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PATIENT-ORIENTED KT
• In Canada, shared decision-making (SDM) is closely linked to the 

concept of knowledge translation (KT) in healthcare.

• Possibly due to Canadian funding agencies’ explicit support for KT in 

healthcare decision making.

• Patient decision aids, tools that support SDM, are perceived as a 

promising KT strategy for producing evidence that has been 

translated for patients’ use.

Légaré F, Stacey D, Forest P-G, Coutu M-F. Moving SDM forward in Canada: milestones, public 
involvement, and barriers that remain Z. Evid. Fortbild. Qual. Gesundh. wesen (ZEFQ) 105 (2011) 
245–253



SHARED DECISION-MAKING



SHARED DECISION-MAKING
At least two participants are involved – the patient and practitioner
1. They discuss the clinical evidence of options, their benefits, and harms
2. Patient clarifies his/her values about the options’ attributes/outcomes
3. They take steps to build a consensus about a preferred choice
4. An agreement or plan is reached, for which they have shared responsibility

Charles & Gafni, “Treatment decision aids” (2005)



SHARED DECISION MAKING

Model Information exchange

Provider Patient

Informed decision-making Evidence

Authoritative decision-making Preferences

Shared decision-making
Evidence

Preferences 



THE IMPLEMENTATION GAP

Stacey D et al. Decision aids for people facing health treatment or screening decisions. 
Cochrane Database of Systematic Reviews 2017;4:CD001431.



THE IMPLEMENTATION GAP

Légaré F et al. Interventions for improving the adoption of shared decision making by 
healthcare professionals. Cochrane Database of Systematic Reviews 2014;9:CD006732.



THE IMPLEMENTATION GAP

Cabana et al. JAMA (1999); Légaré et al. PEC (2008); Joseph-Williams et al PEC (2014) 



THE IMPLEMENTATION GAP
The effectiveness of interventions that promote shared decision-making may 
be mediated by a range of factors. 

Attitudes (“We do this already”)

Knowledge (of SDM content)

• Organizational constraints
• Financial disincentives
• Power imbalance in patient-provider relationship
• Workflow

Environment

Cabana et al. JAMA (1999); Légaré et al. PEC (2008); Joseph-Williams et al PEC (2014) 
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OPPORTUNITIES

Coulter et al. A systematic development process for patient decision aids. BMC Medical 
Informatics and Decision Making 2013;13(Suppl 2):S2



OPPORTUNITIES

Coulter et al. A systematic development process for patient decision aids. BMC Medical 
Informatics and Decision Making 2013;13(Suppl 2):S2



OPPORTUNITIES

• What are optimal methods for determining end users’ decisional needs in 

different contexts?

• What are the characteristics, strengths, and weaknesses of potential 

methods?

• What are the barriers and facilitators to implementation in different

contexts?

Coulter et al. A systematic development process for patient decision aids. BMC Medical 
Informatics and Decision Making 2013;13(Suppl 2):S2
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INTEGRATED KNOWLEDGE 
TRANSLATION
• Knowledge users are members of the research team and 

participate in many stages of the research process.
• The principles of knowledge translation are applied across the 

entire research process. 
• Involving knowledge users as equal partners alongside 

researchers leads to research that is more relevant to, and 
more likely to be useful to, the knowledge users.

Canadian Institutes of Health Research. Knowledge translation – definition. 2016.



PRESENTATION GOALS

• Identify the evidence-to-practice gap for implementation of 
shared decision-making

• Describe a case example involving the health system factors 
that influence shared decision-making for choice of next birth 
after caesarean

• Describe the practical implications of using integrated 
knowledge translation (iKT) for development of shared 
decision-making interventions





THE PROBLEM

Attempted vaginal 
birth after 

caesarean (VBAC) 

Planned 
elective repeat 

caesarean

Vaginal 
delivery

Emergency 
caesarean

7 out of 10 women will have a 
VBAC as planned

Perinatal Services BC, 2014

82.4% of 
women are 

good 
candidates



“Provided there are no contraindications, a woman with 1 previous transverse low-segment 
Caesarean section should be offered a trial of labour [planned VBAC] with appropriate 

discussion of maternal and perinatal risks and benefits. (II-2B).”



