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OBI Quality Improvement Pathway 

Reduce variation in NTSV Cesarean Birth Rates across the 
Collaborative by Optimizing Evidence Based Practices:

Translating Evidence into Practice

• Stair step approach to introduce QI
• 2020: Focus on dystocia as key literature and data 

based reason for NTSV Cesarean
• 2021: Incorporated process measures to support 

implementation of  measures to address dystocia 
• 2022: Extending the metrics to include a planned 

outcome measure for dystocia diagnosis



OBI strategy roadmap – building QI capacity

2019

2021

2020

2022

• Clinically abstracted 
data

• Shared decision-
making education 
and training 

• Labor Culture Survey
• Expanded QI focus 

with workgroups

• QI Curriculum 
• Admission checklist
• Labor progress bundle
• Pay for participation 

• Dystocia: Cesarean birth 
utilization review

• Patient centered 
huddles: Team Birth

• Year 1 of pay for 
performance process 
measures  

• Dystocia compliance
• Fetal assessment QI options
• Expanded birth equity
• Patient reported experiences 
• Repeat Labor Culture Survey









Management of  Category 
II Fetal Heart Rate 
Tracings Algorithm

Smart-phrase for Cat II FHTs:
Category II FHT managed following algorithm including 
initiation of corrective measures ***. With the persistent 
presence of ***, a patient-centered huddle was held and 
the need for an expedited delivery was discussed with 
the patient. It is our clinical recommendation to proceed 
with cesarean delivery and after questions were 
answered the patient agrees to proceed with 
recommended plan. 



Intermittent Auscultation (IA) Bundle

Readiness: Every Unit

• “Promotes Shared Decision making by providing consumer education outlining evidence-based approaches to FHR assessment during 
labor. 

Risk and Appropriateness: Every person who presents in labor

• “Participates in shared decision-making regarding approaches to FHR assessment.”

Reliable Delivery of Appropriate Care: Every person eligible for IA

• “Is regularly informed of overall FHR assessment throughout labor and is provided with necessary education/information about these 
assessments”

Recognition and Response: Every person for whom eligibility for IA use changes

• “Will be involved in shared-decision making about method of FHR assessment if the maternal or fetal status changes”

Reporting/Systems Learning: Every Unit

• Evaluates patient experiences of FHR assessment including shared decision making, comfort, and education



Measuring Labor Culture 2020 and 2022:
What factors best predict NTSV CB rates in Michigan ?

• Assessed associations between each survey factor and NTSV CB rate

• Multivariate Poisson Regression

• Controlled for hospital-level covariates:

• Patient case-mix: % Maternal BMI over 30, % Maternal Age over 35

• Hospital demographics:  % Medicaid, Nursery Acuity Level, Hospital Geographic  Location 
(urban/rural/frontier), Annual Birth Volume

• Means at the hospital level and differences between disciplines within each hospital
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NEW 2022 Outcomes
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Assume Hospital X has a baseline NTSV Cesarean rate of 30%. If staff at 
Hospital X focused their efforts on improving culture and decreased their 
score on the Fear subscale by one point, they could expect their 
Cesarean rate to decrease by a relative 48.7%. That is, they would expect 
their Cesarean rate to decrease to 15.4% (30% - [30% * 0.487]).



NEW 2022 Outcomes (ctd.)
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Assume Hospital X has a baseline NTSV Cesarean rate of 30%. If staff at 
Hospital X focused their efforts on improving culture and increased their 
score on the Unit Microculture subscale by one point, they could expect 
their Cesarean rate to decrease by a relative 29.6%. That is, they would 
expect their Cesarean rate to decrease to 21.1% (30% - [30% * 0.296]).



NEW 2022 Outcomes (ctd.)
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Assume Hospital X has a baseline NTSV Cesarean rate of 30%. If staff at 
Hospital X focused their efforts on improving culture and decreased their 
score on the Cesarean Safety subscale by one point, they could expect 
their Cesarean rate to decrease by a relative 55.5%. That is, they would 
expect their Cesarean rate to decrease to 13.4% (30% - [30% * 0.555]).



