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1) Apply change leadership tools to strategies 

for improving clinician engagement and 

commitment to the AIM Bundle: Safely 

Reducing the C-section.

2) Participate in a DVF>R exercise to build the 

case for change and overcome resistance.
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Objectives



• 1:00 – 1:15p    Overview for Safely Reducing C-

section and Trinity learning

• 1:15 – 1:20p    Form groups for DVF>R exercise

• 1:20 – 1:35p    Group work

• 1:35 – 1:50p    Report Out

• 1:50 – 2:00p    Wrap up/Questions

Plan for the hour
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• Developmental: simplest - improves what you are 
currently doing, e.g new technique in labor support

• Transitional: replaces “what is” with something 
completely new. Designing/implementing a “new state.” 
No radical change in workflows or cultural change. e.g. 
method of cervical ripening/induction based upon bishop 
score and parity.

• Transformational: difficult -future state is so radically 
different than the current state that the people and 
culture must change to implement it successfully. New 
mindsets and behaviors are required. 
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Types of Change
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http://transform.childbirthconnection.org/



AIM Bundle

©2017 Trinity Health
6



• Purpose: Design key strategies to support intended vaginal births, safely 

reduce the primary cesarean rate to improve mother and baby 

outcomes and the woman's satisfaction with her birth experience.

Trinity Health Journey: Safely Reducing C-section Workgroups
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Cervical Ripening Fetal/Uterine Surveillance
Induction/Augmentation 

Oxytocin Labor Support

• Clarification of Goal: To prevent cesareans is not to prevent cesarean 

births at all costs.

- Support Intended Vaginal Births

- Care for Low-Risk Women – Redesigning Maternity care - the “New Normal”

- “Understanding what is normal is fundamental to the judicious use of interventions during 

labor and birth.”



Barriers to Supporting Intended Vaginal Births
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Smith H, Peterson N, Lagrew D, Main E. 2016. Toolkit to Support Vaginal Birth and 

Reduce Primary Cesareans: A Quality Improvement Toolkit. Stanford, CA: California 

Maternal Quality Care Collaborative. p. 39
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First Experiment: Revise existing electronic fetal monitoring system 
guideline to incorporate intermittent auscultation in low risk women, and 
expand management of category II tracing algorithm

Transitional Change? 

• Replace “what is” [existing guideline with 

something completely new.]

• Design/implement a “new state.” [intermittent 

auscultation for low risk women] 

• No radical change in workflows or cultural 

change [RNs have been trained and we have 

the equipment]
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Rules of Engagement – Lessons learned

Physician Resistance!

• This is not what we do.

• We know from the literature that this is safe, but still want the option to do continuous fetal 

monitoring for low risk women.

• Are we going to miss something with intermittent?

• Bottom line: Physicians had no training or experience about intermittent auscultation in labor, 

and not comfortable with not having a visual tracing.
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Rules of Engagement – Lessons learned

Strategies:

• Survey distributed regarding current practices: 8%
almost always used intermittent auscultation in low 
risk women; predominately in hospitals with CNMs 
doing births

• Plan education for physicians regarding intermittent 
auscultation in low risk women.

• Have a backup plan: Explore wireless, beltless fetal 
monitoring.



Change Pyramid – Shifting to improving the culture to 
recognize the value of vaginal birth

(SMFM/ACOG 2014) Dystocia 

Checklists/ induction algorithms in EHR 

Shared decision-making aids for 

women regarding birth planning           

Order sets supporting low intervention (IA, 

no routine IV fluids etc)                      

Standardized policy/guideline for labor 

support, freedom of movement, IA etc

Professional education about normal 

physiologic birth, labor support, IA, etc.

Safely reduce C-section/support vaginal 

birth, reduce maternal morbidity, 

improve birth experience.
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Although no ONE person or team owns all 

four levels of the Change Pyramid, 

integrating all four levels is EVERYONE’S 

responsibility.



DVF>R

• Builds the case for 

change to overcome 

resistance

• Formula for success

Path to Commitment

• Helps change leaders 

understand the people 

side of change 

• Increases the likelihood 

that stakeholders will fully 

commit to effecting and 

sustaining change. 
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Change Leadership Tools



1) Apply change leadership tools to strategies 

for improving clinician engagement and 

commitment to the AIM Bundle: Safely 

Reducing the C-section.

2) Participate in a DVF>R exercise to build the 

case for change and overcome resistance.
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Objectives



• Management of latent 

labor: encourage 

women to labor 

outside of the hospital 

during early labor 

when safe and 

appropriate for mother 

and baby 

• Arrest Disorders 
Checklist
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Break out Group Topics
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Formula for Change 

Building the Case for Change



R = Resistance

17



Common Reasons for Resistance to Changing practice?   

Example: Avoid elective inductions < 41 weeks    

• “Our routine - This is the way we have always done it.”

• “This is the way I learned it.”

• “We are more likely to be sued by NOT doing a C-

section.”

• “Do not want anyone to tell them how to practice with 

their patients. – Don’t tell me what to do.”

• “Taking away autonomy. Now you are pushing it. 