THE PROBLEM
Example: Patient decision aids are effective at increasing patient 
preferences for planned vaginal mode of delivery in comparison to elective 
repeat caesarean. Those decisions generally are not implemented.

Patient-centred interventions

• Shared decision-making: Patient 
decision aids; decision coaching

• Education: Leaflets

Clinician-centred interventions

• Audit and feedback; external peer 
review

• Opinion leader education (Lomas 
1998; RR 1.74, 95% CI 1.45-2.09)

Horey et al. Cochrane Systematic Review (2013); Lundgren et al. BMC Pregnancy and Childbirth (2015)



STUDY DESIGN
What are the factors that influence implementation of SDM in the 
context of mode of delivery?

Phase 1
A mixed methods needs assessment to understand context and 
decisional needs
• In-depth interviews
• Two regional surveys
• Integrated knowledge translation activities 

Phase 2
Design and testing of a multi-faceted shared decision-making 
intervention



1. IN-DEPTH 
INTERVIEWS

Objective

Identify barriers and facilitators to 
shared decision-making for mode of 
delivery after caesarean.

Research Question

What are attitudes toward and 
experiences with mode of delivery 
after caesarean in British Columbia 
from the perspectives among 
women, care providers, and health 
service decision makers? 



STUDY DESIGN
Setting and Participants

• Purposeful sample of British Columbia communities
• Childbearing women with a history of caesarean
• Care providers involved in care for birth after caesarean
• Administrators, directors, and managers

Qualitative design

• Informed by constructivist grounded theory
• In-depth, semi-structured interviews (phone or in-person, April-

August 2015)
• Iterative and concurrent data collection and analysis

• Reflexive memoing; constant comparison; codebook 
development; theory development; member checking



RESULTS
Participants N=57

Women 23

Care Providers 22

Midwives 4

Obstetricians 4

Nurses 7

GPs 3

GP Surgeons 3

Anaesthetist 1

Decision makers 13

Hospital 5

Regional 4

Provincial 4



Credit: Jessica Pakrantz / Flickr Creative Commons

“Seeking control in the midst of uncertainty”

• Being an active participant in health care and health decisions
• Having the power to influence or direct behaviour or events
• Having “control over”: their body, decision-making (autonomy), childbirth experience, 

identity as a mother, and mental wellbeing
• Results in realistic expectations, a sense of emotional and physical safety, and satisfaction

Munro et al. Women & Birth 2017   



Credit: Bonnie Hussey

“I need to plan this [next birth] so that it helps me keep this [anxiety] in control. So, that 

was a deciding factor too I think. Going into having a VBAC would be giving up that 

control that I was working for to keep the postpartum [depression and anxiety] away so 

that added to it too. That was like no, I am going to plan this c-section and then I am 

going to plan my doctors around it.” (Rural woman, Participant 048)



RESULTS
“I had gestational diabetes in my second pregnancy and they were 
concerned about the size of the baby. And then when I got the scan 
done and everything showed that it was going to be a super big baby, I 
panicked and said I don’t want to go through that experience that I’d 
gone through before and so I opted to do another C-section. I went to 
go see another OB. It turned out to be the same one that had actually 
done my first one and the decision was made to do a second one. So I 
didn’t realize this, but it seems to be the case that when you have had 
two, when you have your third, they don’t really give you the option. It’s 
kind of like, ‘Well, we’re just going to do another C-section,’ so I’m 
scheduled right now to have another one…

Participant 054, urban, midwifery care
1) 1 unplanned CS (fetal distress)
2) 1 elective repeat CS (suspected macrosomia)
3) Currently pregnant (high decisional conflict)



