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• Please join by telephone to enter your 
Audio PIN on your phone or we will be 
unable to un-mute you for discussion.

• If you have a question, please enter it in the 
Question box or Raise your hand to be un-
muted.

• This webinar is being recorded.

• Please provide feedback on our post-webinar 
survey.

Welcome!



Webinar Agenda
February 8, 2018

PROVIDE Announcements

Overcoming Resistance to Change: Be the 
Change Leader!

Sue Garpiel, Trinity Health

Questions/Comments
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Announcements

Data Collection or Submission Questions? 

Estefania Rubio, Data Analyst erubio1@health.usf.edu

Upcoming Webinars: 2nd Thursdays of every month at 12 PM 

EST (unless otherwise noted)
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Overcoming Resistance to Change:  
Be the Change Leader!

February 8, 2018

Susan Garpiel, RN, MSN, CNS, C-EFM
Director of Perinatal Clinical Practice
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Perinatal Patient Safety Initiative Co-leads

Gerald Girardi, MD, FACOG

Perinatal Medical Director

Co-Lead of the Trinity Health 

Perinatal Patient Safety Initiative

Susan J. Garpiel, RN, MSN, CNS, C-EFM

Director of Perinatal Clinical Practice

Co-Lead of the Trinity Health

Perinatal Patient Safety Initiative



1) Define transformational change and 

common responses.

2) Describe leadership tools that reduce 

resistance to change.

3) Apply tools to strategies for improving 

clinician engagement and commitment to 

the AIM Bundle: Safely Reducing the C-

section.
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• What this is not… • What this is….

©2017 Trinity Health 4

Disclaimer





PPSI Project History and Plan   Rev. 1/19/18
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PPSI Projects West/Midwest
Implementation (24)

W/MW & East Synergy 

Implementation(34)

40 Ministry 

Implementation

Risk Reduction: Cost/Claim, SRE
1. System-wide Guidelines/Practices:

• Trial of Labor After Cesarean (VBAC) 

• Induction Augmentation  

• EFM (2 policies)

• Second Stage Labor

• Cervical Ripening 

• Mag Sulfate (4 Policies) 

• Preeclampsia Management (OB Hypertension Bundle)

• OB Triage: Maternal Fetal Triage Index

• Shoulder Dystocia Management

2. Validation of Competency /Practice

• Perinatal Risk Site Assessments  

• Premium Impact Audit Program (annual)

• NCC Electronic Fetal Monitoring Certification 

• AWHONN 2011 Staffing Guidelines 

3. Maternal and Perinatal Morbidity/Mortality Reduction 

• Elective Delivery <39 weeks (PC-01)

• Baby Friendly/Exclusive Breast Milk Feeding (PC-05)

• OB Hemorrhage Education Program

• Reducing Primary C-section/Supporting Intended Vaginal Deliveries 

(PC-02)

• March of Dimes Preterm Labor Assessment Toolkit (PC-03)

• OB Sepsis/ Maternal Early Warning Criteria

• Zika Exposure Screening

4. Experience of Care (HCAHPS)
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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



©2017 Trinity Health 8

http://transform.childbirthconnection.org/
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Responses to Transformational Change
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1) Define transformational change and 

common responses.

2) Describe 2 leadership tools that reduce 

resistance to change.

3) Apply tools to strategies for improving 

clinician engagement and commitment to 

the AIM Bundle: Safely Reducing the C-

section.

11©2017 Trinity Health

Objectives



• 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

©2017 Trinity Health
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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

©2017 Trinity Health
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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.



©2017 Trinity Health
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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
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Formula for Change 

Building the Case for Change



R = Resistance
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Common Reasons for Resistance to Changing practice?   POLL

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.”

21



D = Dissatisfaction with Current State or Data

22

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

27©2015 Trinity Health - Livonia, MI



Brianna’s Birth Experience

©2017 Trinity Health
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Lauren was born at 8 33 pm on December 16th 2016  10 lbs 6 Oz and 21 inches 



• If you had a choice for this elective 
intervention, knowing the potential risks 
would you choose?

• Is there shared decision-making: Are 
risks, benefits and alternatives 
discussed? 

29©2015 Trinity Health - Livonia, MI

Moving from the WIIFM to People-Centered 
Approach: Put yourself in the place of the woman.



• 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

30

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

32



F = First Steps

33

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.

©2017 Trinity Health
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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.



The PATH to Commitment

©2017 Trinity Health
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The PATH to Commitment

©2017 Trinity Health
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Implementing the Evidence for Safe Second 
Stage Labor Care Bundle (4 Ps)   

Patience and

Positioning for 

Physiologic

Progress



Second Stage Balancing and Outcome Metrics  Presenting 4/18 ACOG 
Accepted for publication: The American Journal of Maternal Child Nursing
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The PATH to Commitment

©2017 Trinity Health
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The PATH to Commitment
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The PATH to Commitment

©2017 Trinity Health
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• Engage stakeholders through entire process

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

• Recognize the stage of transformational change 
and commitment of all major decision-makers.

• 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 their learning and success. 