Increase in perinatal risks.”

• “Does not work with office schedule – limited time.”

• “This is what the patient’s want. Need to do this to 

improve patient’s satisfaction.”
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D = Dissatisfaction with Current State or Data
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Why?
Why now?
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3 Questions:
Be Prepared to Build 
the Case for Change

1. WIIFM: Positives and Negatives

• Will the changes I have to make threaten my job, autonomy, status, 
workload? 

• Will the changes I have to make help me be a better clinician?

2. Is it good for my hospital, team, and patients?

• Will the final change help us provide better care?

• Will the final change help us to be more effective, efficient and reach 
our goals?

3. Do we have what we need to be successful? 

• Do we have resources (e.g. time, people, equipment, technology)?

• Do we have the will, and the discipline? 



• Trinity Health: PC-02 - 26% (32 HMs)                                           

• 68.8% are above the national target. 

Goal: Healthy People 2020 target 
rate of 23.9%
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Jun 2016 - Nov 2016



Future of C-section Rate Transparency
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Professional Practice Guidelines & Opinions
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“Few women benefit from low-tech supportive care practices that help them safely cope 

with the demands of pregnancy, labor, and birth.” 

Facts:

• >60% of mothers agreed that “giving birth is a process that should not be interfered with unless 

medically necessary,”

• “Most women said they were not allowed to drink, were confined to bed once admitted to the 

hospital and in “active” labor, and gave birth lying on their backs .”

• 2% of women experienced a set of 5 evidence-based supportive care practices that benefit 

mothers and babies:

- 1) Labor begins on its own 

- 2) Woman has the freedom to move and change positions

- 3) Woman has continuous labor support from a partner,                                                                        

family member, or doula 

- 4) Woman does not give birth on her back 

- 5) Mother and baby are not separated after birth. 

Women’s Perceptions
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• Goal: to provide information for identifying 
case for change, decision-making, and 
prioritizing initiatives?

• Sources for “What we know”

- PC-02 NTSV rates against the HP2020 goal

- Individual clinician rates: OB Providers and RNs

- Birth Experience Scores – May 2017: 79% Target
86.3%-90.5%  

- Professional organization position papers: ACOG, 
AWHONN, ACNM

• What else do we need to know?

- Multidisciplinary audits

- Coded data
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Summary: Data to Establish the Case for Change



V = Vision
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V = Vision

• Avoid unnecessary interventions that interfere with normal 
hormonal childbirth physiology and birth experience.

• Avoid unnecessary procedures that may create perinatal 
harm.

• Balance - Improve birth outcomes and prevent OB 
professional liability.

• Increase woman’s satisfaction with her birth experience 

• Implement evidence-based standards of care

• Improve the culture of care, awareness, and education to 
recognizing the value of vaginal birth
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F = First Steps
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What?
Who?



First Steps
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• Examined baseline practice data 

to determine which areas that 

many hospitals were on the path 

vs. had not started

• Used CMQCC toolkit to align the 

top 10 drivers with action steps.

• Each group prioritized the steps 

in terms of what they felt would 

have the highest impact, and be 

able to manage the resistance.
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Pathway to Commitment: Working model of an individual 
journey that starts with awareness and understanding and 
ends at full commitment to make change happen.



Garpiel (2018) Effects of an Interdisciplinary Practice Bundle for Second Stage Labor on 
Clinical Outcomes. Online Publish Ahead of Print. 4-10-18
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Second Stage Balancing and Outcome Metrics:                                                
Pre and 4 months post-implementation
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The PATH to Commitment: Management of latent labor       POLL
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The PATH to Commitment: Arrest Disorders                         POLL
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• Recognize the stage of transformational change and commitment of 
all major decision-makers. – Use a practice survey to determine early 
adopters who can be your advocates, and select your low hanging 
fruit. A win leads to “Belief” along the path to commitment.

• Engage stakeholders through entire process: Group and Individual
- Ask for where they are on pathway to commitment? We use polling. Anyone 

who does not respond, we ask for them to voice their opinion or express 
concern verbally.

- SurveyMonkeys for feedback during design process 

- Organizational commitment occurs by winning over each stakeholder until you 
have a critical mass!

• Perform DVF>R for EVERY strategy: Avoid assuming that change will 
be simple.

• Moving from compliance to belief:
- Use audits and other data sources to continue to monitor progress

- Leverage the wins of early adopters. – Ask them to present on calls. 

• Provide positive feedback to your early adopters and celebrate 
success!

Summary of Strategies to Improve 
Commitment to Safely Reducing C-section 
Bundle
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Changing Culture starts with vision and action
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Questions?



Resources
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Contact Information  

•
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mailto:Susan.garpiel@trinity-health.org
mailto:girardig@trinity-health.org
mailto:duniganr@trinity-health.org
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Smith H, Peterson N, Lagrew D, Main E. 2016. Toolkit to Support Vaginal Birth and Reduce Primary Cesareans: A Quality Improvement Toolkit. 

Stanford, CA: California Maternal Quality Care Collaborative. p. 39