RESULTS
“I had gestational diabetes in my second pregnancy and they were concerned 
about the size of the baby. And then when I got the scan done and 
everything showed that it was going to be a super big baby, I panicked and 
said I don’t want to go through that experience that I’d gone through before 
and so I opted to do another C-section. I went to go see another OB. It 
turned out to be the same one that had actually done my first one and the 
decision was made to do a second one. So I didn’t realize this, but it seems 
to be the case that when you have had two, when you have your third, 

they don’t really give you the option. It’s kind of like, ‘Well, we’re just going 
to do another C-section,’ so I’m scheduled right now to have another one…



RESULTS

…continued 

“[Choosing my 2nd caesarean] was not an easy decision. It wasn’t like, ‘This is 
just what I’m going to do.’ It was. We did talk about it a lot … I was deciding 
that I was not ever going to have the chance to have that vaginal birth… I 
always thought maybe I would be … The person who is lucky enough [Laughs], 
the way I look at it, to have that beautiful moment were your child comes out 
and you see it [Voice shaking with emotion] and it lays on you and it’s right 
there. I didn't get that. So deciding that I was willing to let go of that dream 
was challenging. That was definitely challenging. And it was definitely, like I 
said, something that we talked about a lot between the two births. Definitely, 
especially near the end of my second pregnancy when we were deciding really 
what we were going to do.”



KEY FINDINGS
Women feel they have to make trade offs between attributes in order 
to have a healthy baby

Maximizing 
the health 
and clinical 

safety of mum 
and baby

Avoiding 
emotional 
trauma / 

depression / 
anxiety

Immediate 
bonding with 

baby / 
discovering 

sex

Maintaining 
strength of 

pelvic 
floor/abdomin

al core

Feeling cared 
for and 

respected by 
their care 
providers

Having 
childcare for 

older children

Having a 
quick 

recovery

Experience of 
vaginal birth



Clarifying 
their 

values

Becoming 
informed

Feasibility 
of options

Deliberating 
with care 

team

Reflecting 
on their 

birthDecision to 
be made

Actual 
choice

Implement 
decision

Form a 
preference

PROCESS

EVENT

CONTEXT

Friends, peers, and family

Interprofessional care teams Environment and resources

Sociocultural norms

Caesarean

Inter-pregnancy 
interval Next 

pregnancy

Birth after 
caesarean

Adapted from Légaré et al (2010) model of 
Interprofessional Shared Decision-Making
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“Supporting women to make the choice”

• Being an “information provider” (for women’s informed choices)
• Listening to the woman’s voice
• “Making it work” in the midst of limited access to services
• Care providers’ narratives revealed the characteristics of clinical decision-making 
• Decision makers highlighted the influence of health service resources and policy on the 

context of that decision-making

Munro et al. Birth 2017   



Credit: Andrew Malone / Flickr Creative Commons

“I can’t guarantee the patient I have in front of me that, all things being equal, I will 

be able to do that c-section in the time prescribed. And it comes down then the 

patient says well, ‘What do you mean? You don’t have the resources to?’ Well that’s 

the way it is and in the 8 sites that we function, we cannot provide that expected 

standard of care. So, you have a choice to make that given the low risk of rupture 

whether or not you wish to continue with that choice. So, that’s probably one of the 

biggest impediments, because from the physician point of view, there is a [fear of 

a] damaged baby.” (Urban obstetrician, 051)



KEY FINDINGS
“Making it work” in the midst of limited access to services

Communicating 
risks through 

informed consent / 
consent form

Not offering home 
births

Paging the 
anesthetist away 
from surgery to 

attend emergent 
caesareans

“Heightened 
awareness” during 

trial of labour

Obstetrician risk 
screening consult

**Communicating 
with off-site staff 
during a trial of 

labour

**Rural communities only



DISCUSSION
1. Women formed a preference for birth after caesarean in between 

pregnancies, while not engaged in the health care system. 
2. Contextual factors worked synergistically to influence women’s 

birth preferences.
3. Different forms of knowledge (not only clinical evidence) informed 

women’s choices.
4. Time and willingness to engage in SDM were facilitators.
5. Care provider and decision makers’ attitudes toward birth after 

caesarean were influenced by:
• Competing access to the operating room
• Limited access to anaesthesia
• Patient safety and medico-legal concerns