How do different 
providers perceive the 
unit culture?

• Agreement

• Disagreement 

• Agree to Disagree



Timing of Induction Matters

Need for Protocols and Staff

Who Should be Offered Inductions

Ideas to Improve the Induction Process

Objectives

Principle Findings – Qualitative

Conclusions and Implications

Introduction and Background

• In 2018, a large randomized controlled trial 
(ARRIVE) found elective induction at 39 weeks 
gestation reduced cesarean delivery for low 
risk first births. 

• This new practice has been endorsed by 
obstetric physicians but not nursing 
professional organizations.

• Significant concerns about the implementation 
of these findings have been raised.

• Hospital safety culture’s focus on 
communication and collaboration across 
disciplines may play a role in facilitating 
effective implementation of these findings.

Patient Safety Culture and Challenges to Labor & Delivery Teamwork Pre- and Post- ARRIVE
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Study Design

To explore and quantify disciplinary differences in 
attitudes towards elective induction prior to and 
after the ARRIVE trial, and determine if hospital 
patient safety culture impacts these attitudes. 

• A mixed-methods study utilizing:

• The Labor Culture Survey:  a validated 
quantitative survey of labor unit culture.

• Hospital characteristics and cesarean 
delivery rates derived from the 
California Maternal Data Center and 
Michigan Birth Certificate Data

• Content analysis of free text responses

• Population studied: Physicians, 
midwives, and nurses delivering 
intrapartum care at

• Hospitals in California (2017)

• Hospitals in Michigan (2020)

• Physician attitudes differed in the pre-ARRIVE 
compared with the post-ARRIVE sample; 
however, nursing attitudes did not.  

• Post-ARRIVE, nurses and physicians with higher 
composite safety culture scores showed similar 
attitudes towards reducing induction of labor. 

• Hospitals incorporating ARRIVE trial findings 
should  engage all maternity care professionals,  
including  nurses, to create  policies that address 
eligibility criteria and induction of labor protocols 
that optimize health outcomes and patient care 
experiences.

• Of 377 comments mentioning induction of labor:    357 were negative, 20 were positive

Principle Findings - Quantitative

• Post-ARRIVE, disciplines’ attitudes were closer in alignment at hospitals with stronger patient safety cultures. 

“We are actively working on 

[the supporting vaginal birth] 

initiative. However, the 

ARRIVE study is 

contradictory to this effort.”-

Nurse Manager/Director

“Nothing points 
to a cesarean 
section like a 
closed cervix 
showing up for 
an induction.” –
L&D Nurse

“Guidelines for induction have 
lessened to almost none and 
now too many inductions are 
being allowed.” – L&D Nurse

N=1,242 

Clinicians

35 
Hospitals

N=3,151 
Clinicians

57 
Hospitals

Pre-ARRIVE Post-ARRIVE 

• Pre- and post-ARRIVE clinician samples did not differ in 
terms of gender or years practicing.

• Michigan participants were more likely to be white, non-
Hispanic

• Hospitals were similar across both samples for geographic 
designation and proportion of patients on public aid.

Principle Findings – Quantitative (cont.)

“We should encourage patients to 
go home and come back if an early 
induction is unsuccessful.” –L&D 
Nurse

“Providers need to 
educate the patients 
about the benefits and 
risks, and process of 
being induce, so that 
patient is able to jointly 
make an informed 
decision.” - CNM

“We admit patients too early 
(in latent  labor) and then 
induce /augment them too 
frequently.”- L&D Nurse

“A few things I’d 
like to see 
different is not 
performing 
AROM on 
elective 
inductions with 
low bishop 
scores.” - OBGYN

“I think if you’re going to use the 
ARRIVE study as the basis for 
inductions we should follow the 
criteria of the study to help lower 
our c- section rate.” – L&D Nurse

“I think the biggest area for improvement 
is reducing 39 week inductions pushed by 
the doctors.” –L&D Nurse

“Better adherence to to
IOL protocols with respect 
to Pitocin titration, use of 
Cytotec.” -CNM

