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Attending and patient

In the literature on cesarean delivery rates, organizational structure are key decision-
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patient through labor . . Attendings
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. * Work with other providers specialists _ :

M ETHOD Self-described L * Perform cesarean _ Emphasis on Encourage nursing-

Responsibilities ° Advocate for patient's deliveries * Help with Spinning Babies® provided patient
Interviews occurred between September 1, 2022 and June 30, 2023: intended birth plan if safe . Eacilitate [abor resident training motivation
. ' ital invi ici » Advocate for a healthy birth : outpatient clinic

Obstetrical staff at a Hartford, CT hospital invited to participate . | Y progression e N Decrease cervical Focus on ACOG
* Participants interviewed about labor dystocia in nulliparous, term, ° Prowgle medical and | e Senior residents Ige.pa entsin checks with labor criteria for arrest of
singleton, vertex (NTSV) patients emotional support to patient o oo GNie dystocia & Pitocin descent or dilation S .
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 Two transcript readers identified themes among staff Emotional support &P

trending towards

of patient

 Interview transcripts analyzed according to codebook of themes

cesarean delivery

Interview questions:

Demographics (roles and responsibilities)

Describe a scenario from past 3 mos. (labor arrested, c-section required)

How often does this scenario occur? CONCLUSIONS REFERENCES ACKNOWLEDGEMENTS
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What are the most important factors to consider in this decision?
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How successful are you at preventing c-sections?
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