6. The relationships between these factors have not been previously 
reported.



DISCUSSION

Attitudes (“We do this already”)

Knowledge (of SDM content)

• Organizational constraints
• Financial disincentives
• Power imbalance in patient-provider relationship
• Workflow

Environment

Cabana et al. JAMA (1999); Légaré et al. PEC (2008); Joseph-Williams et al PEC (2014) 



Behaviour

Physician focuses on 
communicating the 
risks of uterine rupture

Medico-
legal 

concerns

Lack of 
emergency 
C-section 
resources

• Budget constraints
• Maternity care is a 

low policy priority

DISCUSSION

Munro et al, Evidence & Policy, 2018, forthcoming.



2: REGIONAL SURVEYS

Research Questions

1. Are the qualitative study 
findings transferable to other 
health care providers and 
hospital settings?

2. What SDM interventions to 
support women’s informed 
choices are most acceptable
to health care providers?



STUDY DESIGN

Description Fraser Health British Columbia
Study partners Clinical Nurse Specialist; 

regional OB Department 
Head

Executive Director, Perinatal 
Services BC; regional Perinatal 
Leads

Study period Fall 2016 Winter 2018
Survey 
questions

45 items 22 items

Inclusion criteria Fraser Health Authority 
obstetricians, midwives, 
family physicians

BC care providers involved in 
antenatal care (obstetricians, 
midwives, family physicians, nurses)

Software 
platform

Fluid Survey Qualtrics

Funder Fraser Health Authority, 
Dartmouth College

Perinatal Services BC



STUDY DESIGN
Questionnaire topics
• Care provider demographics
• Clinical decision-making practice 

patterns
• Access to caesarean 

section/anesthesia services
• Experience with adverse outcomes
• Experiences with shared decision-

making
• Patient-provider communication 

strategies
• Provider subscale of the “Control 

Preferences Scale”



KEY FINDINGS
BC provincial sample (n=215); Fraser Health region (n=93)

Key findings were consistent with the qualitative results from in-depth
interviews:

o Participants would support implementation of shared decision-making 
with a decision aid.

o They perceived it was a strategy that would be consistent with their 
usual practice and would promote patient autonomy and choice. 

o Barriers to implementation were diverse:
o Common: patient and care provider individual decision-making 

patterns
o Uncommon: hospital access to planned VBAC.

o Time pressures and medico-legal concerns were not a factor for most 
settings.



Graham, “Lost in knowledge translation, time for a map?” 2006



3. INTEGRATED KNOWLEDGE
TRANSLATION



iKT ACTIVITIES
• Participation in monthly meetings at 

Fraser Health Authority to understand 
their needs.

• Co-production of a Policy Brief on 
study findings for Perinatal Services 
BC and Ministry of Health, and a 
Community Report for women.

• Presentations in the study 
communities and at health authority 
rounds.

• Creation of two invited Evidence 
Reviews for the Ministry and Fraser 
Health to support key policy brief 
recommendations. 



IMPACTS
• New network: Creation of a 

multidisciplinary provincial working group 
to optimize Vaginal Birth after Caesarean 
in BC, led by Ministry of Health.

• Policy recommendations: Ratification of 
recommendations by Perinatal Services 
BC.

• Policy change: Development of a new 
facility level quality indicator for 
“attempted VBAC.”

• Funding and research: Two additional 
surveys to further understand context and 
factors and a provincial meeting.



IMPACTS

www.perinatalservicesbc.ca/health-professionals/ data-surveillance/surveillance/facility-level-indicators



Clarifying 
their 

values

Becoming 
informed

Feasibility 
of options

Deliberating 
with care 

team

Reflecting 
on their 

birthDecision to 
be made

Actual 
choice

Implement 
decision

Form a 
preference

PROCESS

EVENT

CONTEXT

Friends, peers, and family

Interprofessional care teams Environment and resources

Sociocultural norms

Adapted from Légaré et al (2010) model of 

Interprofessional Shared Decision-Making

Caesarean

Inter-pregnancy 
interval Next 

pregnancy

Birth after 
caesarean

1
2

3



TOOL DEVELOPMENT
Methods
• User-centred design 

involving a multidisciplinary 
working group 

• Iterative development, 
testing, and refinement 
through design sessions 

• Sessions guided by 
principles of cognitive 
interviews

Witteman et al., BMC Systematic Reviews, 2015; 20; Kushniruk & Patel, J Biomed Informat, 2004.



