Dear Colleagues:

The Better Outcomes Registry & Network (BORN) Ontario is pleased to
release this series of reports that provide an overview of the 2009-2010
fiscal year maternal-newborn outcomes for hospitals within Local Health
Integration Networks (LHINs) in Ontario. There are five reports of
combined LHINs corresponding to perinatal regions in Ontario. In
September 2010, a companion series of seven reports for public health
regions in Ontario was distributed.

We hope you find this report informative and useful for guiding policy
decisions for maternal and newborn issues in your region. Please share
this report and use it to guide discussions with colleagues about how to
improve programs or learn from others about best practices.

Please feel free to provide BORN Ontario with any feedback about how
this report could be improved or suggestions for further targeted reports
to enhance understanding of particular issues.

Although significant effort has been made to ensure the accuracy of the information presented in this report,
neither the authors nor BORN Ontario nor any other parties make any representation or warranties as to the
accuracy, reliability or completeness of the information contained herein. The information in this report is not

a substitute for clinical judgment or advice.

purposes.
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Preface

The Better Outcomes Registry & Network (BORN) Ontario (formerly the Ontario Perinatal Surveillance
System) is pleased to present this Perinatal Health Report for hospitals within Local Health Integration
Networks (LHINs) 1 & 2 for the Erie St. Clair and South west (ESC-SW) LHIN Region. It provides data on
maternal and newborn health and outcomes of interest to maternal-newborn care providers,
administrators, LHIN personnel, government and families in Ontario, for the 2009-2010 fiscal year, and
with 5-year trends where possible.

The content and presentation of this report by BORN Ontario differs from previous reports by the Ontario
Perinatal Surveillance System in a number of ways. For the first time, we are reporting data by combined
LHIN regions for the entire province. Some data are presented for individual LHINs within the region and
others focus on the region itself, particularly when numbers are small. In response to input received from
hospital care providers, BORN has added a number of new figures to this report, has included definitions
for all of the indicators, and has provided additional background information and data interpretation. We
greatly appreciate the on-going support of our hospital and regional network colleagues for their
assistance and input into the content of these reports.

Quality perinatal health care requires that hospitals work in partnership with colleagues in public health
and community agencies. The continuum of care during pregnancy and birth takes women and families
from home to offices, clinics, and hospitals, with return for follow-up care to these community settings
after the birth. Our hope in providing these data is that they will be used by those providing care in public
health, community and acute care settings to stimulate discussions and partnerships to solve common
maternal and newborn care issues. We also encourage you to use these data to facilitate program
management, benchmarking, quality improvement initiatives, planning, evaluation and research.

Suggestions for future reports can be directed to any member of the BORN team (see APPENDIX A for

contact information) or to Ann Sprague, Scientific Manager of BORN Ontario
(asprague@ottawahospital.on.ca).
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Executive Summary

The purpose of this report is to provide an overview of maternal-newborn indicators and trends for policy
makers, hospitals, Local Health Integration Networks (LHINs) and clinicians providing maternity services.
Erie St. Clair and South West LHINs provide obstetrical services to about 12% (11.7%) of Ontario residents
who give birth in Ontario hospitals each year. Many factors influence the demands on both general and
highly specialized obstetrical and neonatal services in the region. These include, but are not limited to, the
background characteristics and health of the obstetrical population (such as maternal age and underlying
medical co-morbidities), risk factors (such as multifetal gestation and previous cesarean), obstetrical
practices with regard to the use of intrapartum interventions (such as labour induction and primary or
repeat cesarean delivery), and prevalence of adverse newborn outcomes (such as preterm birth, growth
restriction, and birth depression).

Some key findings from this report that directly relate to or strongly influence the delivery of obstetrical
health services and quality care in the Erie St. Clair and South West LHIN Region are summarized here:

Population profile:

= 15% of women who gave birth in 2009-2010 in the Erie St. Clair and South West LHIN Region were 35
years of age or older.

= |n 2009-2010, 37.9% of women had one or more pre-existing health conditions and 39.9% had one or
more obstetrical complications during their pregnancy, higher than the other regions of the province.
Further exploration should be done to determine whether the prevalence of these conditions and
complications are truly higher in this population, or whether there are regional differences in
interpretation of the database codes.

" |n 2009-2010, the rate of preterm birth in the Erie St. Clair and South West LHIN Region was 8.3%.
The corresponding number of babies born at <37 weeks of gestational age in 2009-2010 was 1,337.

= Rates of small for gestational age (SGA) were very stable between 2005-2006 and 2009-2010 in the
region. In 2009-2010, 8.1% of singleton live births were SGA.

= The multiple birth rate in the Erie St. Clair and South West LHIN Region in 2009—-2010 was 3.3%,
corresponding to 539 infants.

Having contemporary information on characteristics of the maternal-newborn population and
monitoring trends in these characteristics is important for system planning.

Intrapartum interventions:

®  The rate of labour induction in the overall obstetrical population was 33.0% and in low-risk nulliparous
women was 41.1% in 2009-2010 in the Erie St. Clair and South West LHIN Region and no change in
induction rates was observed between 2005-2006 and 2009-2010. This rate was higher than other
areas of the province; however, unlike other areas, this was not correlated with higher rates of
cesarean.

® The largest contributor to the overall rate of cesarean delivery of 23.7% was among women with a
term singleton who had given birth by cesarean in a previous pregnancy. The rate of cesarean in this
region was lower than all other regions of the province in 2009-2010. Reducing primary cesarean
deliveries is one of the most important strategies for reducing the total cesarean rate. Following best
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practice guidelines for care during labour and initiating an audit and feedback mechanism to monitor
practice patterns are important strategies for hospitals and regional programs.

Use of intrapartum interventions has important implications, since they affect service requirements in
current and future pregnancies.

Effectiveness:

= |n 2009-2010, 79.9% of women had electronic fetal monitoring (either alone or in combination with
auscultation) at some time during their labour. In the region, the proportion of women who received
auscultation only during labour was 19.3% in the overall obstetric population and 36.6% in low-risk
women. However, in South West LHIN specifically, the proportion of women who received
auscultation only during labour was 26.1% overall and 60.8% in low-risk women. The comparatively
high rate of auscultation only in South West may be due to the implementation of an intensive
intervention (including eliminating the use of an admission strip in most patients) following the
release of clinical practice guidelines to reduce EFM use. While this is much better than other areas of
the province, there is still room for improvement in the region. In the general population, high rates of
inductions and epidural analgesia lead care providers to use EFM. Clinical practice guidelines also
support auscultation in low-risk women undergoing epidural analgesia.

= The proportion of elective repeat cesarean deliveries at term in low-risk women not in labour
performed prior to 39 weeks was 42.9% (2.1% at 37 weeks and 40.8% at 38 weeks). There is clear
evidence that this practice can lead to complications in the newborn and in the absence of medical or
obstetrical indication, elective repeat cesarean deliveries should be delayed until at least 39 weeks.

= Across the Erie St. Clair and South West LHIN Region in 2009-2010, 14.9% of women (232 out of 1,552
women) who were induced and had a documented indication of post-dates pregnancy were <41
weeks of gestational age at the time they gave birth.

= 54.0% of term live born babies were being exclusively breastfed at the time they were discharged
from hospital (45.3% in Erie St. Clair and 59.4% in South West). A further 29.6% of term infants were
being supplemented at the time of discharge (i.e., they received a combination of breast milk and
formula or other supplement). Breastfeeding support and supplementation rates need further
investigation.

= A high proportion of women (94.0%) delivering at term were screened for Group B Streptococcus.

Best practice guidelines exist for the areas listed above and based on these findings, there are areas
where improvement is needed. These examples illustrate where continuous quality improvement
initiatives could be implemented. LHINs, hospitals and regional maternal-child programs can examine
their data in these areas and design quality improvement programs to improve these indicators where
needed.

Future direction:

With the development of the new BORN Ontario database that will be implemented in the fall of 2011, it
will be soon possible to examine new variables related to maternal child health, for example, maternal
pre-pregnancy body mass index, pregnancy weight gain, Bishop’s Score and pregnancy outcomes for
women with a positive maternal serum screen. The database has been designed to collect data by
encounter, which is a health care interaction involving a patient and the provision of services (e.g., a lab
test; a delivery; an ultrasound, a newborn screening), and will collect data from multiple encounters
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during pregnancy, birth and early childhood. With this system architecture, it will be possible to look at
individual encounters as well as to look the full perinatal care continuum. Of course, with expansion,
ensuring data quality is a high priority. The new BORN database will have improved real-time data
verification processes to prevent errors and identify data discrepancies prior to saving a record.

Data provided by the BORN system will help inform health system planners, funders, policy makers, care
providers, and women and families about care practices in Ontario. Feedback of data is one of the first
steps to enhance awareness of what is being done well and areas for improvement in care. One feedback
mechanism that is under development for the new BORN Ontario database is a standardized clinical
dashboard to measure performance on key maternal newborn indicators. This innovative project will help
Ontario hospitals meet the requirements set out in the newly legislated Excellent Care for All Act (2010)
by helping them identify areas where they are doing well and areas where there is room for improvement.
BORN Ontario looks forward to being an important partner for transforming data into information and
knowledge to help Ontario mothers, children and families have the best possible beginnings to lifelong
health.
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Introduction

This report is based on data primarily from the 2009-2010 fiscal year; however, five-year trends are
presented for some variables. The data originate chiefly from the BORN Ontario—Niday Perinatal
Database, but also includes other sources of data. The report is divided into six chapters: Regional Profile;
Pregnancy; Maternity Health Services; Birth; Postpartum and Newborn; and Maternal and Newborn
Screening. The objectives of this report are to:

= Highlight maternal-newborn issues and trends arising from the analysis

= Present a baseline for future examination of trends

As of November 2009, all hospitals in Ontario with maternal-newborn services are contributing data to the
Niday Perinatal Database within BORN. However, for this report of the 2009-2010 fiscal year, it is
estimated that approximately 97% of the hospital births in the province were captured. As the new BORN
Ontario database is developed throughout 2010-2011, all BORN founding partners will be contributing
data and we expect to have a more robust system capable of longitudinal analysis of mothers, fetuses and
newborns.

This year, for the first time, we are able to provide reports for all areas of the province. With the
exception of a few figures in Chapter 1, the unit of analysis in this report is the Local Health Integration
Network® (LHIN) region, based on the deliveries that take place in a hospital in one of the LHINs in the
region (i.e., based on location of birth). For the companion series of reports on public health units, the
unit of analysis is the public health region, based on maternal residence in the region, as opposed to
location of birth. Both series of reports (available on the BORN website: www.bornontario.ca) differ from
previous reports in several ways. Each indicator is now accompanied by its definition, including
clarification of the numerator and denominator used for calculation. For graphs that provide a breakdown
by individual LHIN, comparison at the regional and the provincial level is provided. Where five-year trends
are reported, we have added 95% confidence levels to the estimates.

We will continue to improve reports as BORN Ontario grows and develops. Future reporting plans include
adding GIS mapping for some indicators, as well as increasing the number of indicators for which we
provide confidence intervals. We welcome your comments about how reports can change and improve in
the future to best meet your needs. If you have specific requests for new indicators, suggestions to
change existing indicators, or ideas for specialized reports, please contact a member of the BORN Ontario
team (see APPENDIX A for contact information).

Finally, because BORN Ontario is a web-based system, we are able to add data variables to respond to
emerging health issues. The most recent example is our collection of three variables on HIN1 and other
influenza-like illnesses in pregnancy, treatment with antiviral medication and receipt of influenza vaccine
during pregnancy. This process was implemented on November 2, 2009 for a one-year data collection
period. Please visit the BORN Ontario website for more information and to view reports on the findings
for this data collection initiative.
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Methods
Data Sources

This report was prepared using data from several of the BORN Ontario databases, but the majority of data
presented in this report originate from the BORN—Niday Perinatal Database. Information for all births (live
births and stillbirths) at 220 weeks’ gestational age is collected in the Niday Perinatal Database. The
database does not collect information on pregnancies that end in miscarriage before 20 weeks’ gestation
or terminations of pregnancy for fetal anomalies at any gestational age.

