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Meg Sheahan [00:00:01] Hi, everyone. My name is Meg Sheahan. | am a certified nurse
midwife and a TA specialist at the AIM TA Center, and thank you for joining us for our final
webinar in this clinical refresher series. Thanks for joining. This one is focused on safe
reduction of primary cesarean birth. One quick thing as we start, please open this link to
our very short eval survey. Your feedback helps us provide better support for you and for
your colleagues in the field. Finally, feel free to put any questions in the chat, we will do our
best to follow up after the webinar.

Meg Sheahan [00:00:39] This webinar is brought to you by the Alliance for Innovation on
Maternal Health Technical Assistance Center, which is supported by the Health Resources
and Services Administration of the U.S. Department of Health and Human Services. The
content is those of the authors. They may not reflect the policies of HRSA, HHS, or the
U.S. Government. And this series is part of our mission to support best practices and
make birth safer and save lives, and we thank you for your work in this shared mission.

Meg Sheahan [00:01:15] Please check out the safe reduction of primary cesarean birth
patient safety bundle to learn more about this topic. By the end of this session, you'll be
able to describe strategies for enhancing the likelihood of safe vaginal births and
increasing preventable cesarean, implement approaches to safely reduce primary
cesarean sections while maintaining optimal maternal and neonatal outcomes, and
integrate guidance from experts into your clinical practice. It is truly a pleasure for me to
introduce our speaker today, Dr. Lisa Kane Low. Dr. Kane Low is a midwife at the
University of Michigan Health System and a professor in the School of Nursing,
Department of OB-GYN, and Department of Women's and Gender Studies at the
University of Michigan. Her clinical and academic work centers on promoting
evidence-based maternity care practices to promote healthy birth outcomes and safely
reduce primary cesarean births. Dr. Kane Low was part of the authorship team for the AIM
Safe Reduction of Primary Cesarean Birth Bundle and is a core faculty member of the
Obstetrics Initiative, which is a statewide perinatal quality collaborative focused on
cesarean reduction and improvement numbers outcomes. She's a consultant for the
Institute for Health Improvement and is the project director of the Michigan Maternity Care
workforce grant focused on expanding the education and training of nurse midwives. Dr.
Kane Lowe is a former president of the American College of Nurse Midwives. So she is
truly an expert. It's hard to imagine someone more expert in this area. We're so fortunate
to have you with us today, Dr. Kane Low. | pass it over to you now.

Lisa Kane Low [00:03:12] Thank you, Meg, and thank you for those very kind words. And
as we get started, | just wanna say that I'm gonna be taking the conversation in a direction
that really highlights that this is really a team sport, that we're all working together to make
a difference. And I'm going to try in our short time together to really focus on opportunities
for the engagement of all team members of perinatal care. To make a difference in safely
reducing cesarean birth because it does take a village. When we were focusing on