TOOL DEVELOPMENT

1. Debriefing provider-oriented exercise for after primary caesarean
In development

2. Online interactive patient-oriented decision aid and patient-
provider preference report. 
A website that provides women with tailored information on the 
options, and their benefits and harms. A ‘What Matters Most to Me’ 
summary report to be used as a discussion tool during a clinic visit.





Editor:	Sarah	Munro	
Version	date:	December	4,	2017	

WHAT MATTERS MOST TO ME 
 

Updated on (YYYY/MM/DD)	 Created on (YYYY/MM/DD) 
2017/12/04 2017/11/15 
Name 
Jane Chan 

 
About Me My Response 
My hospital BC Women’s 

Number of previous vaginal births 0 

Number of children planned 2 

“I feel confident in my ability to have a vaginal birth” Somewhat disagree 

“If the average woman plans a VBAC, her chance of having a vaginal birth is” 80% 

“If I planned a VBAC, my chance of having a vaginal birth would be” 60% 

Reasons for my first caesarean Small pelvis, big baby 9 pounds 

My Preferences   Planned VBAC  Unsure  Planned ERCS 
In an ideal world ü      

Before My Next Birth     ü  

After My Next Birth   ü    

Factors important to me Relative Importance For this factor, I feel this option is better: 
Safety and health outcomes           Planned ERCS 

Having my birth as planned           Planned ERCS 

Having more children           Planned VBAC 

Protecting my pelvic floor           No difference 

Things I want my health care team to know 

I want a VBAC but I don’t have anyone in town to help me after the delivery, so my parents need to book a vacation 
around my due date. I think a CS would be easier for planning. 

Questions for my health care team Responses (to be filled in) 
What happens for induction with a VBAC? 

 

Discuss and sign with your care provider when you feel ready  

* I have completed the My Next Birth website 
* I understand the benefits and harms of my options, the possibility of unknown risks, complications, and side effects 
* I understand that I may change my preferences at any time in pregnancy or in labour 
* I understand that the What Matters Most to Me page is for support conversations. It is not a consent form 
* I have discussed this What Matters Most to Me page with my health care provider(s) 

Patient Initials: 
 
 

Date: Care Provider witness: 

Patient Initials: 
 

Date: Care Provider witness: 

Patient Initials: 
 

Date: Care Provider witness: 

Please write additional notes on the back of the page. 



NEXT STEPS
• Online user-testing of the My Next Birth decision aid with patients
• Refine debriefing exercise with care providers
• Implement of My Next Birth in routine practice and study the 

implementation process
• Measure process and health outcomes 

• What is the effect of these strategies on actual rates of attempted 
VBAC? On experience of shared decision making?



NEXT STEPS
Assessing and addressing implementation factors iteratively, using 
appropriate methods and frameworks, may help to identify and mitigate 
barriers and scale up facilitators. 

We can learn from international examples:

Thompson R et al. Right For Me: protocol for a cluster randomised trial of two interventions for facilitating 
shared decision-making about contraceptive methods. BMJ Open 2017;7:e017830. 
Joseph-Williams N et al. Implementing shared decision making in the NHS: lessons from the MAGIC 
programme BMJ 2017;357:j1744.



CONCLUSIONS
• Used mixed methods may yield a more nuanced understanding of 

context, barriers, and facilitators than using a single method alone/
• During the development of a shared decision-making intervention, 

iKT can help to mitigate barriers and scale up facilitators at the 
behavioural, organizational, and system level. However, iKT activities 
are time and resource intensive.

• Future research may focus on:
• Understanding the characteristics of iKT activities are most 

effective at creating a supportive context for implementing SDM
• Determining optimal mixed methods for exploring patients’ 

decisional needs
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