The Niday Perinatal Database is a web-based system into which data on mothers and babies are directly
entered either by care providers or data entry clerks, or extracted and uploaded by a hospital’s electronic
patient record. The Niday Perinatal Database has been operating in Eastern and Southeastern Ontario
since 1997 and has undergone tremendous expansion in recent years. In 2009-2010, the principal time
period reflected in this report, approximately 97% of all hospital births in Ontario were entered into the
database. As of November 2009, all hospitals in the province with a maternal-newborn program are now
engaged with BORN Ontario; therefore, future reports will be able to provide a complete, population-
based picture of perinatal health in the province of Ontario.

BORN Ontario recently compared the number of hospital births captured in the Niday Perinatal Database
with those captured in the Canadian Institute for Health Information’s Discharge Abstract Database (DAD).
The table below shows the number of hospital births captured by the Niday Perinatal Database, expressed
as a proportion of the total number of hospital births captured in the DAD over five fiscal years. It is
important to consider this expansion of data collection activities in relation to the graphs that present 5-
year trends in this report, since a change in a rate over time may be due to an improvement in data
capture rather than a true temporal trend.

113,220 120,803 125,724 136,980 139,278
137,996 139,159 141,173 144,240 142,896
82.05% 86.81% 89.06% 94.97% 97.47%
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Indicators

The process for choosing indicators for the LHIN reports primarily consisted of looking at previous reports
by the Child Health Network (CHN) in the Greater Toronto Area (GTA) and the Perinatal Partnership
Program of Eastern and Southeastern Ontario (PPPESO).>* Both of these groups had active Niday Perinatal
Database subcommittees that advised them on data needs. Consultations with these groups were held in
the spring and summer of 2009 to gain further insight on types of analysis. Additionally, in response to
advice provided by the Scientific Working Group of BORN, national perinatal surveillance reports*® were
reviewed to ensure consistency between provincial and national reporting and to enhance our ability to
contribute to national data initiatives.

Data Analysis

This report presents maternal and infant data primarily for births that occurred during the fiscal year
2009-2010 (April 1, 2009-March 31, 2010); however, selected indicators are presented for a time period
of five fiscal years, from April 1, 2005—March 31, 2006 to April 1, 2009-March 31, 2010. A 5-year dataset
was extracted from the Niday Perinatal Database in September 2010. Only hospital births to residents of
Ontario were included in the dataset (records in the Niday Database for home births and for births in
Ontario hospitals to women from other Canadian provinces/territories or from other countries were
excluded). Hospital births attended by midwives are included in these analyses. Information on home
births attended by midwives was provided by the Ontario Midwifery Program and is included in this
report, but presented separately (see Figure 1.7).

The majority of the information in this report is analyzed by LHIN of birth. When hospitals enter maternal-
newborn data into the Niday Perinatal Database, records are automatically assigned to a LHIN based on
the location of the hospital. A few figures in Chapter 1 of this report also present data based on LHIN of
maternal residence. The process for assigning LHIN of maternal residence is based on the methodology
developed by the Ontario Ministry of Health and Long-Term Care, whereby residential postal code
information is merged to the July 2009 Postal Code Conversion File and subsequently to the LHIN Version
11 correspondence file. A manual process of assigning records to a LHIN of maternal residence is carried
out, where possible, if the postal code is invalid or unknown using other data fields.

This report presents descriptive statistics, predominantly proportions. No statistical tests have been
conducted on these data; therefore, differences in estimates across subgroups, or over time are not
necessarily statistically significant and should be interpreted cautiously.

In order to quantify the precision of the point estimates (i.e., proportions) for indicators that are
presented over a five-year period, 95% confidence intervals were calculated. The 95% confidence interval
can be defined as a range that contains the true value of the point estimate 95% of the time.® The width of
the 95% confidence interval conveys important information about the variability of the point estimate —
the narrower the confidence interval, the less variability and the greater the precision of the estimate. To
a certain extent, the 95% confidence interval can provide useful information for comparing two rates. A
very clear description of this application in the context of perinatal data can be found in Appendix B of the
Canadian Perinatal Health Report, 2008 Edition.* Nevertheless, it is important to be mindful that the
BORN-Niday Perinatal Database has been evolving rapidly in recent years, and temporal changes in
some estimates over the 2005-2006 to the 2009-2010 time period may be related to changes in the
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number of hospitals that contributed birth records to the database or the completeness of data
collection over this five-year period.

Every effort has been made to present data with enough detail to be meaningful, while upholding BORN’s
responsibility to protect the confidentiality of individual mothers, infants, care providers, and health care
facilities. For this report, information is presented in aggregate form. Where aggregate information was
based on five or fewer records, the information was either excluded from the report or was aggregated at
a higher level.

Records that were missing information for a particular indicator were excluded from analyses of that
indicator. As a result, the effective denominator size used for analysis occasionally varied across graphs.
Footnotes have been added to the figures to alert the reader when more than 10% but less than 30% of
records for a particular estimate were missing information. Due to validity concerns, we excluded
estimates for which 230% of records were missing information for that indicator. Footnotes have also
been added where needed to clarify other aspects of data quality.

Data Presentation

Most of the data in this report are presented using bar graphs and line graphs. When reviewing each
figure, it is important to be cognizant of the scale (i.e., the y-axis) and the denominator, as both of these
parameters will vary from graph to graph depending on the indicator being presented. At the bottom of
each figure, a definition of the indicator, including information on the numerator and denominator, is
provided. Additionally, data tables and data labels have been used in all graphs for clarity.

Throughout the report, many of the indicators have been presented by LHIN of birth. These graphs
present the estimate(s) for each LHIN, and for comparison purposes also present the LHIN region as a
whole, and the overall estimate for the province of Ontario.

Data Quality

In 2009, a quality audit of the BORN—Niday Perinatal Database was completed. In this audit, information
from the patient record was re-abstracted in order to assess concordance (accuracy and completeness)
between the data in the database and the original maternal and infant charts. An additional component of
this audit was to survey database stakeholders to learn more about site-specific data collection and entry
processes, report generation capability and overall usefulness of the database. A manuscript from this
project has been accepted for publication in a scientific journal.” Results from the full report are available
by contacting BORN Ontario.

BORN Ontario also performs ongoing data quality checks. At quarterly and annual intervals, data are
downloaded and compiled into standardized data quality reports. This process requires each hospital to
verify the number of births per month, address data elements with greater than 5% missing data, and
respond to individual records that appear to contain logic conflicts. These ongoing activities, as well as the
results of the 2009 Niday Perinatal Database data quality audit, are used to improve the system and help
sites collect and enter data more efficiently. For example, more logic and verification rules that question
conflicts when data are entered have been added and the number of mandatory data fields has been
increased. To further enhance data quality and consistency, a data normalization exercise has been
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undertaken as part of the build of the new BORN database to reduce duplication of data collection among
the partners.
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CHAPTER 1 PROFILE OF ERIE ST CLAIR AND SOUTH WEST LHIN
REGION AND OBSTETRICAL POPULATION

Introduction

The Erie St. Clair and South West (ESC-SW) Region includes two Local Health Integration Networks (LHINs).
The Erie St. Clair LHIN (LHIN 1) serves the regions of Chatham-Kent, Sarnia/Lambton and Windsor/Essex
and covers a land area of 7,323.70 square km. The South West LHIN (LHIN 2)*is comprised of the City
London, St. Thomas, Stratford and Owen Sound. LHIN 2 covers a large portion of south western Ontario
from Lake Erie to the Bruce Peninsula, an area of 20,903.51 square km. This includes Bruce, Elgin, Grey*,
Huron, Middlesex, Norfolk*, Oxford and Perth counties. Together these two LHINs include an estimated
population of over 1.5 million. Within the South West LHIN approximately 69% of the population is
classified as urban and 31% is rural.

* Approximately 5% of Grey County is in the Waterloo Wellington LHIN and 79% of the Norfolk portion of Haldimand-Norfolk County is in the
Hamilton Niagara Haldimand Brant LHIN.

LHIN Number LHIN Name Population
1 Erie St. Clair 630,195
2 South West 901,123

1&2 ESC-SW REGION 1,531,318

Sources: Statistics Canada. 2007.Waterloo Wellington Health Integration Network, Ontario (Code3501) (table). 2006
Community Profiles. 2006 Census. Statistics Canada Catalogue no. 92-591-XWE. Ottawa. Released March 13, 2007 [cited
17 Jun 2011]. Available from: http.//www12.statcan.ca/census-recensement/2006/dp-pd/prof/92-
591/index.cfm?Lang=E.

Statistics Canada. 2007. Hamilton Niagara Haldimand Brant Health Integration Network, Ontario (Code3502) (table).
2006Community Profiles. 2006 Census. Statistics Canada Catalogue no. 92-591-XWE. Ottawa. Released March 13, 2007
[cited 17 Jun 2011]. Available from: http://www12.statcan.ca/census-recensement/2006/dp-pd/prof/92-
591/index.cfm?Lang=E.

In the fiscal year 2009-2010, the region had 17 hospital sites providing obstetric and newborn care
services: one tertiary care site, one large modified Level Ill hospital, six Level Il community hospitals and
nine Level | facilities. Births in the Level Il hospitals ranged from about 750 to more than 2,500 and in
Level | hospitals ranged from less than 100 to about 600 (see APPENDIX C for a complete list of all hospital
sites).

In 2009, the South Western Ontario Maternal, Newborn, Child and Youth Network (MNCYN)? was formed
with the purpose to enable the consistent delivery of safe, quality maternal, newborn, child and youth
care across LHINs 1 & 2. This Network brought together the former Southwestern Ontario Perinatal
Partnership (SWOPP) which included the Perinatal Outreach Program, and the Southwestern Regional
Paediatric Network (RPN).

I ——
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The MNCYN is seen as adding significant value through its ability to:

= provide better health outcomes through systematic improvements in health promotion, illness and injury
prevention, acute and follow-up care and patient safety

= provide better operational management through improved asset management within the organization and
across the region resulting in greater return on investment

= provide better systems integration through improved communication, program planning, and support resulting
in greater coordination across the region

= enhance learning and growth by promoting and advocating for a consistent standard of care throughout the
region

Local Health
Integration Networks

North West
North East

North Simcoe Muskcka

\ South East
\ Central East

Eri St. Clair ‘} Central
| \\ Taronto Central

Mississauga Halton
\ Hamilton Niagara Haldimand Brant
\ Watzrloo Wellington

South West

Central West

Source: Cancer Care Ontario: Insight on Cancer. News and Information on Breast Cancer and Screening in Ontario.
Toronto: Canadian Cancer Society (Ontario Division), October, 2007 [accessed 28 Mar 2011]. Available from:
http://www.cancercare.on.ca/common/pages/UserFile.aspx?fileld=13832.

This report presents data for Ontario residents who gave birth in a hospital in either the Erie St. Clair LHIN
or South West LHIN. The hospital sites whose data are included in this report can be found in ApPENDIX C.
Women who resided in the ESC-SW LHIN Region and gave birth at home under the care of a midwife are
presented separately within this report (see Figure 1.7).

The first set of figures in this chapter portrays the distribution of births across the region. Although the
majority of women in the ESC-SW Region give birth in the LHIN in which they reside, there is some
mobility across LHIN boundaries. Clinical reasons prompt some of this movement, as some women will
need to travel in order to access specialized care, but the reasons why women travel to give birth cannot
always be determined from the data available within the BORN—Niday Perinatal Database. Geographical
proximity to a hospital in a neighbouring LHIN, access to care providers, change of residence during
pregnancy and seeking care near to one’s workplace rather than one’s residence may all contribute to
these patterns. Awareness of these patterns is essential for health services planning to ensure that the
health care system supports appropriate continuity of care for mothers and babies when they return to
their home communities, and to ensure that adequate levels of service are available as close to home as
possible.

. ____________________________________________________________________________________________________________________________________________________|]
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Figure 1.1 Number of women who gave birth, by LHIN of birth and fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2005—-2006 to 2009-2010

Local Health Integration Network (LHIN) based on hospital of birth

Definition of indicator ~ The number of Ontario women who gave birth in a hospital in the Erie St. Clair and South West (ESC-SW)
LHIN Region in 2005—-2006 to 2009-2010.