reduction of cesarean birth, often there's a real level of attention on the physician provider
who actually conducts the procedure. But there's multiple points in the labor care pathway
where opportunities to make the difference and encourage labor and provide supportive
measures that can reduce the risk for the need for cesarean births are present. And all of
us can work together to do that. So while I'm gonna focus on hospital practices today, | do
wanna acknowledge that there are many upstream opportunities that can also be
addressed and many of the resources Meg highlighted address those prenatal
opportunities. This is to just give you a sense of where we are in thinking about the overall
NTSV cesarean birth rate. This is just one exemplar of the rate. And to level set, over the
last 15 years or so, we've had increasing attention from perinatal healthcare organizations
to address that almost one third of births are occurring by cesarean. And while cesarean
birth is a life-saving procedure, in many contexts, the rapid rise has not been explained by
increasing medical risk, and has been associated with both maternal morbidity and
neonatal morbidity and mortality risk. So while there's a focus on the need to look at NTSV,
look at cesarean birth rates, in particular, the population that has been of most focus is the
population that's conceptually at lower risk for cesarean birth. And this is defined as a
person having their first birth at term with the baby in a vertex position, and it's a singleton
pregnancy or what we refer to as this NTSV. Population. This is a group that in theory
should be lowest risk for having cesareans and it's also a way to use a common measure
across different hospitals and populations to look at the same grouping with having the
same risk factors. So when we look at this population, these unexplained high rates of
cesarean have drawn attention and we've been asked to really try figure out what's going
on with this population uniquely. And when we look at this, when we look at the rate and
we look a little bit deeper, one of the things we see is a wide range in variation in the rates
that occur that are, again, unexplained by medical risk, so much so that your cesarean risk
starts to be explained more by where you live and the hospital that you go to, as opposed
to the medical necessity for that cesarean birth. And so it really raises the question of why
do we see this wide variation? And as you all well know, when we look at any kind of
variation, it's an opportunity for quality improvement to ask the question about how can we
be most like the top performers and address what might not be optimal care in the high
performers, | mean, in the higher rate incidence of cesarean birth. So this is really a space
where looking at this nationally, looking at it locally between hospitals, that we've really had
to ask the question of what's going on in the care that we're delivering that we have some
hospitals with such high rates and that are not making a difference in overall outcomes.
The other thing to make note of is that your cesarean rate really does matter. While we
think about quality improvement often in the terms of it can sometimes feel punitive, the
goal really is to say, how can we improve the patient care experience and expectations?
How do we meet their expectations for quality care when we have unexplained variation in
the use of a surgical procedure, albeit a critically important one when necessary, but an
overused one contributing to unintended consequences? And so to improve clinical
outcomes and population health overall, we really need to look at how we can address
these concerns. We also know that the cesarean birthrate impacts... The unit throughput,
staffing, bed shortages, career expectations for quality of care, and it's also used to look at
hospital safety ranking and recognition. And in particular, we know that the Joint
Commission has now used a reporting rate that if you have an NTSV cesarean birth rate
exceeding 30%, it's considered concerning and is publicly reported now. And the... While
there isn't quite a definitive, this is the absolute right rate for this particular hospital, what
we do know is that rates over 30% seem to be too high as the Joint Commission has
marked. And then we also have the 2030 healthy birth and NTSV rate goal, which is
23.5%. And in either direction, what we see overall is that hospitals are not consistently
aligning with the optimal rates, and we have too many that are at the higher than 30% rate.



Lisa Kane Low [00:09:10] And behind the numbers, what we also know is that the
incidence of cesarean birth has also been associated with an increase in the experience of
placenta accreta, which is a life-threatening condition that has contributed to increase
maternal, both morbidity and mortality. And so | think sometimes it's helpful to take a step
back and think about the people behind these numbers and that are having long-term
impact. The way we like to think about it in that first birth, the decision to have a cesarean
versus a vaginal birth predicts your reproductive health care trajectory in many ways, the
choices you may have in the future, the risks you face. In subsequent pregnancies and the
opportunities that you have to be cared for in different environments. And so it really does
become a critical area of concern.

Lisa Kane Low [00:10:08] And when we look at the areas of indication for cesarean,
consistently we see two top contributors and then a third that is also significant to note. But
basically when we look at primary indications for cesarean, They tend to cluster around
dystocia or abnormal labor progress and abnormal fetal heart rate tracings. And I'm gonna
focus in on these two areas in particular because of their high contribution. And there's
resources in the bundle that focus on malpresentation as well that you can access. But
looking at abnormal fetal heart rate tracing, in particular, it's the conundrum of what | call
the category two review. This is a situation where when we're using the NICHD endorsed
nomenclature of categories one, two, and three. We know category one, healthy, low risk,
looks, conditions, it's reassuring, tracing. We know, category three is ominous, concerning,
and likely needs to move to cesarean. Category two is all the variation in between. And as
a result, it can be very hard to interpret when do we need to push more towards action
moving to cesarean birth versus having opportunity for waiting and review. And one of the
things that has really been an intervention in trying to assist people through this
conundrum is to use an algorithm. There's a variety of different algorithms that are
available, but in particular, there's, I'll show you one that has gotten a lot of uptake. But the
overall goal of an algorithm is that they guide common assessment steps across all
members of the team. It lets all members of the teams engage in step-by-step assessment
of what they see, confirming, making a decision about next steps, and setting some time
parameters for when additional review would occur. Having this category two algorithm
really helps you have a shared, structured, multidisciplinary education approach and
communication. As much training can be done in a multidisciplinary team about the use of
the algorithm, really just promotes a shared mental model of how to use it then in real time.
Consistently using the same language is also another strategy to move forward in
consistently interpreting the category two tracings in the same manner. And then it also
lets you know when you need to escalate. So this next slide is an example of an algorithm.
And while it's difficult, I'm sure, for all of you to see, the key point is to just note that it lets
you ask the question of what you're seeing with variability. It lets you move to yes or no
with what you are seeing in terms of variability. And then it gives you time parameters
within which to move to each step. So it looks at... Whether or not you're seeing a certain
amount of decelerations over 50% for an hour, or if you're see them in a 30 minute time
parameter. So many people have adapted this to work in their institutions with some
variation, but the overall principle is just having a real clear structured stepwise fashion so
that we know when we're moving forward, when we are stopping, and when we need to
communicate and reassess next steps.