I feel there are too many unnecessary 
inductions for non-medical reasons for primes 
that set them up for c-sections.” L&D Nurse

“I also feel that 
“social inductions” 
are done far too often 
with inadequate 
support.” –L&D Nurse

“Have more strict guidelines to 

help with clinical decision 
making based on the individual 
patient status.” –L&D Nurse 

https://www.obstetricsinitiative.org/


Summary
• A positive unit culture that is focused on promoting vaginal birth does 

make a difference in reducing NTSV cesarean birth rates
• Belief in the value of vaginal birth short term and long term outcomes

• A culture of safety aligns with a culture that promotes vaginal birth with 
all team members participating in the plan of care process, in support 
of best practices

• Support for communication and engagement of all team members 
promotes a culture of safety and supports a reduction in the NTSV 
cesarean birth rate. 

• Agreement on integration of evidence based practices between 
members of the maternity care team improves unit culture and 
decreases the NTSV cesarean birth rate.



TeamBirth Participating Hospitals 2022
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Michigan:

● Ascension St. John Hospital Detroit
● Ascension Providence Hospital Novi
● Ascension Providence Hospital Southfield
● Henry Ford Macomb Hospital
● Hillsdale Hospital
● McLaren Bay Region Family Birth Place
● Munson Healthcare Grayling Hospital
● ProMedica Charles and Virginia Hickman 

Hospital
● ProMedica Coldwater Regional Hospital
● ProMedica Monroe Regional Hospital
● Sparrow Hospital
● Trinity Health St. Mary Mercy Livonia 

Hospital
● Trinity Health St. Joseph Mercy Ann Arbor 

Hospital
● Trinity Health St. Joseph Mercy Oakland 

Hospital
● Trinity Health Mercy Health Mercy 

Campus
● Trinity Health Saint Mary’s Grand Rapids



The number of  staff  trained on a Delivery Tool and Patient-Centered 

Huddles increased throughout 2021; by Q4, more than 600 staff  had been 

trained on huddles.
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Shared Decision Making and NTSV Cesarean Births



What is Birth Equity?

“The assurance of the conditions of 
optimal births for all people with a 

willingness to address racial and social 
inequalities in a sustained effort.”.

~Dr. Joia Crear-Perry, MD
Founder and President
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Disparities Across The 
Collaborative





Other outcomes differed by race/ethnicity 



Black patients are the least likely to have any documentation of  
shared decision making at their birth in 2021 (p <0.0001).
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Black patients had the highest Cesarean rate among both patients paying with 
private insurance and patients paying with Medicaid in 2021 (p < 0.0001). 
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Patient Reported Experiences

Collect Demographic data with survey 

(Race/Ethnicity, income, education, etc.)

Pilot testing 2022

Collaborative Wide 2023
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The Cesarean rate is higher among Medical and Elective inductions 
than Spontaneous births (P < 0.0001).



The proportion of births that are induced at the site level is positively 
associated with the site-level Cesarean rate (p = 0.02).
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Resources

• Delivery Decisions Initiative at Ariadne Labs

• Labor and Delivery Planning Board pdf

• OBI Resources and Tools: Labor Partnership Document

• OBI Option A Resource Page

• OBI Option B Resource Page

• TeamBirth Project home page 

• Labor Culture Survey 2022

• OBI General website and resources

https://www.ariadnelabs.org/wp-content/uploads/sites/2/2018/11/DDI-Program-Brochure-Trifold-2018-10-29-websingles.pdf
https://www.ariadnelabs.org/wp-content/uploads/sites/2/2019/05/DDI-Labor_Delivery_Planning_Board_04-01-2018.pdf
https://www.obstetricsinitiative.org/published-resources-tools#birthplan
https://www.obstetricsinitiative.org/option-a-obi-checklist
https://www.obstetricsinitiative.org/option-b-promoting-spontaneous-progress-in-labor-bundle
https://www.ariadnelabs.org/teambirth-project/
https://www.obstetricsinitiative.org/2022-obi-labor-culture-survey
https://www.obstetricsinitiative.org/
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