Notes: 1. The total number of women who gave birth in a ESC-SW hospital by fiscal year was: 2005—2006:
15,128; 2006—-2007: 14,910, 2007-2008: 16,519, 2008-2009: 16,377; 2009-2010: 16,018.

®=  The number of women who gave birth in a hospital in the Erie St. Clair and South West LHIN Region in
2009-2010 was 16,018. This represents 11.8% of the total number of Ontario women who gave birth
in an Ontario hospital in 2009-2010 (136,223).

= Between 2005-2006 and 2009-2010, the total number of women who gave birth in a hospital in the
Erie St. Clair and South West LHIN Region recorded in the database increased by 5.9% from 15,128 to
16,018. Some of this increase may represent expansion of data collection activities for the Niday
Perinatal Database in the region over this five fiscal year period.
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Figure 1.2 Number of women who gave birth, by LHIN of maternal residence and fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Local Health Integration Network (LHIN) based on maternal residence

Definition of indicator ~ The number of women residing in each LHIN in the Erie St. Clair and South West (ESC-SW) LHIN Region
who gave birth in hospital in 2005-2006 to 2009-2010.

Notes: 1. The total number of women who resided in the ESC-SW Region and gave birth in hospital by fiscal
year was: 2005-2006: 14,995; 2006-2007: 14,764, 2007-2008: 16,511, 2008-2009: 16,458; 2009-
2010: 16,177.

2. A small number of women in each fiscal year who gave birth in a ESC-SW hospital, but could not be
mapped to a LHIN of maternal residence were excluded. It is possible that some of these women
were residents of the region.

3. The numbers presented in this graph may differ from previous reports using the Niday Perinatal
Database as a result of updates and modifications to the database or the methodology of assigning
postal codes to LHIN of maternal residence.

®  The number of women who resided in the ESC-SW Region and gave birth in 2009-2010 was 16,177.
This represents 11.9% of the total number of Ontario women who gave birth in an Ontario hospital in
2009-2010 (136,223).

®  The total number of ESC-SW residents with a hospital birth recorded in the database increased by
7.9% from 14,995 in 2005-2006 to 16,177 in 2009-2010. Some of this increase may represent
expansion of data collection activities for the Niday Perinatal Database in the region over this five
fiscal year period.

|
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Figure 1.3 Number of total births, by LHIN of birth and fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Local Health Integration Network (LHIN) based on hospital of birth

Definition of indicator ~ The number of total births (live births and stillbirths) to Ontario women in a hospital in the Erie St. Clair
and South West (ESC-SW) LHIN Region in 2005-2006 to 2009-2010.

Notes: 1. The number of total births in a ESC-SW Region hospital by fiscal year was: 2005-2006: 15,410;
2006-2007: 15,184, 2007-2008: 16,781, 2008—2009: 16,662; 2009—-2010: 16,294.

®  The number of total births (live births and stillbirths) in a hospital in the ESC-SW Region in 2009-2010
was 16,294. This represents 11.7% of the total number of hospital births in Ontario in 2009-2010
(138,775).

= Between 2005-2006 and 2009-2010, the number of total births in a hospital in the ESC-SW Region
recorded in the database increased by 5.7% from 15,410 to 16,294. Some of this increase may
represent expansion of data collection activities for the Niday Perinatal Database in the region over
this five fiscal year period.

= The number of total births at each hospital site in the Erie St. Clair and South West LHIN Region can be
found in ApPENDIX C.

|
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Figure 1.4 Number of total births, by LHIN of maternal residence and fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Local Health Integration Network (LHIN) based on maternal residence

Definition of indicator ~ The number of total hospital births (live births and stillbirths) to residents of each LHIN in the Erie St.
Clair and South West (ESC-SW) LHIN Region in 2005-2006 to 2009-2010.

Notes: 1. The number of total hospital births to women who resided in the ESC-SW Region by fiscal year was:
2005-2006: 15,267; 2006-2007: 15,032, 2007-2008: 16,777; 2008-2009: 16,738; 2009-2010:
16,442.

2. A small number of births in each fiscal year were excluded because they occurred in a ESC-SW
hospital, but could not be mapped to a LHIN of maternal residence. It is possible that some of these
births were to residents of the region.

3. The numbers presented in this graph may differ from previous reports using the Niday Perinatal
Database as a result of updates and modifications to the database or the methodology of assigning
postal codes to LHIN of maternal residence.

= The number of total hospital births to women who resided in the ESC-SW Region in 2009-2010 was
16,442. This represents 11.8% of the number of total hospital births in Ontario in 2009-2010
(138,775).

=  The number of total hospital births to ESC-SW residents recorded in the database increased by 7.7%
from 15,267 in 2005-2006 to 16,442 in 2009-2010. Some of this increase may represent expansion of
data collection activities for the Niday Perinatal Database in the region over this five fiscal year period.

|
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Figure 1.5 Proportion of women who had a hospital birth in their LHIN of residence, by LHIN of

birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Definition of indicator ~ The number of women who resided in the LHIN in which they gave birth, expressed as a percentage of
the total number of women who gave birth in a hospital in the Erie St. Clair and South West (ESC-SW)
LHIN Region in 2009-2010.

= Among the women who gave birth in a hospital in the ESC-SW LHIN Region in 2009-2010, almost all
(95.9%) were residents of the LHIN in which they gave birth. Across Ontario, 84.5% of women reside in
the LHIN where they give birth.

|
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Figure 1.6 Proportion of women who had a hospital birth in their LHIN of residence, by LHIN of
maternal residence
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Definition of indicator  The distribution of LHIN of birth (birth occurs in the LHIN in which they reside, in another LHIN in the Erie
St. Clair and South West LHIN Region, or in another Ontario LHIN outside the Erie St. Clair and South
West LHIN Region), expressed as a percentage of the total number of residents in the Erie St. Clair and
South West (ESC-SW) LHIN Region who had a hospital birth in 2009-2010.

Notes: 1. Women who gave birth in a ESC-SW hospital and had incomplete address information or no fixed
residential address were excluded from the figure.

=  Among the women who resided in the ESC-SW LHIN Region and gave birth in 2009-2010, the
proportion who delivered in a hospital in the same LHIN as they resided was 95% in each of the two
LHINs.
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Choice of birthplace

Choice of birthplace is a key component of the model of midwifery care in Ontario — midwives are
expected to provide intrapartum care in both the home and the hospital setting, and to support women’s
choices. Prenatally, midwives provide each woman with sufficient information in order for her to make an
informed decision about where she will plan to give birth. This decision typically involves consideration of
any risk factors present in the pregnancy; the distance between the woman’s home and the nearest
hospital(s), and the level of obstetrical services available; research evidence regarding the benefits and
risks of home and hospital birth; and the woman’s own preferences. The College of Midwives of Ontario
has established standards which indicate specific circumstances in which a hospital birth should be
planned (e.g., multiple birth, breech, preterm labour, and gestational age of more than 43 completed
weeks).* The College’s standards also identify situations in which consultation with or transfer of care to a
physician is necessary, which frequently leads to a plan for a hospital birth.’

Two Canadian studies have demonstrated that planned home birth is associated with good maternal and
neonatal outcomes when midwives are integrated into the health system with good access to emergency
services.®” The integration of midwives within the health care system, good communication between all
maternity care providers, and supportive relationships with the hospital teams that provide essential care
when serious complications arise, all help to ensure that mothers and babies receive the best possible
care.
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Figure 1.7 Number of women in midwifery care that gave birth at home, by LHIN of maternal
residence
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Data source Ontario Midwifery Program Maternal-Newborn Health Reporting System (Ontario Ministry of Health
and Long-Term Care), 2009-2010
Local Health Integration Network (LHIN) based on maternal residence

Definition of indicator ~ The number of women residing in the Erie St. Clair and South West (ESC-SW) LHIN Region who gave birth
at home in 2009-2010 under the care of a midwife.
Notes: 1. The numbers presented are reflective of the number of babies born between April 1, 2009 and
March 31, 2010.

=  The number of women who gave birth at home under the care of a midwife in the Erie St. Clair and
South West LHIN Region in 2009—2010 was 352. This represents 2.1% of the total births to residents
of the region (352 out of 16,442 hospital births + 352 home births) and 13.0% of the total number of
home births under the care of a midwife in Ontario in 2009-2010 (352 out of 2,711). Note that the
Ontario total includes 34 records that could not be mapped to a LHIN of residence (either due to
missing or invalid postal code information). It is possible that some of these records were for residents
of the region.

= Across the ESC-SW Region, the median maternal age of women who gave birth at home under
midwifery care in 2009-2010 was 29 years, 19.9% of women were pregnant for the first time (i.e.,
gravida=1) and 2.6% of women smoked during their pregnancy.

= The median gestational age at birth of babies born at home under midwifery care in 2009-2010 was
40 weeks in the SEC Region. Median birth weight was 3,600 grams. A high proportion of babies were
being exclusively breastfed at three days following birth (92.0%).
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Maternal Age

Teen Pregnancy and Birth

Although the proportion of live births to teenage mothers decreased in Canada between 1995 and 2004,%

Canada’s teenage birth rate is six times higher than that of Japan and Switzerland and more than twice
that of Sweden and Finland.’ According to Statistics Canada, in 2007, the proportion of live births to
mothers 10-19 years of age was 4.2% in Canada and 3.4% in Ontario.™

Inadequate prenatal care, physical and sexual abuse, increased likelihood of social deprivation, drug use
and smoking,'* poor nutrition resulting in poor maternal weight gain and anemia'**? and premature
termination of education®*® are all factors that place teen mothers and their infants at greater risk for
preterm and/or low birth weight,'>** and increased perinatal mortality.****™® Teen mothers, particularly
those with limited social support, are more likely to experience postpartum depression,’’” and they are
less likely to breastfeed.®

Advanced Maternal Age

Increasingly, women are delaying childbearing — in Canada, the proportion of live births to older mothers
(>35 years of age) steadily increased between 1995 and 2004.' In 2007, the proportion of live births to
mothers 35-49 years of age was 18.0% in Canada and 21.2% in Ontario.™ This trend is important because
of the association between higher maternal age and increased maternal morbidity (including gestational
hypertension and diabetes), cesarean delivery, multiple gestation pregnancy and adverse pregnancy
outcomes (including chromosomal abnormalities, miscarriage, low birth weight, small for gestational age,
preterm birth, perinatal mortality and serious neonatal morbidity).*> Health care providers and public
education campaigns should inform all women of child-bearing age of the potential risks of advanced
maternal age as a means to support informed decisions about the timing of child bearing.?

Despite the higher risk of perinatal morbidity and mortality with increased maternal age, older first-time
mothers often have a higher level of education and socioeconomic status, seek prenatal care earlier and
receive good quality maternity care.” Since higher socioeconomic status is associated with a lower
prevalence of risk factors such as pre-pregnancy obesity and smoking during pregnancy,” older women,
especially those who have no chronic conditions, generally have healthy pregnancies and healthy babies.?
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Figure 1.8 Distribution of maternal age, by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Definition of indicator  The distribution of categories of maternal age in years at the time of birth, expressed as a percentage of
the total number of women who had a live birth or stillbirth (in a given place and time).

"  61.3% of women who gave birth in the ESC-SW LHIN Region in 2009-2010 were between the ages of
25 and 34 years.

® The proportion of births to teenage women (less than 20 years of age) in 2009—-2010 was 6.0% in Erie
St. Clair LHIN and 4.9% in South West LHIN.

®  The proportion of births to women 35 years of age and over in 2009-2010 in the ESC-SW LHIN Region
was 15.0%, lower than the overall background proportion of 21.4% in Ontario. The proportion of
births to women who were 235 years in Erie St. Clair (15.6%) was similar to South West LHIN (14.6%).
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Figure 1.9 Proportion of women who were <20 years at delivery, by fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010

s ™y
7
5.7
6 5.4 -3 55
5.3
5
g
E
(=]
ES 4
5
£
EI 3
o
o
2
1
0
2005-06 2006-07 2007-08 2008-09 2009-10
Fiscal year
e vy
Data source BORN Ontario (Niday Perinatal Database), 2005—-2006 to 2009-2010

Local Health Integration Network (LHIN) based on hospital of birth

Definition of indicator ~ The number of women <20 years of age who gave birth, expressed as a percentage of the total number
of women who had a live birth or stillbirth (in a given place and time).