Lisa Kane Low [00:13:47] The next slide is just another example of an adaptation that
we've used in the obstetrics initiative. And in particular, what | wanna highlight about this
one is that we inserted the value of having patient-centered huddles, where all team
members and the patient come together to discuss what's happening, what's being seen,
and what decisions are being made to move forward. And the reason that | highlight this



example is that we know that team huddles can really be a safety measure that moves us
forward in quality care. Communications are critical element in all safety management.
And transitions in care in particular are at high risk for breaches in communication. So,
transitions in nursing at the bedside, transitions in position team lead can all present
opportunities where there's a breakdown in the flow of information and the intensity with
which we need to be evaluating and following up on something. Having team huddles
improves the communication and creates highly reliable teams that know that there's
always this consistent pattern and approach to how to have these conversations. It also
means that all members are part of the conversation and the review of the fetal heart rate
then enhances that ongoing trust and understanding of what we're seeing and how we're
seeing it. And then, as a result, leads to reduced variation in the analysis, improves health
outcomes for newborns, and assists with labor management decision making. And there's
been studies that have looked at the role that are undergirding each of these bullet points
that I've noted. So | really want to encourage you to think about the use of an algorithm
and also implementing team huddles as a component of that. Some additional resources
for improved fetal assessment are listed here. And one thing that | didn't really speak to is
the role of intermittent auscultation. There are value in that as an opportunity and looking
at assuring you have good unit policy and education and training for all staff, if that's a
direction that you wanna seek. And there's additional resources and information. And the
American College of Nurse Midwives provides very detailed information about intermittent
auscultation approaches in their clinical bulletin. In addition to the strategies I've noted,
also just having the algorithm information available using badge buddies, posters, having
dot phrases so that documentation is clear and the steps are there so that someone can
verify the steps that are in the algorithm versus what's happening in real time and then
having opportunities outside of the clinical environment to do case reviews and including
both positive and challenges so that you're able to really reflect on what you've learned but
also celebrate the good time communication, the ways that you were able to really
coordinate as a team.

Lisa Kane Low [00:17:01] So now I'm gonna switch over to Dystocia for a bit and. Before
we can go into thinking about abnormal labor progress, | just want to note that the whole
goal, when someone is presenting in spontaneous labor, is to keep labor normal, to not
disrupt the healthy physiologic processes that are unfolding, and to create an atmosphere
in space that really encourages the continuation of that labor. And the key components of
that are noted here. And while | won't go through each one of them, In short, It really is
about creating a space that is responsive to the person in labor that supports their family
integration into communication about what's happening, allowing for a variety of positions,
movement about meeting the person's desires and preferences, and then supporting and
assessing their progress over time to identify opportunities where intervention may be
necessary. And to highlight... Some of the labor management approaches, a new update
that | wanted to make sure everybody was well aware of is that we ACOG published
clinical practice guidelines for first and second stage labor management in January of
2024. These new guidelines really reinforced a lot of what had been what many of us
referred to as a paradigm shift where active labor was redefined in 2014. And 6
centimeters was the new point of active labor compared to 4 centimeters that had been
used previously. And a lot of information and data was provided to support really allowing
for a longer period of time for labor to unfold. And in this new guidelines, though, there are
some updates to second stage and dystocia management that | want to highlight. When
you think about spontaneous labor, the Types of things that | talked about earlier with
keeping labor normal are also supported by the ACOG recommendations, again, creating
a space and opportunity to let labor unfold and to engage a doula or family support as
optimal ways to encourage a healthy outcome. But what about some different components



