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Approximately 1 in 3 
women in the United 
States give birth by 

cesarean. 



There has been a 
rapid increase in 
cesarean birth 

without
concomitant 
decrease in 
maternal or 

neonatal morbidity 
and mortality 

suggesting that 
cesarean is 
overused. 



Wide variation in 
cesarean rates among 

States  suggest 
practice variation 
among hospitals, 

systems, and health 
care providers 

contribute to these 
rates. 



Risks of 
Cesarean 
Section



The risk of placenta 
previa increases with 

each additional 
cesarean. 



Prevention of the 
PRIMARY Cesarean



2014



NTSV – 
Nulliparous 

Term 
Singleton 

Vertex 

A metric that was created to 
evaluate obstetric care and compare 
performance across similar hospitals 
and regions

Current National Rate – 25.6%

Healthy People 2030 Goal – 23.6% 



NEBRASKA



NEBRASKA



How can a hospital 
work to reduce its 
NTSV rate?





Success of the 
implementation 
of the CMQCC 
Bundle



• The bundle included many 
things with a variety of 
uptake amongst 
participating hospitals.

There is no single 
solution to fix 
NTSV rates!



Readiness for change
• Change will not occur without commitment. 

• Unit culture is a critical contributing factor 
to success in both making any necessary 
changes and sustaining gains that are made.

• Identify unit champions to help advocate for 
positive change.  

FIND YOUR 
MULTIDISCIPLINARY 

CHEERLEADERS! 



Identify the 
level of the 
problem 

Track your units NTSV rates 
Hospital wide rates 

Provider specific rates 

Review cases of primary cesarean 
deliveries and compare to ACOG 
guidelines



Educate all 
staff of 

current NTSV 
rates and 

goals 

Review of rates at already established 
staff meetings 

Via email

Post signs on your labor and delivery 
unit



Encourage 
Unblinded 
NTSV 
provider 
rates

 85% of the CMQCC hospitals unblinded rates and it was viewed as 
favorable. 

 Unblinding, paired with peer comparison and education, fosters 
improved obstetric care, encourages evidence-based practice, and 
reduces unnecessary, risky, or unjustifiable surgical variations among 
providers.

 CMQCC offers a month by month method to reveal individual NTSV 
rates overtime to reduce anxiety.

 Cannot be associated with credentialing or punishment

 Include collection and distribution of balancing measures



Accurate data with 
commitment to data 

collection is key! 



What is your units labor 
culture?



Labor Culture 
Survey

 Dr. Emily White VanGompel is a family medicine physician from 
the University of Illinois Chicago who has created a validated 
survey to assess labor culture. 

 Key Points:
 1) The attitudes, values, beliefs, and collective norms on a unit 

create a specific culture unique to each unit

 2) A labor and delivery unit’s culture is measurable, and is strongly 
associated with its primary cesarean delivery rate

 3) A high performing labor and delivery unit culture, (1) values 
evidence-based low intervention practices, (2) has a strong safety 
culture, and (3) prioritizes patient voice and patient experience.

 The LCS results can “bring forward voices that are usually not the 
loudest, but may make up the majority.” 

 Helps identify “low-hanging fruit” for change.



Hospitals with 
greatest 
improvement 
in NTSV rates 

 Clinicians at 69 hospitals 
in Michigan took the 
LCS in 2020 and 2022

 Compared successful to 
non-successful hospitals

  “Successful hospitals” 
either achieved the 
HP2030 goal or reduced 
their NTSV rate by 5%

 There was no difference 
in baseline LCS scores 





How can we 
improve labor 
and delivery 
unit 
microculture?

1. Foster teamwork and psychological 
safety

 Implement structured communication

Conduct regular safety huddles with equal 
voices

Simulation training in effective 
communication

Create a “just” culture 



How can we 
improve labor 
and delivery 
unit 
microculture?

2. Normalize Vaginal Birth
 Improve patient education prior to labor 

and delivery

Encourage increased in-room nursing time

Reduce unnecessary non-evidence based 
intervention 

Encourage labor support (i.e. pain 
management, doulas, spinning babies)

Standardized debrief after difficult 
deliveries 



How can we 
improve labor 
and delivery 
unit 
microculture?

3. Implement Evidence Based Clinical 
Practices 

Standardize care protocols to be consistent 
with national guidelines

Education on evidence-based labor 
guidelines

Regularly review data and share it to 
encourage reflection and practice change 



Identify the 
level of the 
problem 

Perform some assessment of current unit 
labor culture 
Anonymous labor culture survey

Open ended small group discussions 
with facilitators 

Help identify themes and problem areas 



Ideas for small 
group 
discussion

 Do we feel our patients are prepared for 
labor/expectations around induction/labor process?

 Does our unit support vaginal birth? Why or why not?

 Is there a fear of vaginal delivery? Of cesarean?

 How are birth management decisions made on your 
unit?

 How much do you feel management decisions are 
made independently vs. made with equal input 
from all staff and the patient?

 Does communication happen frequently on your 
unit to support vaginal birth?

 Do all staff feel safe and encouraged to speak up if 
a patient’s chance of having a vaginal birth is 
negatively affected by management decisions?



Fear of vaginal 
birth 

A planned elective cesarean has not 
been found to be safer than vaginal birth 

for mom or baby.
 A Canadian retrospective cohort study of primiparous 

women with singleton pregnancies that compared women 
in planned cesarean versus planned vaginal delivery groups 
showed overall rates of severe morbidity for the entire 14-
year period were 27.3 and 9.0, respectively, per 1,000 
deliveries.

 No clear neonatal benefit. Data showing increased TTN and 
RDS in elective cesarean. 