®=  The proportion of women who gave birth in the ESC-SW LHIN Region who were <20 years of age
remained fairly constant between 2005-2006 and 2009-2010. In 2009-2010, 5.3% (95% Cl: 5.0-5.7)
of women who gave birth were under the age of 20 years.

= Comparisons across years should be interpreted with caution due to expansion of data collection
activities for the Niday Perinatal Database in the ESC-SW LHIN Region over this five fiscal year period.
The rate for 2009-2010 is likely to represent the most accurate estimate since data capture for the
population was more complete than earlier years.
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Figure 1.10 Proportion of women who were >35 years at delivery, by fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2005—-2006 to 2009-2010

Local Health Integration Network (LHIN) based on hospital of birth

Definition of indicator ~ The number of women >35 years of age who gave birth, expressed as a percentage of the total number
of women who had a live birth or stillbirth (in a given place and time).

= Between 2005-2006 and 2009-2010, the proportion of women giving birth in the ESC-SW Region who
were >35 years of age remained fairly constant. In 2009-2010, 15.0% (95% Cl: 14.4-15.5) of women
who gave birth were >35 years.

= Comparisons across years should be interpreted with caution due to expansion of data collection
activities for the Niday Perinatal Database in the ESC-SW LHIN Region over this five fiscal year period.
The rate for 2009-2010 is likely to represent the most accurate estimate since data capture for the
population was more complete than earlier years.
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Figure 1.11 Distribution of parity, by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
100
80
|
o
E
o
= a0
g
g
t
L)
b 40
o
o
20
0
Erie St Clair South West ESC-5W Region ONTARID
mE2 25.7 24.3 24.8 20.6
1 34.4 33.1 33.6 35.2
u 39.9 42.6 41.6 44.1
L LHIN of birth
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Local Health Integration Network (LHIN) based on hospital of birth

Definition of indicator  The distribution of parity, expressed as a percentage of the total number of women who had a live birth
or stillbirth (in a given place and time). For this report, parity is defined as the number of previous live
births or stillbirths (0, 1, >2), not including the current pregnancy.

= 41.6% of the women who gave birth in the ESC-SW LHIN Region in 2009-2010 were first-time mothers
(i.e., parity = 0), slightly lower than the background rate for the province (44.1%).
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Figure 1.12 Proportion of women who were 235 years and nulliparous at delivery, by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Local Health Integration Network (LHIN) based on hospital of birth

Definition of indicator ~ The number of deliveries to women who were nulliparous (parity=0), expressed as a percentage of the
total number of women who were 235 years of age at delivery and who had a live birth or stillbirth (in a
given place and time).

® The proportion of women 35 years of age or older who were nulliparous (i.e., parity = 0) at the time of
delivery was 23.4% across the ESC-SW LHIN Region. For Ontario as a whole, 27.7% of women 35 years
of age or older who gave birth in 2009-2010 were nulliparous.

|
BORN Ontario Perinatal Health Report 2009-2010 — Erie St. Clair and South West (ESC-SW) LHIN Region 34



Figure 1.13 Proportion of women who were 235 years and nulliparous at delivery, by fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2005-2006 to 2009-2010

Local Health Integration Network (LHIN) based on hospital of birth

Definition of indicator ~ The number of deliveries to women who were nulliparous (parity=0), expressed as a percentage of the
total number of women who were 235 years of age at delivery and who had a live birth or stillbirth (in a
given place and time).

= Between 2005-2006 and 2009-2010, the proportion of women 35 years of age or older in the ESC-SW
Region who were nulliparous (i.e., parity = 0) at the time they gave birth remained quite stable. In
2009-2010, 23.4% (95% Cl: 21.7-25.1) of women =35 years who gave birth were nulliparous.

= Comparisons across years should be interpreted with caution due to expansion of data collection
activities for the Niday Perinatal Database in the ESC-SW LHIN Region over this five fiscal year period.
The rate for 2009-2010 is likely to represent the most accurate estimate since data capture for the
population was more complete than earlier years.
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CHAPTER 2 PREGNANCY

Maternal and fetal health during pregnancy are influenced by many factors that include maternal health
status prior to pregnancy, health care received during pregnancy, maternal behaviours during pregnancy
(such as diet, exercise and substance use), and medical conditions that arise during pregnancy. Prenatal
care aims to optimize perinatal outcomes by identifying potential risks and mitigating them through the
appropriate treatment of medical conditions and through the provision of education and support to
encourage risk reduction. Despite debate about the ideal frequency and timing of prenatal visits,” there is
general agreement that it is optimal for women to begin prenatal care early in pregnancy.! While the vast
majority of women across Canada initiate prenatal care during the first trimester, younger women (15-19
years), women with less than a high school education, and women living in a household at or below the
low income cut-off are less likely to do so.?

Pre-pregnancy (i.e., non-gestational) diabetes and chronic hypertension are two pre-existing maternal
medical conditions that are particularly relevant, due to their association with adverse perinatal
outcomes. Diabetes prior to pregnancy is associated with a higher risk of birth defects,* perinatal and
infant mortality,” as well as fetal macrosomia.> Chronic hypertension is associated with both increased
maternal morbidity (such as preeclampsia, gestational diabetes and placental abruption)® as well as
increased risk of small for gestational age at birth’ and perinatal mortality.® Many women who have
medical conditions such as these require additional evaluation and treatment during pregnancy.
Information on pre-existing maternal medical conditions has been collected by the BORN—Niday Perinatal
Database since 2005 and is reported in this chapter. A complete list of conditions captured in the
database can be found in ApPENDIX D.

Similarly, women who develop obstetrical complications during the course of their pregnancy also require
enhanced assessment and treatment to manage the complications. Obstetrical complications during
pregnancy have been captured by the database since 2005 (see AprpPenDIX E for a complete list). This
consists of several of the most common obstetrical complications associated with adverse outcomes
including gestational diabetes, gestational hypertensive disorders, placental conditions (placenta previa
and placental abruption), preterm rupture of membranes, as well as fetal growth concerns.

In the last few years, outcomes associated with assisted human reproduction (AHR) have received
considerable attention in both mainstream and obstetric literature. Ovulation induction, in vitro
fertilization, intracytoplasmic sperm injection and frozen embryo transfer are increasingly used in Canada
to achieve pregnancy. In 2007, the number of births (live births and stillbirths) following a pregnancy
achieved by AHR was at least 4,499,° which represents approximately 1.2% of the total births in Canada
for that year.”® Pregnancies conceived by AHR have been shown to be more likely to be associated with
numerous adverse perinatal outcomes;**™ however, there remain unanswered questions with respect to
distinguishing the effect of AHR from the underlying infertility itself.**> One of the most important
consequences of AHR is multifetal pregnancy —in 2006, 43.1% of live births and stillbirths following AHR in
Canada were twins and 2.9% were triplets or higher order.*®
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Figure 2.1 Proportion of women who did not attend an antenatal visit with a health care provider
during the first trimester, by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth
Definition of The number of women who did not attend an antenatal visit with a health care provider during the first
indicator trimester, expressed as a percentage of the total number of women who had a live birth or stillbirth (in

a given place and time).

* Between 10% and 30% of records had missing information and were excluded from the calculation of these estimates.

= |n 2009-2010, the proportion of women who did not attend a first trimester prenatal care visit was
19.0% in Erie St. Clair and 10.6% in South West. In these LHINs, the proportion of records missing this
information was 4.3% and 22.8% respectively. For the province of Ontario overall, 14.1% of women
did not attend a first trimester prenatal care visit (21.3% missing).

®  These results should be interpreted with caution because of the high proportion of records with
missing data in South West LHIN and for the province as a whole. It is unclear whether the actual
proportions of women who did not receive first trimester prenatal care in these areas are higher or
lower than indicated here.
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Figure 2.2 Proportion of women with pre-existing health conditions, by fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2005-2006 to 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth
Definition of The number of women with one or more pre-existing health conditions, expressed as a percentage of
indicator the total number of women who had a live birth or stillbirth (in a given place and time).

* Between 10% and 30% of records had missing information and were excluded from the calculation of these estimates.

Notes: 1. A complete list of the pre-existing maternal health condition categories collected by the database
can be found in AppenpIx D.

® |n 2009-2010, the most common pre-existing conditions were drug and substance use (20.6%), other
(16.6%), chronic disease (e.g., asthma, hypertension, diabetes and heart disease — 12.4%) and
psychiatric disorders/mental illness (11.2%).

® The proportion of women with one or more pre-existing health conditions fluctuated from 41.4%
(95% Cl: 40.6—42.2) in 2005-2006 to a low of 32.1% (95% Cl: 31.3-32.9) in 2006—2007 and thereafter
rose to 37.9% (95% Cl: 37.2—-38.7) in 2009-2010.

= |n 2007-2008 and 2009-2010, the proportion of records missing this information was 11.7% and
8.4%, respectively. Comparisons across years should be interpreted with caution due to expansion of
data collection activities for the Niday Perinatal Database over this five fiscal year period. The rate for
2009-2010 is likely to reflect the most accurate estimate since the data capture for the population
was more complete than in the earlier years.

" The proportion of women coded in the database as having drug or substance use as a pre-existing
complication is high compared with other areas of the province. It is unknown whether this is truly the
prevalence of drug/substance use in the obstetrical population, or whether it may be due to
differences in interpretation of this database code. This should be explored further.
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Figure 2.3 Proportion of women with obstetrical complications during pregnancy, by fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2005-2006 to 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth
Definition of The number of women with one or more obstetrical complications during pregnancy, expressed as a
indicator percentage of the total number of women who had a live birth or stillbirth (in a given place and time).
Notes: 1. A complete list of the obstetrical complication categories collected by the database can be found in

APPENDIX E.

® In 2009-2010, the most common obstetrical complications were other (15.0%), premature rupture of
membranes (PROM — 9.6%), large for gestational age (6.4%), gestational diabetes (4.6%) and
hypertension (gestational or transient — 4.2%).

"= The proportion of women with one or more obstetrical complications during pregnancy decreased
from 34.2% (95% Cl: 33.5-35.0) in 2005-2006 to 31.4% (95% Cl: 30.6—32.1) in 2006—2007, and
thereafter rose to 39.9% (95% Cl: 39.1-40.7) in 2009-2010.

= Comparisons across years should be interpreted with caution due to expansion of data collection
activities for the Niday Perinatal Database over this five fiscal year period. The rate for 2009-2010 is
likely to reflect the most accurate estimate since the data capture for the population was more
complete than in the earlier years.

. ____________________________________________________________________________________________________________________________________________________|]
BORN Ontario Perinatal Health Report 2009-2010 — Erie St. Clair and South West (ESC-SW) LHIN Region 40



Figure 2.4 Rate of assisted conception, by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2009-2010

Local Health Integration Network (LHIN) based on hospital of birth

Definition of The number of women who used reproductive assistance for the current pregnancy, expressed as a
indicator percentage of the total number of women who had a live birth or stillbirth (in a given place and time).

* Between 10% and 30% of records had missing information and were excluded from the calculation of these estimates.

Notes: 1. At the time of data entry, only one category for this variable can be selected from the following
options: intrauterine insemination, in-vitro fertilization, intracytoplasmic sperm injection, and
ovulation induction (for example, clomiphine citrate, injectable gonadotropins, GnRH pump and
bromociptine). Because there are no specific instructions currently in place with respect to which
code should take priority in the event that more than one type of reproductive assistance is used to
achieve the pregnancy, individual categories are not reported.

= OQverall, 2.6% of women who gave birth in the ESC-SW LHIN region in 2009-2010 had used some form
of reproductive assistance to achieve the current pregnancy.
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CHAPTER 3 MATERNITY HEALTH SERVICE ISSUES

Level of Care

Levels of care in Ontario hospitals are designated by the Ontario Ministry of Health and Long-Term Care.
These designations reflect the scope of medical services available at a particular hospital and the acuity
and complexity of patients cared for at that hospital. At the time this report was prepared, four levels of
care designation for maternal-newborn services existed within the Erie St. Clair and South West LHIN
Region (see summary below). A list of all hospitals and their corresponding level of care can be found in
APPENDIX F. In May 2011, recommendations regarding new maternal and newborn levels of care
designation were announced by the Provincial Council for Maternal Child Health (PCMCH). These will
likely phase in over the next several years and future reports will reflect these new designations.