of the labor process? ACOG has never endorsed a specific evidence-based diagnosis for
latent phase arrest or prolonged latent phase labor. And the reason | highlight this is that
there are definitions. The California Maternal Quality Collaborative has provided a
definition that's listed here, and it has not been adopted by ACOG at this point. But it is
something that some people have used in looking at how to support people and how to
diagnose arrest of latent phase labor. My recommendation here is really not to focus as
much on the diagnosis of arrest of latent phase labor as thinking about what happens in
latent phase and how we can support promotion of labor through the latent phase process
without having to make a rapid decision moving towards cesarean. And so encouraging
discharge home after comfort care discussions have been had with someone who's
presenting to the hospital or moving to augmentation of labor are really the two trajectories
that have come up the most as being the way to avoid the risk of arrest of latent phase
labor. Having patient education strategies though that align with those approaches is
essential. We have spent many years telling people to come to the hospital when they're in
labor, and now we're telling them to stay home in early labor. And so that requires different
resources, different ways of thinking and planning. And so making sure people know that
coming into labor in latent phase actually increases their risk for cesarean birth. And so we
wanna try to delay admission until active labor. So encouraging resources at home. Some
hospitals have implemented walking paths or areas where people can not be admitted but
can still be in the hospital environment due to transportation challenges or lack of
resources to return home or patient comfort. But also thinking about at what point do you
make the decision to transition from the decision to go home versus moving into induction
or augmentation. Some general guidelines have been is that if you're getting after about
16 hours of latent labor, that that is a point at which moving to induction or augmentation
may be an appropriate step if someone is at the 39 weeks or greater.

Lisa Kane Low [00:22:05] Another piece that's new in the guidelines is related to second
stage labor and time to push to prevent dystocia. The new guidelines encourage pushing
once complete and the use of a variety of positions as indicated. The new
recommendation is not to support laboring down any longer. There was a lot of work done
and studies that supported the role of laboring down but a more recent study that I'l
highlight here has actually demonstrated that you have a higher risk of maternal and
neonatal morbidity when you delay pushing. And in particular, in this study that was a high
quality randomized control trial, what they found was delaying pushing and people having
their first birth actually did not reduce the risk of cesarean and had a higher of neonatal
sepsis and lower pH and did not change impact on pelvic floor. We also see a consistently
high postpartum hemorrhage and corio rates. And so these data combined have now
moved us to a more limited use of laboring down. It's no longer encouraged when an
epidural is present, continuing open glottis or self-directed pushing. Tailoring coaching as
necessary, using upright positions and freedom of movement, and consistently evaluating
progress in descent and rotation. While we've offered more time in a longer duration of
second stage from moving from two hours to three hours in the general guidelines, the
goal is not to just allow time to pass, but to really be thoughtful about the varied position
changes that can be used. To try to support progress and dissent in second stage. So,
looking at specific practices to prevent dystocia, in particular, there's good evidence that
childbirth education classes can be a useful strategy to set expectations and
understanding. Having continuous labor support by the nurse, midwife, doula, or family
members. Walking and movement. Can't say enough about that, and I've repeated it
multiple times. But we also have seen some additional support for hydrotherapy when in
active labor. The use of position changes throughout, and in particular spinning babies has
been shown to be effective in addressing some unique position changes that align with
understanding the fetal presentation and supporting movement, rotation, and comfort. We



