-based maternity care targets. It identifies key stakeholders in the maternity
care policy environment, examines current policy levers used to address the problem,
and evaluates the government’s strategy in the context of cost containment efforts in the
broader health care sector. The paper then provides three recommendations for moving
forward with a strategy that links clinical practice to provincial priorities.

On January 26, 2012, as part of a strategy to contain health care costs in Ontario, Health
Minister Deb Matthews announced that the provincial government would be reviewing
their current policy on caesarean section births. According to the Globe and Mail, the
government was considering delisting the procedure when physicians have not identified
a clinical indication. The media storm following the announcement highlighted public
skepticism of government control over personal health choices and prompted a reassuring
response from the Minister that Ontarians would continue to have access to safe and
appropriate maternity care. The announcement falls on the heels of emerging evidence
that Ontario’s caesarean section rates continue to rise to unprecedented levels despite
growing concern about the health consequences for both mothers and babies.

Carla Sorbara received an undergraduate degree in medical anthropology from McGill
University before studying midwifery at Ryerson University’s Midwifery Education Program.
Prior to joining the School of Public Policy and Governance at the University of Toronto in
2012, she spent six years as a practicing midwife out of North York General Hospital.
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Current Status

Minister Matthews’s announcement of a plan to address Ontario’s troubling caesarean
section rate occurred within the context of cost containment efforts to cut $240 million

out of health spending at the Ministry of Health and Long Term Care (MOHLTC). The
political storm that followed the announcement was inflamed by lingering opposition to
the $900 Health Premium that was introduced by the Liberal government in 2003, and the
delisting of services such as optometrist visits and physiotherapy from the list of taxpayer-
covered services. Citizens took the government to task on their willingness to continue

to cut existing services despite increasing cost for taxpayers, with opposition parties also
taking on the Minister in this regard. The NDP finance critic spoke out against the idea of
delisting elective caesarean procedures, referring to the services that had already been
delisted and cautioning against broad strokes that would cripple the health care system.
The PC finance critic was also outspoken on the issue, citing the need to find efficiencies
in the overblown health budget but cautioning that “efficiencies is not code for cuts...it's
how do we provide the best bang for the buck.”

In the current climate of cost containment in health care, the rising costs of maternity
care cannot be ignored. According to the Canadian Institute for Health Information (CIHI),
delivering a baby in Ontario is the number one cause of in-patient hospitalization. It
accounts for roughly 1 in every 10 dollars spent on all in-patient hospital costs, and 1.3%
of all fee-for-service payments to physicians (Canadian Institute for Health Information,
2006). The most recent information on Ontario’s caesarean section rates, released in the
2012 Better Outcomes Registry and Network (BORN) program report, show that almost
1in 3 women in Ontario give birth via caesarean section (28.4%), and this has increased
at an alarming rate from 17.8% in 1980 (Better Outcomes Registry and Network,

2012). Ontario’s rates of caesarean section are now almost twice as high as the WHO
recommended rates of 15%.

According to BORN, a rise in maternal complications from 23.4% to 27.6% between 2007
and 2011 occurred in association with a consistent rise in caesarean section use, with

no associated improvements in neonatal health (Ibid). While morbidity and mortality are
quite rare for women giving birth in Canada, women who undergo caesarean section are
more likely to encounter serious injury and harm than women who undergo normal vaginal
delivery (Liu et al., 2007). Caesarean sections are not only more dangerous than normal
deliveries, but they cost twice as much and involve an average length of stay that is at
least twice as long. CIHI's report on the soaring human and financial costs of Canadian
caesarean sections also notes the increased respiratory symptom and infection rates
among infants born via caesarean section and the associated increased length of hospital
stay for these babies.
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Meanwhile, the rising rate of caesarean sections has gained attention from the Canadian
media. Recently, the Globe and Mail published an article revealing that children born

via caesarean section lack exposure to crucial gut bacteria and have a greater risk of
developing chronic illness such as asthma and type-1 diabetes (Taylor, 2013). A related
Globe and Mail article also featured a study that demonstrates the lack of evidence
regarding routine caesarean section for twin births. In the article, a prominent Toronto
physician referred to the study as a “wake-up call,” and that natural birth should be

the preferred option because of the risk of infection and other complications for the
mother (Picard, 2013). These sentiments were recently echoed in a Toronto Star

article that highlighted new CIHI evidence demonstrating that Ontario is lagging behind
other provinces in preventing caesarean section births for both first time mothers and

for subsequent pregnancies following a primary caesarean birth (Boyle and Ogilvie,
2012). There is an extraordinary consensus demonstrated in these publications that
stakeholders—policy makers, citizens, physicians, and hospital staff-are jointly concerned
about the trend toward higher caesarean section rates.