Level of care \ Description
I Provide care for healthy mothers and infants >36 weeks’ gestation

Il Provide care for mothers and infants 232 weeks’ gestation

Modified Ill (M3)  Provide care for mothers and infants 229 weeks’ gestation without
additional high risk maternal or fetal conditions

[} Provide care for all high-risk pregnancies, including prematurity <32 weeks

The effective operation of distinct level of care designations (supported by a defined scope of services) is a
fundamental component of a regionalized neonatal-perinatal care system." Level of care designations are
beneficial for several reasons:

= They permit articulation and examination of standards that must be met for provision of specified
levels of care;

= They facilitate the transfer of patients from one facility to another through common
understanding of their relative capabilities and expectations;

= They help streamline planning and allocation of resources.
Appropriate Level of Care

Research examining the outcomes of babies born at or before 32 weeks’ gestation in Canadian hospitals
indicates that outcomes are better when these babies are born at a tertiary care center (i.e., a Level lll
hospital), even after adjusting for perinatal risk factors.? Specialist care, staffing levels, the equipment that
is available and the avoidance of stress caused by transport after birth have all been suggested as factors
that might contribute to this difference.’ Subsequent research has continued to demonstrate that very-
low-birth-weight babies have the best survival rates when they are born in hospitals with NICUs that
provide a high level of care and have a high patient volume.® While late preterm infants (born at 34-36
weeks’ gestation) have very low rates of morbidity and mortality compared with early preterm infants,
they are at increased risk for a wide range of complications including respiratory distress, temperature
instability, hypoglycemia, kernicterus, apnea, seizures and feeding problems when compared with infants
born at term.* Given the increased likelihood that late preterm babies will require NICU care, it is
generally recommended that births prior to 36 weeks occur in at least a Level Il hospital.
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Figure 3.1 Distribution of live births at each level of care, by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2009-2010

Local Health Integration Network (LHIN) based on hospital of birth

Definition of indicator ~ The distribution of live births at each level of care (Levels I, Il, I+, modified Ill [M3] and Level ),
expressed as a percentage of the total number of live births (in a given place and time).

Notes: 1. A complete list of Erie St. Clair and South West LHIN Region hospital sites and their corresponding
level of care can be found in AppENDIX F.
2. Level M3 refers to a Modified Level Ill. These hospital sites provide care to infants >29 weeks’
gestation.

= Across the Erie St. Clair and South West LHIN Region, 44.0% of live births took place in a Level lll or
modified Level lll hospital, followed by 46.0% in a Level Il hospital, and 10.1% in a Level | hospital.

= The distribution of live births at each level of care was quite different between the two LHINs of this
region, reflecting the type of hospitals available in each LHIN. In Erie St. Clair, 63.2% of live births took
place at a modified Level Ill hospital, 32.8% in a Level Il hospital and only 4.0% in a Level | hospital. In
South West LHIN, 54.0% of live births took place in a Level Il hospital, 32.3% in a Level Il hospital and
13.8% in a Level | hospital.

= The scope of services for each level of care designation defines the maximum level of acuity and
complexity of mothers and infants who can be cared for by that hospital. All hospitals care for
mothers and infants who are healthy (low risk) as well as those who are at the maximum level of
acuity and complexity according to their hospital’s level of care designation.
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Figure 3.2 Distribution of live births at each level of care, by gestational age at birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2009-2010

Local Health Integration Network (LHIN) based on hospital of birth

Definition of indicator  The distribution of live births at each level of care (Levels |, Il, modified Ill [M3] and Level Ill), expressed
as a percentage of the total number of live births (in a given place and time).

Notes: 1. Due to small numbers, a more detailed breakdown of gestational age groups cannot be presented
in this report. However, individual hospitals may access their own data for more in-depth
examination of gestational age in their live birth population.

= |n the Erie St. Clair and South West LHIN Region in 2009-2010, the proportion of live births that took
place in a Level lll or modified Level Il hospital was highest among those infants born at <35 weeks of
gestational age (70.3%) and decreased with increasing gestational age at birth to 42.3% in term live
births (237 weeks).

= There were a total of 510 live births <35 weeks — 86.3% of live births <27 weeks’ gestation (63 out of
73 live births) and 86.8% of live births 28—-31 weeks (118 out of 136 live births) were born in a Level llI
or modified Level Il hospital. Among live births at 32—-34 weeks’ gestation, 59.5% (179 out of 301 live
births) were born in a Level Il or modified Level Ill hospital (data not shown in figure).
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Figure 3.3 Distribution of live births 24-36 weeks at each level of care, by gestational age at birth
and fiscal year

Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010

Fiscal year Level of care Gestational age
24-34 weeks 35-36 weeks
(n=536) (n=737)
2005-06 M3/l 74.5 58.9
] 23.3 37.2
| 2.2 3.9
24-34 weeks 35-36 weeks
(n=562) (n=767)
2006-07 M3/l 74.7 56.7
] 23.5 36.9
| 1.8 6.4
24-34 weeks 35-36 weeks
(n=534) (n=855)
2007-08 Mm3/11 75.3 51.3
] 23.6 433
| 1.1 5.4
24-34 weeks 35-36 weeks
(n=562) (n=839)
2008-09 M3/l 72.4 53.4
Il 26.2 41.4
| 1.4 5.2
24-34 weeks 35-36 weeks
(n=510) (n=827)
2009-10 M3/l 70.4 57.3
] 28.4 38.1
| 1.2 4.6

Data source BORN Ontario (Niday Perinatal Database), 2005-2006 to 2009-2010

Local Health Integration Network (LHIN) based on hospital of birth

Definition of indicator  The distribution of live births at each level of care (Levels I, Il, I+ and Ill), expressed as a percentage of
the total number of live births (in a given place and time).

Notes: 1. Due to small numbers, a more detailed breakdown of gestational age groups cannot be presented
in this report. However, individual hospitals may request their own data for more in-depth
examination of gestational age in their live birth population.

= The proportion of live births between 24-31 weeks that were born in a Level Ill or modified Level llI
hospital, which is the optimal level of care for this gestational age, was quite stable between 2005
2006 and 2009-2010 (90.1%, 95% Cl: 84.9-93.9 and 88.8%, 95% Cl: 83.6—92.9, respectively [data not
shown in table — see Note 1 above]).

= Among infants 32-33 weeks of gestational age, the optimal level of care is Level Il or higher. In 2005-
2006, only 3.8% of live births took place in a Level | centre. Since that time, 1% or fewer live births
have been born in a Level | centre (data not shown in table — see Note 1 above).
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Maternal Inter-hospital Transfers

Maternal transfers between hospitals occur for both clinical reasons and reasons related to the availability
of hospital resources. Maternal transfers to a hospital that provides a higher level of care are usually
driven by concerns about maternal condition or the anticipated gestational age or condition of the
newborn at birth.”> Transfers in the opposite direction, from a hospital with a higher level of care
designation to one with a lower level, include transfers back to the original hospital of care once a high
risk situation has resolved as well as transfers of low-risk mothers in order to make beds available within a
high-risk centre for high risk mothers.” The availability of beds and human resources are often the reason
for maternal transfers between hospitals with similar levels of care.’

Decisions to transfer involve consideration of the clinical issues, the expertise and resources available at
both hospitals and travel conditions.® The availability of skilled accompaniment during transfer may also
influence this decision.” Given the evidence of improved outcomes for preterm babies born before 30-32
weeks when their mothers are transferred to a Level Il hospital prenatally,” it has been suggested that in
utero transfer should be a primary goal whenever the benefits of transfer outweigh the risks.’

Even when the clinical benefits of maternal transfer appear obvious, women may be hesitant to be
transferred to what is often a larger, unfamiliar hospital. This reluctance may be due to anxiety about
increased travel time, fear of invasive technology, and the potential family disruption and financial
burden.® The availability of affordable accommodation for parents anticipating a prolonged stay away
from their home community may address some of these concerns.” It has also been noted that care
providers should be attentive to the emotional needs of women who require maternal transfer.’
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Figure 3.4 Proportion of maternal inter-hospital transfers to a higher, equivalent or lower level of
care
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2009-2010

Local Health Integration Network (LHIN) based on hospital of birth

Definition of indicator ~ The number of maternal inter-hospital transfers to a higher, equivalent or lower level of care, expressed
as a percentage of the total number of women who were transferred to another hospital to give birth (in
a given place and time).

Notes: 1. Hospitals with no obstetrical services (NOS) do not have a level of care assigned. Fewer than 5
women were transferred from a NOS hospital in 2009—-2010. These records are excluded from this
analysis.

2. Women who were transferred from a hospital from outside the ESC-SW Region are excluded since
the information on level of care for the transferring hospital is not consistently available in the
database.

3. Planned home births are excluded from this figure.

® There were a total of 204 maternal inter-hospital transfers resulting in a delivery that occurred in a
Erie St. Clair or South West LHIN Region hospital in 2009-2010, of which 42 (20.6%) were from a
hospital outside of the ESC-SW LHIN Region and 23 (11.3%) were from a hospital with no obstetrical
services. The remaining 139 maternal transfers (68.1%) were between ESC-SW hospital sites.

= Among the 139 maternal inter-hospital transfers between hospital sites in the Erie St. Clair and South
West LHIN Region, 80.5% were transferred to a hospital with a higher level of care.
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composition of the obstetrical population), thus identifying the groups that make the greatest
contribution to the overall rate of cesarean delivery.*® Those groups that contribute most substantially to
the overall rate can then be examined more carefully.

By using core obstetrical information that is routinely collected and a system of classification that is
simple and easy to implement,* the Robson classification system can be used to facilitate comparisons
across time and clinical settings, since it accounts for the background composition of the obstetrical
population, which is likely to differ across time and place. This tool has recently been used to make
international comparisons in cesarean rates. In multicentre studies in Latin America (120 hospitals in eight
countries)®* and North America, Europe, Australia and New Zealand (nine hospitals in nine countries),*
the classification system was easily implemented across different countries, hospital sites and data
collection systems, suggesting it is a robust and useful tool for ongoing surveillance.*
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Figure 4.10 Rate of operative vaginal delivery, by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth
Definition of The number of women who had a vaginal delivery that was assisted by means of forceps and/or
indicator vacuum extraction, expressed as a percentage of the total number of women who had a vaginal

delivery (in a given place and time). For this analysis, both the overall rate of operative vaginal delivery
and the rate among women who met the definition for standardized nulliparous women are presented.
Standardized nulliparous women were defined as nulliparous women (i.e., parity = 0) with a singleton
live birth in cephalic presentation at term gestation (>37 weeks).

= Across the Erie St. Clair and South West LHIN Region in 2009-2010, the rate of operative vaginal
delivery was 10.7%, slightly lower than the background rate for Ontario (13.6%).

= Among those women with a vaginal birth meeting the definition for standardized nulliparous women,
the rates of operative vaginal delivery in the two LHINs were, on average, approximately 88% higher
than in the overall obstetrical population.
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Figure 4.11 Rate of operative vaginal delivery, by fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2005—-2006 to 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth

Definition of The number of women who had a vaginal delivery that was assisted by means of forceps and/or
indicator vacuum extraction, expressed as a percentage of the total number of women who had a vaginal

delivery (in a given place and time). For this analysis, both the overall rate of operative vaginal delivery
and the rate among women who met the definition for standardized nulliparous women are presented.
Standardized nulliparous women were defined as nulliparous women (i.e., parity = 0) with a singleton
live birth in cephalic presentation at term gestation (>37 weeks).

® The overall rate of operative vaginal delivery increased by 19% over this five-year period, going from
9.0% (95% Cl: 8.5-9.5) of women with a vaginal birth in 2005-2006 to 10.7% (95% Cl: 10.1-11.2) in
2009-2010.