 There is data for pelvic floor benefit from elective CS but this 
much be weighed against maternal and neonatal risk



Current Evidence Based 
Clinical Practice



Labor arrest is the 
most common 
indication for 
PLTCS



Structured definitions 
are important! 



Prolonged Latent Phase

Should not be considered 
an indication for cesarean!

AUGMENTATION IS 
REQUIRED.



Failed induction or augmentation of labor



Failed induction or augmentation of labor

In a cohort of 10,677 nulliparous women undergoing 
induction, more than 40% of those whose latent phase 
lasted 18 hours or more still had vaginal 
deliveries. The decision to continue labor beyond 18 
hours should be individualized based on clinical 
characteristics, patient preference, and discussion of 
risks and benefits.



Active labor is 
defined as ≥6 cm 
dilation



Active Phase Arrest



What are 
adequate 
contractions?



Second Stage 
Arrest 

• Add 1 hour for an epidural to pushing times. 
• It is reasonable to stop prior to these times if no descent is being 

made despite adequate effort



Encourage 
standard 
definitions and 
checklists. 

Checklists minimize 

unnecessary variation and help 
promote health equity!



Evidence Based 
Strategies to Promote 
Vaginal Delivery



Oxytocin is 
your friend!

 Oxytocin



Early AROM 
appears to be 
helpful in most 
populations.

Most recent literature supports the practice of early AROM 
to decrease labor duration.

Various definitions: AROM within an hour of CRB removal, 
AROM at <4 cm, AROM at oxytocin start. 

A systematic review including 1273 patients undergoing 
induction of labor found that early amniotomy had shorter 
interval from induction to delivery by approximately 5 hours 
with a similar risk for cesarean delivery.

ACOG STANCE: 



Use 
amnioinfusion 
for repetitive 

variables 



Position 
changes in 
labor!

• Consider training in Spinning Babies
• 2024 3 center RCT showed:

• Increased nursing confidence 
with labor support

• Decreased NTSV rate from 27 
to 14%

• 2025 study in Italy: 
• SB techniques increased the 

likelihood of OA positioning 
by 45%

• Peanut ball use
• Upright positioning 



Standardize 
Review of EFM

 There is large variation in FHR tracings for 
Category II

 Standardize the way EFM is documented and 
when to alert providers

 Create an environment where open honest 
communication is the norm

 Encourage huddles to discuss EFM in labor

 Encourage EFM monitoring courses amongst 
staff

 Anonymous case reviews for education 



Figure out 
position 
prior to 
pushing! 
Feel empowered to 
determine and communicate 
position! 



Manual 
Rotation!

 Use ULTRASOUND To 
your benefit!

 Look at the spine, not 
the eyes

 Manual rotation of the 
fetal occiput

 4 babies need to be 
rotated to prevent 1 
CS

 Not associated with 
increased  rates of 
prolapsed cord, 
birth trauma or 
neonatal acidemia



PUSH at 10 
cm!

 The American College of Obstetricians and 
Gynecologists (ACOG) recommends that pushing 
commence when complete cervical dilation is 
achieved.

 JAMA RCT: 
 Delayed vs. immediate pushing
 No difference in vaginal delivery rates
 Delayed pushing shortens active pushing time by 

approximately 9-27 minutes but extends total 
second stage duration by 32-56 minutes.

 Significantly higher rates of chorioamnionitis (9.1% 
vs 6.7%, p=0.005) and postpartum hemorrhage 
(4.0% vs 2.3%, p=0.03) with delayed pushing.

 There is no evidence for supporting specific pushing 
techniques or positions as superior.



Train in 
Operative 
Vaginal 
Delivery

 OVD is a safe and 
acceptable alternative to 
cesarean delivery

 Fetal risk of operative 
vaginal delivery is low

 Intracranial 
hemorrhage 1 in 650-
850

 Neurologic 
complications 1in 220-
285

 Ongoing maintenance of, 
practical skills related to 
operative delivery is 
encouraged. 

 TAKE A SKILLS COURSE



Induction of 
labor is not the 

enemy.

 We used to counsel people that IOL with an 
unfavorable cervix would double your risk of 
cesarean

 ARRIVE Trial (2018)
 6100 low risk G1 underwent IOL at 39.0-39.4 vs. 

expectant management. 63% had unfavorable 
cervices on arrival (Bishop <5)

 Lower cesarean rate: 18.6% in IOL group v. 22.2% 
in expectant management (16% relative risk 
reduction)

 Lower hypertensive disorders: 9.1% vs. 14.1%

 Lower neonatal respiratory support: 3.0% vs. 4.2%

 Longer time on LND: 20 hours vs. 14 hours

 Needs to be in the appropriately counseled patient! 
Induction=augmentation. 





Other Key 
Drivers of 
Primary 
Cesarean 

 Consultation for external cephalic version should be 
offered to patients with fetal malpresentation. 

 Highest success at 37 weeks

 The only absolute contraindication to ECV is a 
contraindication to vaginal birth

 Macrosomia is (usually) not an indication for cesarean 
or early-term delivery

 Ultrasound is imprecise at term

 >5,000 grams for non-diabetic, 4,500 grams for 
diabetic

 Early term delivery has not been shown to 
decrease the risk of shoulder dystocia or the risk of 
cesarean section



Summary

1) Create a team of champions!

2) Collect data at regular intervals

3) Assess labor culture, reveal “low hanging fruit”

4) Unblind provider NTSV rates

5) Provide regular education/training in evidence based labor 
interventions (or benefits of non-intervention) for all levels of 
staff 

6) Use structured checklists for definitions of failed 
labor/induction

7) Create space for all voices to be heard in labor 
management

8) Monthly non-blaming review of NTSV cases for education 
and improvement



Questions?
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