also know the use of peanut balls have been demonstrated to be effective, particularly in
the presence of an epidural. In supporting variation in position when someone may not be
able to physically support that. And then just continuing to support comfort assessments
and management. And | did note fetal heart rate auscultation is an opportunity because it
promotes movement and mobility, reduces the risk of variability and interpretation of EFM
and the use of wireless EFM to again support position changes and movement. Are all key
strategies that can be used. And then | would be remiss if | didn't call out this really
important study that looked at adequate nurse staffing and cesarean birth rates. The
researchers were able to demonstrate in a large sample size that when you look at nurse
staffing and its alignment with A1 guidelines of one-to-one staffing and active labor, that if
you had good staffing, it was an independent predictor of lower cesarean birth rates and
higher VBAC rates. So in short, we can talk about all these steps, but you have to have the
staffing to implement them. And one-to-one staffing is a critical step in assuring our
movement towards reduced cesarean birth rates. A couple of other key points related to
dystocia. In the new guideline in 2024, nothing really changed in terms of the definitions.
Six centimeters still is active phase. An active phase arrest is still defined in the same
ways. And one of the things about the use of these guidelines for diagnosis of dystocia is
that it really does help you assure that you're giving enough time that's evidence-based
time to allow labor to unfold and to allow labor progress to continue before we intervene
too soon to perform a cesarean birth. The one thing that is a little different in these
guidelines is that they now talk about tailored counseling if moving beyond two to three
hours in second stage labor. And I just wanna highlight this because it does address what
might be some concerns when we get to the specific dystocia in just a second. Some
additional steps for management of Dystocia in active labor, there is now a strong
recommendation for amniotomy for patients undergoing augmentation or induction to
reduce the duration of labor. And while this may be counterintuitive in some schools of
thought, the research has really demonstrated the safety and efficacy of performing this.
There isn't a specific utilization rate on high or low dose oxytocin, but the use of pressure
catheters to confirm the level of intensity of contractions is an important key step. These
are the final definitions for Dystocia, and what's been shown is the use of these
consistently does have an impact on reducing cesarean birth rates. And this is the point |
made a little bit ago about second stage labor, where now if someone gets to two hours
and there's been no descent or there's a lack of fetal rotation, it is possible to consider
moving towards a cesarean birth, but this practice point is not strong evidence-based. It's
expert opinion that's been added this year, and so it'll be interesting to see the impact of
that.

Lisa Kane Low [00:28:54] I'm just going to be circling to the close here, but | just want to
mention a couple other key points. One is that with induction of labor, you see a longer
latent phase labor, and so allowing for more time in an induction for labor to unfold is an
important step. And then active phase, once you get to six centimeters, does tend to follow
the same pattern as regular labor. And when you're thinking about the decision to identify
a failed induction of labor, you really need to allow for at least 12 to 18 hours after
membranes are ruptured and you have adequate contractions or at least six hours of
oxytocin use when there was not adequate contractions. And then a final step as we're
closing is to just note that labor unit culture is an essential piece of that. And these slides
will be made available for you, but | put this out to have you think about the foundation
underneath implementing all these different steps. Labor culture is a critical piece that's
been shown to be associated with positive outcomes and a safe reduction in NTSV,
cesarean birth rates. This is work by Emily White Van Gompel, and you can use the QR
code to learn more information. So in closing, | know we can do hard things and that it is



all about the team. That is coming together and | know Meg has a couple of closing
remarks to make for you.

Meg Sheahan [00:30:25] Thank you so much, Dr. Kane Low. That was so informative and
interesting and useful. That's a wrap, everybody. This is our final session in the clinical
refresher series. The webinar recordings and the slides for all of the refresher series
sessions are posted on the events overview page of the AIM website, saferbirth.org, within
about a week of each session. If you are interested in this content and would like to hear
more, please join us at the AIM Annual Meeting June 15-17 in the D.C. Area. Gotta hop on
it though. Registration closes in two days on May 29th, so use this QR code or click on the
link in the chat to learn more. And thank you so much for joining us and thank you again
Dr. Kane Low for sharing your expertise. Final plug, please complete the very short
evaluation survey. Check out saferbirth.org and sign up for our newsletter and have a
great day.