= Among those meeting the definition for standardized nulliparous women, the rates of operative
vaginal delivery were higher than in the overall obstetrical population, and also increased across the
five fiscal years.

= Comparisons across years should be interpreted with caution due to expansion of the data collection
activities for the Niday Perinatal Database over this five fiscal year period. The rate for 2009-2010 is
likely to reflect the most accurate estimate since data capture in the population was more complete
than earlier years.
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Figure 4.12 Rate of cesarean delivery, by fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—-2006 to 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2005—2006 to 2009-2010

Local Health Integration Network (LHIN) based on hospital of birth

Definition of The number of cesarean deliveries, expressed as a percentage of the total number of women who had a
indicator live birth or stillbirth (in a given place and time).

® The rate of cesarean delivery in the Erie St. Clair and South West LHIN Region between 2005-2006
and 2009-2010 was very stable. In 2009-2010, 23.7% (95% Cl: 23.0-24.4) of women gave birth by
cesarean delivery.

= Comparisons across years should be interpreted with caution due to expansion of the data collection
activities for the Niday Perinatal Database over this five fiscal year period. The rate for 2009-2010 is
likely to reflect the most accurate estimate since data capture in the population was more complete
than earlier years.
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Figure 4.13 Rate of cesarean delivery, by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth
Definition of The number of cesarean deliveries, expressed as a percentage of the total number of women who had a
indicator live birth or stillbirth (in a given place and time).

= Across the Erie St. Clair and South West LHIN Region, the rate of cesarean delivery in 2009-2010 was
23.7%, lower than the provincial rate of 28.3%.

"  The rate of cesarean was 25.4% in Erie St. Clair LHIN and 22.7% in South West LHIN.

|
BORN Ontario Perinatal Health Report 2009-2010 — Erie St. Clair and South West (ESC-SW) LHIN Region 68



Figure 4.14 Rate of cesarean delivery, by hospital level of care
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth
Definition of The number of cesarean deliveries, expressed as a percentage of the total number of women who had a
indicator live birth or stillbirth (in a given place and time).

= The rate of cesarean showed some variation by the hospital level of care designation. The lowest rate
was among women who gave birth in a Level Il centre (21.2%), and the highest rate of cesarean was
among women who gave birth in a modified Level lll centre (27.6%).

= Within each level of care designation, the rate of cesarean delivery fluctuated between 2005-2006
and 2009-2010 with no clear trends within any given level of care (data not shown in figure).
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Group 5 (multiparous women who had at least one previous cesarean delivery, with a singleton in
cephalic presentation at greater than or equal to 37 weeks’ gestation) made the largest contribution
to the overall rate of cesarean delivery in 2009-2010. Although this group accounted for 10.3% of the
total obstetrical population (1,653/16,003), it had the largest absolute number of cesarean deliveries,
accounting for 29.4% of all cesarean deliveries (1,113/3,792). The relative size of this group of the
obstetric population showed little change between 2005-2006 and 2009-2010.

Group 2 (nulliparous women with a singleton in cephalic presentation at greater than or equal to 37
weeks’ gestation who have had induction of labour or no labour) made the next largest contribution
to the overall rate of cesarean delivery in 2009-2010. Group 2 contained 15.8% of the obstetric
population (2,523/16,003) and had the second largest absolute number of cesarean deliveries, which
accounted for 21.0% (797/3,792) of all cesarean deliveries. Group 2 differs from Group 1 only with
respect to course of labour (the latter experience spontaneous onset of labour). Nevertheless, the
rate of cesarean delivery in Group 2 is more than twice as high as the rate in Group 1 (31.6% versus
11.1%, respectively). The relative size of this group of the obstetric population showed little change
between 2005-2006 and 2009-2010.

Group 1 (nulliparous women with a singleton in cephalic presentation at greater than or equal to 37
weeks’ gestation who have spontaneous labour) made the third largest contribution to the overall
rate of cesarean delivery in 2009-2010. Group 1 contained 19.6% of the obstetric population
(3,140/16,003) and had the third largest absolute number of cesarean deliveries, which accounted for
9.2% (350/3,792) of all cesarean deliveries.

Together, the contribution of the three groups presented above (Robson Groups 1, 2 and 5)
accounted for 60% (59.9%) of the overall rate of cesarean, 45.7% of the total obstetrical population
and 59.6% of the total number of cesarean deliveries in 2009-2010.

In the Erie St. Clair and South West LHIN Region in 2009-2010, Robson Groups 1 and 3 (comprised of
women with a singleton in cephalic presentation at greater than or equal to 37 weeks’ gestation and
spontaneous labour who were nulliparous or multiparous, respectively) accounted for close to half of
the obstetric population (45.4%). These two groups comprise a similar relative size; however the rate
of cesarean in Group 1 (11.1%) is about 10 times higher than the rate in Group 3 (1.1%). This is
reflected in the contribution to the overall rate of cesarean — 2.2% in Group 1 and 0.3% in Group 3.

Robson Groups 6 through 9 represent subgroups of the obstetrical population with very high rates of
cesarean (range: 57.3% to 95.4% in 2009-2010); however, collectively, they make a relatively small
(20.3%) contribution to the overall rate of cesarean.

Between 2005-2006 and 2009-2010 in the Erie St. Clair and South West LHIN Region, there was a
small decrease in the complete capture of information for the component variables required for
assigning a Robson classification group. The relative size of the group of records with missing
information on one or more component variables was similar; however there was an increase in the
rate of cesarean among these records (from 30.3% to 80.6%) and in the contribution of this group to
the overall rate of cesarean (from 0.7% to 2.2%). This is a very important data quality issue that
affects the utility of the Robson classification, since the accuracy of the rates, relative sizes and
contribution of each group to the overall cesarean rate is adversely impacted by missing
information.
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Elective Repeat Cesarean Delivery

Although most women who have had a previous cesarean delivery are candidates for a trial of labour and
vaginal birth (vaginal birth after cesarean — VBAC) in a subsequent pregnancy,**** women may ultimately
undergo an elective repeat cesarean delivery for a number of reasons including medical or obstetrical
contraindication to vaginal delivery, health care provider or institution preference, and maternal
preference based on consideration of risks and benefits of VBAC versus elective repeat cesarean
delivery.*®

A 2009 study in the United States of 13,258 elective repeat cesarean deliveries of singletons at term
gestation found that more than one in three (35.8%) were performed at early term gestation (i.e., 37-38
weeks) and neonates delivered at 37 and 38 weeks had significantly higher rates of adverse neonatal
outcomes (such as respiratory complications and sepsis) compared with those delivered at 39 weeks.* In
a 2010 ltalian study of more than 13,329 elective repeat cesarean deliveries of term singletons, 72% were
performed at <39 weeks gestation.*® Significantly increased risk of respiratory morbidity was observed in
neonates born at 37 and 38 weeks compared with those born at 39 weeks.*

A recent evidence summary prepared for BORN Ontario based on clinical practice guidelines and original
research found that early term delivery (i.e., at 37 or 38 weeks) by elective repeat cesarean is consistently
associated with increased neonatal morbidity compared with delivery at 39 weeks, leading the authors of
the evidence summary to conclude that elective repeat cesarean deliveries should be delayed until 39
weeks’ gestation for low-risk women.*’

In the fiscal year 2010-2011, BORN Ontario worked with the Champlain Maternal Newborn Regional
Program to evaluate rates of elective repeat cesarean birth at term before 39 weeks in low-risk women
who were not in labour across the region as part of a pilot project. Because of the body of evidence to
support the need for reducing cesarean delivery before 39 weeks in this population, BORN will be
including an indicator for early term delivery (<39 weeks) among elective repeat cesarean deliveries at
term in low-risk women as part of a provincial maternal-child dashboard. While BORN recognizes there
are system, attitudinal, and resource issues associated with changing practice in this area, initiating a
process of regular monitoring and feedback regarding practices and outcomes is an important first step in
increasing awareness of the issue.
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Figure 4.16 Proportion of women with a cesarean delivery performed prior to 39 weeks’ gestation
among low-risk women having an elective repeat cesarean delivery at term, by LHIN of

birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Local Health Integration Network (LHIN) based on hospital of birth

Definition of The number of women with a cesarean delivery performed prior to 39 weeks of gestational age,

indicator expressed as a percentage of the total number of women having an elective repeat cesarean delivery at
term. Elective repeat cesarean delivery is defined as a cesarean delivery performed before the onset
of labour, and in the absence of medical or obstetrical indications for delivery among women with a
history of one or more previous cesarean deliveries. For this analysis, the definition included women
with a singleton live birth, between 37 and 42 weeks of gestational age, with no maternal medical
problems, no obstetrical complications and none of the following indications for the cesarean: cord
prolapse, fetal anomaly, intrauterine growth restriction/small for gestational age, large for gestational
age, non-reassuring fetal status, placenta previa, placental abruption, preeclampsia and preterm
rupture of membranes.

® In the Erie St. Clair and South West LHIN Region in 2009-2010, the proportion of elective repeat
cesarean deliveries at term gestation that were performed prior to 39 weeks was 42.9% (2.1% at 37
weeks and 40.8% at 38 weeks). A further 50.8% were performed at 39 weeks.

®  Across Ontario, 57.6% of elective repeat cesarean deliveries at term were performed before 39
weeks’ gestation.
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Figure 4.17 Rate of episiotomy or 3"/4%" degree perineal laceration, by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Definition of The number of women with an episiotomy or a 3 or 4™ degree perineal laceration, expressed as a
indicator percentage of the total number of women who had a vaginal birth (in a given place and time).

® |n 2009-2010, the rate of episiotomy was 22.0% in Erie St. Clair LHIN and 10.7% in South West LHIN.
The background provincial rate of episiotomy was 18.3%.

* |n 2009-2010, the rate of 3" or 4™ degree perineal laceration in women who had a vaginal birth was
1.8% in the Erie St. Clair and South West LHIN Region.

|
BORN Ontario Perinatal Health Report 2009-2010 — Erie St. Clair and South West (ESC-SW) LHIN Region 74



Figure 4.18 Rate of episiotomy or 3"/4%" degree perineal laceration, by fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Definition of The number of women with an episiotomy or a 3" or 4" degree perineal laceration, expressed as a
indicator percentage of the total number of women who had a vaginal birth (in a given place and time).

* Between 10% and 30% of records had missing information and were excluded from the calculation of these estimates.

"  The rate of episiotomy was 16.5% (95% Cl: 15.8-17.2) in 2005—2006 and decreased slightly to 14.9%
(95% Cl: 14.3-15.5) in 2009-2010.

* The rate of 3 or 4™ degree perineal laceration was very stable across the five fiscal years.

= Comparisons across years should be interpreted with caution due to expansion of the data collection
activities for the Niday Perinatal Database over this five fiscal year period. The rate for 2009-2010 is
likely to reflect the most accurate estimate since data capture in the population was more complete
than earlier years.
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Figure 4.19 Proportion of women with intrapartum complications, by fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2005-2006 to 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth
Definition of The number of women with one or more intrapartum complications, expressed as a percentage of the
indicator total number of women who had a live birth or stillbirth (in a given place and time).

* Between 10% and 30% of records had missing information and were excluded from the calculation of these estimates.

Notes: 1. A complete list of the intrapartum complication categories collected by the database can be found
in APPENDIX G.

® |n 2009-2010, the most common intrapartum complications were non-reassuring fetal status (21.1%),
non-progressive labour/lack of descent/dystocia (12.8%), meconium (12.4%) and other (4.9%).

® The proportion of women with one or more intrapartum complications increased from 36.2% (95% Cl:
35.4-37.0) in 2005-2006 to 45.4% (95% Cl: 44.6—46.2) in 2009-2010.