Key Actors

Most of what determines how maternity care is organized and delivered happens at

the level of individual hospitals. The Ontario Hospital Association (OHA) coordinates
evidence-based policy across its membership. Last year, the OHA released its 2013-

16 Strategic Plan that prioritizes value for money and sets treatment and cost savings
targets. However, there is no formal mechanism to hold the OHA accountable to provincial
priorities, nor does the OHA have a formal mechanism for physician and midwife
accountability. Certainly physicians and midwives are required to obtain and retain
hospital privileges, but they are essentially self-employed and are largely bound by their
association and college standards, not by provincial or OHA priorities. Several hospitals
across the province have reduced caesarean section rates through entrepreneurial
initiatives (such as Vaginal Birth After Caesarean Section, or VBAC, initiatives at
Scarborough Hospital and Toronto East General Hospital), but the large differences in
outcomes for hospitals across the province only further demonstrates that there is a need
for effective leadership to achieve broader change (CIHI, 2004).

Given the institutional decision-making structure in Ontario hospitals, the maternity care
policy environment can be dominated by physician leadership with no accountability to
strategic provincial policy goals. Furthermore, the Ontario Medical Association (OMA)

is a strong advocate for continued physician control of the hospital decision-making
structure. In response to Ontario’s Health Action Plan, the OMA stressed the importance
of maintaining physician leadership, especially regarding changes to the way hospitals
are funded (OMA, 2010). Interestingly, in their policy paper on maternity and newborn
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care in Ontario, the OMA identifies capitation-based funding as a policy tool to address
problems with the way that maternity care is delivered in Ontario—a funding model that
has supported midwives to achieve much lower rates of intervention and caesarean
section than their physician counterparts (Hanna, 2007). However, in the same paper,

the OMA also explicitly rejects a strategic move toward supporting normal (vaginal) birth
and, drawing on the fundamental philosophy of physician-led maternity care, couches the
OMA'’s position in the rhetoric of safety: “Physicians view pregnancy as a natural process
in which specific risks must be recognized and managed. Midwives consider pregnancy
as a state of health and childbirth as a normal physiologic process” (OMA, 2010). This
approach makes its way into the public sphere, setting up a non-evidence based tension
in public and media circles between physiological birth and safety. In this climate, any
strategy that the Ministry puts in place to lower caesarean section rates is going to require
a broad-based approach where accountability and delivery mechanisms achieved through
funding and programming initiatives are linked with an effective communication plan aimed
at OMA buy-in.

An interesting feature of the OMA position on vaginal birth is that it does not uphold the
principles of an important policy statement released several years ago by the Society of
Obstetricians and Gynecologists of Canada—perhaps the most important stakeholder in
Canadian maternity-care policy circles. The 2008 policy statement not only underscores
the importance of, and evidence for, approaching birth as a normal physiological
process, but also lays out important guidelines for reducing unnecessary interventions
and caesarean births: “Birthing as a natural process should be promoted by all health
care professionals who provide antenatal care...[and] health care professionals should
be committed to protecting, promoting, and supporting normal childbirth according to
evidence-based practice. Normal birth should be accessible and encouraged in all hospital
settings [and] there should be a valid reason...to intervene in the natural process when
labour and birth are progressing normally” (Society of Obstetricians and Gynecologists
of Canada, 2008). Conversely to the OMA, the SOGC statement has received enormous
support for this publication from the Association of Ontario Midwives (AOM), an emerging
player in the maternity care policy environment. In fact, the AOM campaign for more
funding for evidence-based, low-intervention maternity care is gaining both public and
political attention, and as the number of midwives grows, the AOM is exerting more
pressure on the Ministry to deliver (Stall and Dhalla, 2012).