= |n 2007-2008, the proportion of records missing this information was 10.8%, decreasing to 2.3% in
2008-2009, and increasing to 6.7% in 2009-2010. Comparisons across years should be interpreted
with caution due to expansion of the data collection activities for the Niday Perinatal Database over
this five fiscal year period. The rate for 2009-2010 is likely to reflect the most accurate estimate since
data capture in the population was more complete than earlier years.
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Pain Management in Labour and Birth

The majority of women who give birth in Ontario use at least one form of pharmacological pain relief
during labour. Epidural anesthesia, narcotics, and nitrous oxide are common options. The choice between
these options may be influenced by the clinical situation, the availability of human resources and
equipment and by maternal and care provider preferences. Nitrous oxide may be unavailable in hospitals
where there is not an adequate scavenging system in place to safely remove residual gases from the
birthing room. Narcotics are widely available in hospitals but may be avoided in the latter part of labour
because they can cause respiratory depression in the newborn. In hospitals where access to
anesthesiology services is limited, rates of epidural use tend to be lower and rates of narcotic and nitrous
oxide use tend to be higher. Whenever possible, regional anesthesia (e.g., epidural or spinal) is used for
cesarean deliveries rather than general anesthetic in order to allow the mother to be awake for the birth
of her baby and prevent transfer of anesthetic agents to the fetus before birth.

The rate of epidural use has risen over the last decade in Canada. The proportion of vaginal births in which
epidural anesthesia was used rose from 45.4% in 2001-2002 to 55.2% in 2009-2010, and this rate is even
higher in Ontario.>®*° Epidurals are generally considered to be the most effective form of pharmacological
pain relief in labour, and the Canadian Maternity Experiences Survey found that a high proportion of
women who reported using a pain-management technique to cope with pain during labour rated spinal or
epidural as ‘very helpful’.** While epidurals are considered to be relatively safe, they are associated with a
variety of risks. Systematic reviews of the evidence show that epidurals are associated with lower rates of
spontaneous vaginal birth,*" higher rates of assisted vaginal birth,***? longer duration of labour,*™*
increased use of oxytocin augmentation,*® increased rate of serious perineal lacerations** and maternal
fever.**® There is evidence that epidurals are associated with a higher rate of persistent occiput-posterior
presentation at the time of birth but the causal nature of this relationship is debated.**** The association
between epidural use and cesarean delivery has also been a matter of debate. Although randomized trials
suggest there is no increase in the risk of cesarean when epidurals are compared to narcotics, these
studies were primarily conducted in settings where active management of labour using high-dose
oxytocin protocols was the standard of care.”® The limited data available suggest that the cesarean section
rate is increased when epidurals are used with low-dose oxytocin, as is the standard practice in many
North American settings.*®

While the majority of women use pharmacological pain relief at some point in labour, some women
prefer to delay or completely avoid the use of pharmacological pain relief. Evidence from randomized
controlled trials has shown that continuous support in labour reduces the use of pharmacological
management of pain, as well as being associated with higher satisfaction, shorter length of labour, and
increased rates of spontaneous vaginal birth.* The Canadian Maternity Experiences Survey found that
after spinal or epidural, the next most commonly used technique reported to be ‘very helpful’ was the use
of a bath or shower.* In order to meet the wide range of preferences of women giving birth, maternity
services should ideally be able to offer access to effective methods of both pharmacological and non-
pharmacological pain relief. In many instances, the respectful, caring attitude of health care providers and
the ability for a woman to feel an important part of the decision-making process contribute to her overall
sense of safety and well-being, which is a key part of the concept of ‘comfort’ in labour and birth.*®
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Figure 4.20 Rates of pharmacologic pain management among women who had a vaginal live birth,
by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010

g ™y
30
£
= £2.5
L]
= &0
T 54.8 54.2 54.4
g
=
Ls ]
=
L)
L
E 39.8
S 40
o
E 29.0
S .
5
— 22.6
z 19.8
= 20
a
o
o
a
Erie 5t Clair South West ESC-3W Region ONTARIO
® Regional anesthesia Other analgesia
\ LHIN of birth y,
Data source BORN Ontario (Niday Perinatal Database), 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth
Definition of The number of women who had regional anesthesia (epidural, spinal-epidural combination, spinal) or
indicator other analgesia (narcotics, nitrous oxide, pudendal) during labour or birth, expressed as a percentage of
the total number of women who had a vaginal live birth (in a given place and time).
Notes: 1.  Women may have received more than one type of pain management; therefore, the rates in this

figure are not mutually exclusive.

= Across the Erie St. Clair and South West LHIN Region, 54.4% of women who had a vaginal live birth
used some form of regional anesthesia (including epidural, spinal-epidural combination, spinal) for
pain management during labour or birth. This was very similar in both Erie St. Clair and South West
(54.8% and 54.2%, respectively). Across the province, 62.5% of women used regional anesthesia.

= 29.0% of women in the Erie St. Clair and South West LHIN Region used another form of analgesia for
pain management, including narcotics, nitrous oxide and pudendal. This rate was considerably higher
than the background provincial estimate of 19.8%, particularly in Erie St. Clair LHIN (39.8%).

= Qverall, 14.2% of women in the region with a vaginal live birth did not use any method of
pharmacological pain management. In Erie St. Clair and South West, 1.9% and 21.5% of women,
respectively, did not use any pharmacological pain management (data not shown in figure).
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Figure 4.21 Rates of pharmacologic pain management among women who had a vaginal live birth,
by fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009—-2010

g ™y
80
£
=
o
=
= 59.6 59.3
S e cis 56:1 54.4
=
o
L=
.‘E
2
=
E 40 35.1
= 31.9 32.0 P
i o 23.6 i 29.0
° % 5
g
=
E’ 20
o
[«
0
2005-06 2006-07 2007-08 2008-09 2009-10
—m— Regional anesthesia &— Other analgesia
Fiscal year
h vy
Data source BORN Ontario (Niday Perinatal Database), 2005-2006 to 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth
Definition of The number of women who had regional anesthesia (epidural, spinal-epidural combination, spinal) or
indicator other analgesia (narcotics, nitrous oxide, pudendal) during labour or birth, expressed as a percentage of
the total number of women who had a vaginal, live birth (in a given place and time).
Notes: 1. Women may have received more than one type of pain management; therefore, the rates in this

figure are not mutually exclusive.

®  The proportion of women who had a vaginal live birth who used some form of regional anesthesia
(including epidural, spinal-epidural combination, spinal) for pain management during labour or birth
increased from 54.7% (95% Cl: 53.7-55.6) in 2005-2006, to a high of 59.6% (95% Cl: 58.6—60.5) in
2006-2007 and then decreased to 54.4% (95% Cl: 53.5-55.3) in 2009-2010.

" The proportion of women who used another form of analgesia for pain management, including
narcotics, nitrous oxide and pudendal was 31.9% (95% Cl: 31.0-32.8) in 2005—-2006, reached a high of
35.1% (95% Cl: 34.2—-35.9) in 2008-2009, and decreased to 29.0% (95% ClI: 28.2—-29.8) in 2009-2010.

" Comparisons across years should be interpreted with caution due to expansion of the data collection
activities for the Niday Perinatal Database over this five fiscal year period. The rate for 2009-2010 is
likely to reflect the most accurate estimate since data capture in the population was more complete
than earlier years.
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Figure 4.22 Rates of pharmacologic pain management among women who had a vaginal live birth,
by hospital level of care
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Local Health Integration Network (LHIN) based on hospital of birth

Definition of The number of women who had regional anesthesia (epidural, spinal-epidural combination, spinal) or
indicator other analgesia (narcotics, nitrous oxide, pudendal) during labour or birth, expressed as a percentage of
the total number of women who had a vaginal live birth (in a given place and time).

Notes: 1.  Women may have received more than one type of pain management; therefore, the rates in this
figure are not mutually exclusive.

"  The proportion of women who received regional anesthesia for pain management during labour or
birth was lowest in Level | hospital sites (23.2%) and rose to 75.5% and 77.8% in Level Ill and modified
Level lll hospitals, respectively.

" The proportion of women who used some other form of analgesia for pain management (i.e.,
narcotics, nitrous oxide, pudendal) was highest in Level | hospitals (49.2%) and lowest in Level Il
hospitals (13.5%).

" Level I/ll hospitals had the highest proportion of women with a vaginal live birth who did not use any
pharmacological pain management (20.9% and 22.2%, respectively — data not shown in figure).
Conversely, in Level 1l and modified Level lll hospitals, 6.2% and 1.3% of women, respectively, did not
use any pharmacological pain management.
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Figure 4.23 Rates of pharmacologic pain management among women who had a cesarean live
birth, by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Local Health Integration Network (LHIN) based on hospital of birth

Definition of The number of women who had epidural, spinal, spinal-epidural combination or general anesthesia for
indicator pain management during cesarean delivery, expressed as a percentage of the total number of women
who had a cesarean live birth (in a given place and time).

* Between 10% and 30% of records had missing information and were excluded from the calculation of these estimates.

Notes: 1.  Women may have received more than one type of pain management; therefore, the rates in this
figure are not mutually exclusive.

" Among women who had a live birth delivered by cesarean, the most commonly used form of pain
management was spinal (61.3%), followed by epidural (32.0%).

"  The proportion of women who received a general anesthetic was 6.8% in the Erie St. Clair and South
west LHIN Region in 2009-2010, corresponding to an absolute number of 234 women. Among these
women, the majority (156 women, or 66.7%) had an unplanned cesarean delivery.
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Figure 4.24 Rates of pharmacologic pain management among women who had a cesarean live
birth, by fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Definition of The number of women who had epidural, spinal, spinal-epidural combination or general anesthesia for
indicator pain management during cesarean delivery, expressed as a percentage of the total number of women
who had a cesarean live birth (in a given place and time).

Notes: 1.  Women may have received more than one type of pain management; therefore, the rates in this
figure are not mutually exclusive.

" Among women who had a live birth delivered by cesarean, the proportion who received epidural or
spinal between 2005-2006 and 2009—-2010 was stable. There was a small decrease in the proportion
of women with a cesarean live birth who received general anesthesia for their cesarean (from 9.4%,
95% Cl: 8.4—10.4 in 20052006 to 6.8%, 95% Cl: 6.0-7.7 in 2009-2010).

" Comparisons across years should be interpreted with caution due to expansion of the data collection
activities for the Niday Perinatal Database over this five fiscal year period. The rate for 2009-2010 is
likely to reflect the most accurate estimate since data capture in the population was more complete
than earlier years.
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Figure 4.25 Rates of pharmacologic pain management among women who had a cesarean live
birth, by hospital level of care
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Definition of The number of women who had epidural, spinal, spinal-epidural combination or general anesthesia for
indicator pain management during cesarean delivery, expressed as a percentage of the total number of women
who had a cesarean live birth (in a given place and time).

* Between 10% and 30% of records had missing information and were excluded from the calculation of these estimates.

Notes: 1. Women may have received more than one type of pain management; therefore, the rates in this
figure are not mutually exclusive.

" The proportion of women who received a general anesthetic for their cesarean delivery was highest in
Level Il hospitals (11.7%).
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Figure 4.26 Length of second stage of labour among women with a vaginal birth, by parity
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth
Definition of The duration in minutes between time of full dilation and time of birth among women with a vaginal
indicator birth. Rates are presented overall and among those women who used epidural for pain management

during labour.

® The median length of the second stage of labour was 98 minutes among nulliparous women (i.e.,
parity = 0) and 29 minutes among multiparous women (i.e., parity >1).

®  The median length of the second stage was longer among women who used an epidural for pain
management during labour in both nulliparous and multiparous women.
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Fetal Mortality

Stillbirth, defined as the death of a fetus >20 weeks of gestation or >500 grams, accounts for a large
proportion of perinatal deaths (deaths that occur between 20 weeks of gestation and the end of the first
week after birth).*® Stillbirth can result from a range of pathophysiologic circumstances that include
congenital anomalies, infection, placental abruption, and fetal malnutrition;*® however, a large proportion
of stillbirths have an unknown cause of death.> Risk factors for stillbirth include advanced maternal age,
maternal smoking, high pre-pregnancy maternal body mass index, multiple gestation pregnancies and low
socioeconomic status.***

Comparisons of stillbirth rates across geographical locations or over time are complicated by variations in
stillbirth registration practices.’® This especially affects stillbirths at very low birth weights and gestational
ages>" and for this reason, calculating gestational age or birth weight-specific rates of stillbirth improves
comparability of rates.’™* According to the Canadian Perinatal Health Report, in 2004, the stillbirth rates
>500 grams in Canada (excluding Ontario) and in Ontario were 4.3 and 3.9 per 1,000, respectively.*

Figure 4.27 Fetal mortality rate 2500 grams, by LHIN of birth

Erie St. Clair and South West (ESC-SW) LHIN Region, 2009—2010
s ™

10

Rate per 1,000 total births 2500 grams

0
Erie 5t Clair South West ESC-SW Region OMNTARIO

Stillbirth 2500 g 3.73 3.77 3.75 3.83

LHIN of birth

. v
Data source BORN Ontario (Niday Perinatal Database), 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth
Definition of The number of stillbirths 2500 grams (g), per 1,000 total births >500 g (live births and stillbirths) (in a
indicator given place and time).