Public Policy Issues
In the Ontario healthcare policy environment, there is little clarity regarding who is

responsible for ensuring that Ontario meets the maternity care treatment targets that
are based on clinical evidence. The MOHLTC is in charge of how hospital funding and
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physician/midwife remuneration is organized, but, in maternity care, funding is still based
on global hospital budget allocations and fee-for-service physician and midwife fees.
Certainly, the government has achieved some efficiencies through pricing incentives.
According to the OHIP fee schedule, physicians earn only marginally more for performing
a complex and time consuming caesarean section than they do for performing a relatively
straight forward vaginal birth. Physicians can also claim extra billings for offering a vaginal
birth after caesarean section to women who have undergone a previous caesarean
section (Government of Ontario, 2013). Additionally, when regulated midwifery was
legislated in 1994, a capitation-funding model was put in place according to a set of
ideals that included removing fee-for-service or volume-based incentives. This model was
intended to encourage midwives to spend sufficient time with each client as needed and to
avoid rewards for the use of unnecessary interventions (Courtyard Group 2010).

However, there is currently no provincial maternity care strategy or targeted strategy for
reducing caesarean section rates to support these pricing maneuvers. In fact, the way that
maternity care is delivered is largely in the hands of physicians. The SOCG, the College
of Midwives of Ontario (CMO), and the College of Physicians and Surgeons of Ontario
(CPSO) create practice standards and guidelines that are usually evidence-based and
translated into hospital policy through physician led boards, such as Medical Advisory
Committees mandated through the Public Hospitals Act (Government of Ontario, 1990).
Yet there is no official oversight or clear accountability mechanism to link hospital policies
to professional standards.

In 2008, the Ministry created the Provincial Council for Maternal and Child Health
(PCMCH) as the provincial forum in which clinical and administrative leaders can
advise on health system delivery and build provincial consensus on priorities for system
improvement. The PCMCH is accountable to the Board of Directors at the Hospital

for Sick Children (HSC) for meeting mutually agreed upon deliverables set out in the
MOHLTC'’s Transfer Payment Agreement with HSC. Not surprisingly, the PCMCH has
prioritized high-risk pregnancy concerns and is organized largely to meet high-risk area
targets such as pre-term birth and hypertensive disorders. Importantly, the way in which
the PCMCH informs provincial maternity care policy is not transparent.

In 2010, the Ontario government passed the Excellent Care for All Act (ECFAA). According
to the Act’s preambile, its goal is to ensure “that health care organizations are responsive
and accountable to the public, and focused on...delivering high quality health care...

[That] each health care organization should hold its executive team accountable for...
[delivering care] based on the best available scientific evidence [and] recognize the value
of transparency in the health care system” (Government of Ontario, 2010). One important
stipulation of the Act is that hospitals link executive pay to formal Quality Improvement
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Plans (QIP). According to the MOHLTC's Pay for Performance (PFP) toolkit, the purpose
of performance-based compensation related to the ECFAA is to “drive accountability for
the delivery of quality improvement plans” (Government of Ontario, 2010). The Ministry’s
goal is to link achievement of organizational targets to compensation, increase motivation
to achieve long and short-term goals, and promote transparency in the performance
incentive process. Importantly, the legislation does not stipulate specific requirements
regarding the number of targets that should be tied to executive compensation nor what
those targets should be, simply that the PFP measures be tied to a QIP that is created by
the organization itself. The ECFAA identifies the role of the OHA as providing support for
organizations to create and implement their QIP, but does not hold either the OHA or the
organizations accountable to provincial priorities. In other words, the EFCAA has created
an accountability and transparency mechanism for hospitals within the context of their own
set of priorities and targets. Even if the MOHLTC plans to identify provincial maternity care
priorities, more will need to be done to set up accountability and delivery mechanisms to
translate their strategy into outcomes.

Political Issues

Containing health care costs is a particularly inflammatory issue for Ontario citizens, and
delisting elective caesarean section is a politically risky move, particularly on the heels of
the Health Premium and the delisting of other OHIP covered services. The government
faces the challenge of convincing citizens that doing less can improve outcomes.

Fortunately, the government is politically poised to draw on recent successes with its

Wait Times Strategy, where the Ministry reduced wait times for cancer surgery, cardiac
procedures, cataract surgery, hip and knee replacement, and MRl and CT scans. Rolled
out as part of the Province’s Action Plan for Health Care, and couched in the Patient-
Based Funding and Quality Based Procedures approach, this strategy demonstrated
transparency in its public reporting of wait times across the province and put in place

an accountability mechanism for a quality improvement plan. Importantly, the strategy
was communicated to citizens and providers as a paradigm shift from a culture of “cost
containment” to “quality improvement,” with its success hinging on engaging citizens in the
system improvement dialogue and on building momentum for continued support (Ministry
of Health and Long Term Care and Cancer Care Ontario, 2013). The Ministry has recently
expanded its strategy to include all surgeries and emergency room wait times.

However, the caesarean section issue may not lend itself as easily to the value for money
argument that sustained the wait times strategy, and a successful communication strategy
will depend on the government’s ability to leverage current public concern regarding
the appropriate use of technology and the human costs of excessive use of medical
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intervention. This communication strategy has had considerable success both in the UK,
with their “Changing Childbirth” campaign (Aston and Lee, 1995) and in New Zealand, with
its broad maternity care reforms (Floyd, 2005). In both cases, governments linked their
funding initiatives to strategic communication campaigns, garnering considerable support
over time and keeping their caesarean section rates well below the OECD average at
about 23% (OECD, 2013).

Policy maneuvers to lower Ontario’s caesarean section rate are going to require full
stakeholder buy-in in order to communicate a strategy for reform that mobilizes public
support. The OMA must be a critical actor in this regard. The government will have to
leverage the OMA’s push for more collaboration in obstetrical care programming, as well
their policy position on the need for maternity care funding innovation. They will also need
to pay particular attention to the issue of medical-legal risk. Malpractice continues to be
the leading cause of litigation against health care providers in Canada and obstetrical
care providers are sued more often than other specialists: “Awards against them can be
very large, and they pay more for liability insurance coverage than any other specialty
except neurosurgeons” (Yang et al., 2009). The Canadian Institute, which hosts an annual
conference on medical liability, describes the effect of medical liability on obstetrical
providers as potentially devastating: “The issues, both medical and legal, are extremely
complex. The cost of malpractice—monetary, human, and professional reputation—can be
devastating. In this high-risk area, every health care professional and institution providing
obstetric care needs up-to-the-minute information on the medical and legal issues, as well
as current strategies to minimize the risk of liability” (Canadian Institute, 2006). As Yang
et al. write, caesarean section is not risk free, but it is widely believed to reduce the risk of
rare catastrophic birth injuries (2009). Any approach taken to reduce caesarean section
will need to address this very real issue for obstetrical care providers.

Recommendations
1. Provincial Maternity Care Strategy

A Provincial Maternity Care Strategy should be drawn up within the Action Plan for Health
Care framework. The government can take advantage of the momentum behind the
culture shift from cost containment to quality improvement that is reflected in the Quality
Based Procedure approach. This strategy will also benefit from growing institutional buy-in
from hospitals across the province: as organizations and providers become more familiar
with the changing language and funding mechanism, new programming under the same
umbrella will encounter less resistance. The government can also use existing pathways
for governance and accountability to enhance transparency and link the provincial
strategy to publicly accessible outcome improvements in Ontario hospitals, such as

Public Policy and Governance Review




Volume 5, Issue 2, Spring 2014

REVIEW

Pay-for Performance (PFP) linked to Quality Improvement Plans (QIP). Linking existing
PFP legislation to a specific maternity care QIP, and providing hospitals with the support
and resources to implement the QIP, are clear pathways to engage providers and build
institutional consensus. Engaging citizens through “sunshine legislation” that requires
hospitals to post their intervention and success rates (induction of labour, caesarean
section, and breastfeeding, for example) will ensure that the strategy builds the necessary
momentum to maintain public support over time. The government should also provide

a clear mandate to the Provincial Council for Maternal and Child Health (PCMCH) to
create inter-professional guidelines on collaboration and to build professional consensus
on quality of care and target outcomes. The PCMCH, in collaboration with the Better
Outcomes Reporting Nework, could act as the arms length agency to the MOHLTC tasked
with monitoring the success of the program and collecting provincial evidence that can
guide program direction in the future. This will communicate the role of the PCMCH to
citizens, and enhance transparency by communicating who is accountable for ensuring
evidence-based outcomes in maternal care.