= Across the Erie St. Clair and South West LHIN Region, the rate of stillbirth 2500 g was 3.75 per 1,000
total births.
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Preterm Birth

Preterm birth, defined as the proportion of live births with a gestational age <37 completed weeks,* is a
common, very serious and costly problem.>® In Canada (excluding Ontario), the preterm birth rate steadily
increased between 1995 and 2004 to 8.2 per 100 live births.>® In the United States, preterm birth rates are
even higher at about 12-13%.>® According to vital statistics data, the rate of preterm birth in Ontario
decreased between 1995 and 2004.>” More recent data from the BORN-Niday Perinatal Database show a
stable rate of preterm birth between 2004 and 2008 at 8.3 to 8.4 per 100 live births.>®

Reasons for increases in preterm birth rates have been attributed to increasing maternal age; increased
use of assisted reproductive technology leading to more twin and higher-order multiple gestation
pregnancies; and increased prevalence of risk factors for systemic inflammation starting a cascade effect
leading to cervical changes and labour.”® About 30-35% of preterm births are medically indicated, 40-45%
follow spontaneous onset of preterm labour, and 25-30% follow preterm prelabour rupture of
membranes (PPROM).*® The majority of preterm births (60-70%) take place between 34 and 36 weeks —
commonly referred to as late preterm birth. About 20% occur at 32 to 33 weeks, 15% occur at 28 to 31
weeks, and the smallest percentage (5%) occur at less than 28 weeks.*®

Babies who are born preterm are more likely to die or experience health problems during the first year
after birth. In addition to the immediate costs associated with intensive hospital care that is required at
birth, preterm birth creates costs related to long-term complications such as respiratory problems, motor
and sensory impairment, and neurocognitive impairment.59
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Figure 4.28 Rate of preterm birth, by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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indicator

The number of live births with a gestational age of <37 completed weeks of gestation, expressed as a
percentage of the total number of live births (in a given place and time).

® The rate of preterm birth (<37 weeks) across the Erie St. Clair and South West LHIN Region in 2009—
2010 was 8.3%. Across Ontario, the rate was 8.2%. The majority of preterm births were between 34
and 36 weeks of gestational age at birth.

® The rate of preterm birth was 7.4% in Erie St. Clair and 8.8% in South West.
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Figure 4.29 Rate of preterm birth, by fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010

g ™y
10
8.8
8.3 8.3 8.5 8.3
8
£
a
o B
=
5
g
8 4
o
o
2
0
2005-06 2006-07 2007-08 2008-09 2009-10
Fiscal year
e vy
Data source BORN Ontario (Niday Perinatal Database), 2005-2006 to 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth
Definition of The number of live births with a gestational age of <37 completed weeks of gestation, expressed as a
indicator percentage of the total number of live births (in a given place and time).

® The rate of preterm birth showed very little change in the Erie St. Clair and South West LHIN Region
between 2005-2006 and 2009-2010. In 2009-2010, the rate of preterm birth was 8.3% (95% Cl: 7.8—
8.7). The corresponding number of babies born at <37 weeks of gestational age was 1,337.

= Comparisons across years should be interpreted with caution due to expansion of the data collection
activities for the Niday Perinatal Database over this five fiscal year period. The rate for 2009-2010 is
likely to reflect the most accurate estimate since data capture in the population was more complete
than earlier years.
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Figure 4.30 Rate of preterm birth, by hospital level of care
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Local Health Integration Network (LHIN) based on hospital of birth

Definition of The number of live births with a gestational age of <37 completed weeks of gestation, expressed as a
indicator percentage of the total number of live births (in a given place and time).

= The rate of preterm birth increased with increasing hospital level of care. This is expected since
hospitals with higher level of care designation provide care to a higher frequency of women with high-
risk pregnancies.
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Figure 4.31 Rate of preterm birth, by plurality and fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Local Health Integration Network (LHIN) based on hospital of birth

Definition of The number of live births with a gestational age of <37 completed weeks of gestation, expressed as a
indicator percentage of the total number of live births (in a given place and time).

®  The rate of preterm birth is approximately 10 times higher among infants born following multi-fetal
pregnancies compared with their singleton counterparts.

®  The rate of preterm birth among singletons remained very stable between 2005-2006 and 2009-
2010. Among twins and triplets or higher-order multiples (=twin), the rate of preterm birth rose from
57.9% (95% Cl: 53.6—-62.1) in 2005—-2006 to 63.7% (95% Cl: 59.4—67.8) in 2009-2010.

= Comparisons across years should be interpreted with caution due to expansion of the data collection
activities for the Niday Perinatal Database over this five fiscal year period. The rate for 2009—2010 is
likely to reflect the most accurate estimate since data capture in the population was more complete
than earlier years.
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Fetal Growth — Small for Gestational Age and Large for Gestational Age

An infant’s size at the time of birth is universally used to assess neonatal health, both in individuals and in
populations.® Size at birth reflects both the duration of the pregnancy as well as the complex relationship
between genetic predisposition and the maternal, fetal, placental and external factors that can restrict or
promote fetal growth.®* To account for all of these factors when assessing an infant’s size, birth weight for
gestational age is used to classify newborn infants as having normal, subnormal (small for gestational age
— SGA) or supranormal (large for gestational age — LGA) size at birth in relation to some reference
standard.®*®

Although there are clinical and philosophical distinctions between the two, an infant’s size at the time of
birth relative to a reference standard is frequently considered reflective of the pattern of fetal growth
while in utero. For instance, SGA (live born, singleton infants with a birth weight less than the sex-specific
10" percentile for gestational age®) and the terms “fetal growth restriction” and “intrauterine growth
restriction” are often used interchangeably, even though they can be completely mutually exclusive.®
SGA has been associated with an increased risk for morbidity and mortality in the perinatal period,
childhood, adolescence and even later in life.®* There is a growing recognition of the relationship between
SGA and adult-onset diseases, especially metabolic-related problems such as diabetes and obesity.***

Despite the use of an equitable percentile threshold on either end of the birth weight for gestational age
distribution, SGA tends to receive more attention than LGA (live born, singleton infants with a birth
weight greater than the sex-specific 9o™ percentile for gestational age®), likely reflecting the fact that
bigger babies have comparatively lower risks of mortality and morbidity.* “Macrosomia” (birth weight
above 4,000 grams or above 4,500 grams, regardless of gestational age) is a term sometimes used
synonymously with LGA. Excessive fetal growth resulting in LGA or macrosomia is associated with adverse
perinatal outcomes such as episiotomy, operative vaginal delivery, cesarean delivery, shoulder dystocia,
and infant fracture and brachial plexus injuries.®”®

In Canada, the small-for-gestational-age rate decreased between 1995 and 2004 from 10.1 to 7.8 per 100
singleton live births.%® Over the same period of time, the rate of large for gestational age increased from
9.8 per 100 singleton live births in 1995 to a high of 12.0 in 2000 and then decreased slightly to 11.6 in
2004.%

Small- and large-for-gestational-age rates in this report are based on a Canadian, population-based
reference standard.®’
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Figure 4.32 Rate of small for gestational age (SGA), by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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births (in a given place and time). For this report, the rate of small for gestational age is also presented
using the 3" percentile cut-off.

®  The rate of SGA (based on the 10%" percentile) infants born in 2009-2010 in the Erie St. Clair and South
West LHIN Region was 8.1%, slightly lower than the rate for Ontario (9.0%).

= The rate of SGA (based on the 10" percentile) was approximately 8% for both Erie St. Clair and South
West LHINSs.
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Figure 4.33 Rate of large for gestational age (LGA), by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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live births (in a given place and time). For this report, the rate of large for gestational age is also
presented using the 97" h percentile cut-off.

= The rate of LGA (based on the 90™ percentile) infants born in 2009-2010 in the Erie St. Clair and South
West LHIN Region was 12.0%, slightly higher than the rate for Ontario (10.4%).

®  The rate of LGA (based on the 9o™ percentile) was 10.8% in Erie St. Clair LHIN and 12.8% in South
West LHIN.
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Figure 4.34 Rate of small for gestational age (SGA) and large for gestational age (LGA), by fiscal

year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009—-2010
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Local Health Integration Network (LHIN) based on hospital of birth
Definition of The number of singleton live births with a birth weight below the 10" percentile (SGA) or above the 90"
indicator percentile (LGA) of the sex-specific birth weight distribution for gestational age,sz expressed as a

percentage of the total number of singleton live births (in a given place and time).

®  The rates of SGA and LGA both remained quite stable in the Erie St. Clair and South West LHIN Region
between 2005-2006 and 2009-2010.

= Comparisons across years should be interpreted with caution due to expansion of the data collection
activities for the Niday Perinatal Database over this five fiscal year period. The rate for 2009-2010 is
likely to reflect the most accurate estimate since data capture in the population was more complete
than earlier years.
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Multiple Birth

Multifetal pregnancies are accompanied by increased risks for problems in both the mother and the
fetuses/infants. For instance, women pregnant with multiples have more obstetrical complications such
as anemia, pre-eclampsia, preterm labour and cesarean delivery; while the fetuses/infants are at higher
risk of having low birth weight, poor fetal growth, preterm birth, perinatal death,**’® cerebral palsy and
other neurodevelopmental disabilities.”*

The multiple birth rate in Canada (excluding Ontario) increased steadily between 1995 and 2004, from
2.2% to 3.0%.”” In Ontario, the rates have similarly increased from 2.4% to 3.2%.>’ This ongoing trend is
related to increased use of assisted reproductive technology to treat infertility as well as increases in
maternal age.”*”* Techniques that limit the number of fetuses in multiple gestation pregnancies (through
limitations on the number of embryos transferred during assisted reproductive technology or multifetal
pregnancy reduction) may lead to improved outcomes.”>’®

The rising number of multiple births has financial consequences to families and society. These costs
include provision of additional antenatal and intrapartum care, health care and other services to preterm
babies born from a multiple pregnancy, and lifetime medical costs related to the consequences of
prematurity.

77,78
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Figure 4.35 Rate of multiple birth, by fiscal year
Erie St. Clair and South West (ESC-SW) LHIN Region, 2005—2006 to 2009-2010
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Data source BORN Ontario (Niday Perinatal Database), 2005—-2006 to 2009-2010
Local Health Integration Network (LHIN) based on hospital of birth
Definition of The number of live births and stillbirths following a multiple gestation pregnancy, expressed as a
indicator percentage of the total number of live births and stillbirths (in a given place and time).

®  The multiple birth rate in the Erie St. Clair and South West LHIN Region in 2009—2010 was 3.3% (95%
Cl: 3.0-3.6). There has been a very slight decrease in the rate between 2005-2006 and 2009-2010
(relative decrease of approximately 8%).

" The corresponding number of babies born in the region following a multiple gestation pregnancy
decreased from 549 in 2005-2006 to 539 in 2009-2010.

= Comparisons across years should be interpreted with caution due to expansion of the data collection
activities for the Niday Perinatal Database over this five fiscal year period. The rate for 2009-2010 is
likely to reflect the most accurate estimate since data capture in the population was more complete
than earlier years.
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Figure 4.36 Rate of multiple birth, by LHIN of birth
Erie St. Clair and South West (ESC-SW) LHIN Region, 2009-2010
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Local Health Integration Network (LHIN) based on hospital of birth

Definition of The number of live births and stillbirths following a multiple gestation pregnancy, expressed as a
indicator percentage of the total number of live births and stillbirths (in a given place and time).

= The multiple birth rate was 3.0% in Erie St. Clair LHIN and 3.5% in South West LHIN.
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