2. Modular Remuneration

This second recommendation links funding changes to the quality improvement strategy.
As the government rethinks how to fund maternal care with the patient based funding
framework, it should move away from the fee-for-service model and provide greater
incentives for appropriate use of technology and reduce incentives for over-treatment. In
their maternity care reforms that have taken place over the last 20 years, the New Zealand
Ministry of Health successfully reorganized funding into a flat, modular remuneration
model, and took great care to involve all stakeholders in creating and implementing the
legislation. While physicians typically resist funding changes that reduce control over
treatment and remuneration, the OMA has endorsed a modular approach to maternity
care funding. Risks associated with modular remuneration models include incentives

to cut corners in care provision, and these risks will have to be mitigated through the

QIP support that hospitals will receive through the PFP plan. Similar to the precedent

set by New Zealand in its funding plan, the Ontario government should use pricing
incentives to shift hospital staffing decisions towards greater use of midwives as part of its
strategy to reduce medical intervention. Certainly, any funding changes aimed at quality
improvement need to be linked to a communication strategy aimed at building public
support and ensuring stakeholder buy-in. This second recommendation depends on a
solid communication plan for the Maternity Care Strategy outlined above.
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3. Task Force on Provincial No-Fault, Universal Medical Liability Compensation

This third recommendation targets potential push-back from the OMA regarding medical-
legal risk. Changing the medical-legal environment for obstetrical care providers

would dramatically change clinical practice and has the potential to move away from
legally driven care decisions toward evidence-based decision making. In 1990, the
Conference of Deputy Ministers of Health commissioned a study to respond to a “crisis”
in medical malpractice. One of the recommendations of the resulting Review on Liability
and Compensation Issues in Health Care (the “Prichard Report”) was that a no-fault
compensation scheme be implemented for “significant avoidable healthcare injuries” as
a substitute to the existing tort system. However, this report did not lead to changes in
medical malpractice policy, partly because of a decline in malpractice claims at the time,
and partly because governments shifted away from concerns about rising liability costs
towards concerns about the sustainability of Canada’s health care system (Gilmore,
2006). Importantly, the report did not recommend that provinces take responsibility for
the compensation program, nor did it identify the scheme as a mechanism to improve
governance and accountability within the health care delivery network.

New Zealand, Denmark, Finland, and Sweden have all adopted this approach and have
been successful in largely replacing tort law remedies with no-fault compensation. In
New Zealand, all patients are covered by a universal nationalized no-fault personal injury
insurance plan (Harleston, 2003). While there are mechanisms to engage with providers
and health care organizations to ensure quality of care, New Zealand has not used the
compensation system to create a direct link between government priorities and health
outcomes, and has therefore not realized the “full potential” of the no-fault approach to
medical liability (Silversides, 2008). On the other hand, Denmark has created a national
reporting and feedback system that has increased transparency and accountability

and has had a direct impact on provider behaviour and system improvement. Ontario
can learn from Denmark’s experience as it looks at options for setting up a provincially
administered medical injury compensation program. With a well-established mechanism to
monitor and improve clinical and systems outcomes, this approach will not only promote
inter-professional collaboration, but will also establish a clear accountability framework:
because governments will work with providers and organizations to ensure quality care,
it is clear who is in charge of improving outcomes such as the caesarean section rate.
Ontario currently takes this approach to employment injury insurance through the WSIB,
and therefore has experience with this model. The task force on provincially administered
no-fault personal injury insurance would need to engage stakeholders to mitigate potential
pushback from the legal and insurance sectors and work with the Canadian Medical
Protective Association, the national non-profit corporation that currently administers
medical malpractice insurance for Canadian physicians.
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