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

Strategies to move to Commitment
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Changing Culture starts with vision and action
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Be the Change Winner! Not the Change Whiner.

©2017 Trinity Health
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Final Words and Advice



Questions?



Supplemental 
Materials
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The “9 Stages of Transformational Change” curve shows a normal, predictable process. The fact that the whole thing can be represented as a process is 
comforting! They can “plot” themselves somewhere, and then they can see that there’s an eventual “WAY OUT” as well. Throughout the process, While we may 
only visit a stage for a blink of an eye related to some changes, we might get stuck for days, weeks, months or years in other stages depending upon the 
“bigness” of the transformational change we’re asked to make. My advice? Go through ALL the stages, but don’t get stuck “too long” in any of them.  Additionally, 
you can see the word “retreating” for many of the stages. All the way up until Stage 7 (acceptance), we can go backwards through the curve — revisiting stages 
we’ve already seen. This is also normal – and typical. However, once we reach Stage 7, we don’t slip backward — at least related to “this” transformational 
change!

• Dreamland (Stage 1 to Stage 9)  it’s the “fast path” we’d prefer — to avoid the “ickiness” of transformational change. We want to jump directly from stage 1 
(status quo) to stage 9 (advocacy), but it doesn’t work very well. Therefore, I call it “Dreamland.” An example of a “dreamland” jump? A New Year’s 
resolution. Do you ever wonder why “resolutions” don’t actually create real, sustainable change? Because there’s no grief and no growth involved… In short, 
we never commit, really, to the change.

• Stage 1: Status Quo: simply what “is” at the beginning of the transformational change process. It is the known, the predictable, the safe, etc. And then —
boom! Someone or something proposes a change, and we start “down” the transformational change curve. Next stop? Denial 

• Stage 2: Denial: our first response to a change (and yes, this is exactly like Elizabeth Kubler-Ross’ grief and death cycle). This is when we find ourselves 
saying things like, “I can’t believe it.” For some, denial can be quick — while for others they can stay in denial for a LONG time — like forever. 

• Stage 3: Righteous Resistance: A transformational change leader recognizes that anger is expected and rather than trying to “quash” the anger, they help 
people move through their anger..

• Stage 4: Pleading: After anger comes “pleading” or “bargaining” or “wishful thinking…” Listen for sentences starting with the words, “If Only…” and you’ll 
know you’re in the presence of pleading. Each time you hear, “If only” understand the person is living in the past and denying the present. Bargaining is 
normal — but it’s also temporary.

• Stage 5: Despair / Skepticism: At this stage can choose four things: •We can stay here, become an energy vampire (sucking it out of everyone around us), 
and live in despair or skepticism.  •We can go backwards to “pleading” because maybe we feel better being there.  •We can “Flame Out” — and give up on 
the change. •We can choose to move forward — to GROW, to CHOOSE the change that we’re part of.

• Stage 6: Tolerance: decided to move forward THROUGH the change. You say yes when someone like me asks you this question, “Can you live with it?” it’s 
possible to still harbor some negativity and move forward at the same time. Don’t wait until you feel 100% comfortable — have the courage to “live with it” 
even if you still have some negativity, and you can start the process of moving ahead.

• Stage 7: Acceptance: There’s no more “retreating” at this point. Why? Because at “acceptance” we are at least neutral about the change — our negativity has 
been resolved. We have made the choice to “take down” the rearview mirror completely and to move forward harboring no negative thoughts. This is a HUGE 
step in the transformational change process — and the sooner an entire group or organization reaches this stage, the better.

• Stage 8: Agreement: Beyond neutrality and actively positive. It’s OUR CHOICE to feel and believe this way, and our behavior reflects it. We are openly 
optimistic, we share our hope for a positive outcome, and we anticipate the benefits coming from the change process. It’s rare to have entire organizations 
reach the “agreement stage” — it’s more typical to have excellence in transformation look more like 80% in stage 8, and 20% in “some other” stage (many in 
stage 7, some in stage 6, and some holdouts remaining in stages 5, 4, 3 and even 2.)

• Stage 9: Advocacy: People are so positive that they become advocates for the change itself. They have CHOSEN to become infectious, contagious, 
passionate sales people for the change — there’s no buy-in, no convincing, no arm twisting, no “or-else” statements. Advocates are high-energy, positive 
agents for change and it’s WONDERFUL to be in their presence.

• The Leadership Lesson: 

- First — transformational change leaders (TCLs) recognize that their organizations “grieve then grow” behind them as changes are proposed and 
implemented. TCLs know this, plan for this, and manage the process associated with this.

- Second — TCLs (using the advice from General George Patton) will occasionally “turn around” in their organizations and make sure there’s someone 
following them! In other words, a TCL won’t let the change get “too far ahead” of the organization. TCLs, by nature are forward-looking, strategic, positive 
people — but they also realize that change happens THROUGH people, not in spite of them.

9 Stages of Transformational Change Detail R. T. Tipton 2012

©2017 Trinity Health
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• Shortage: IV solutions, local anesthetics (lidocaine, ropivacaine, 

Marcaine), parenteral analgesics, heparin and Oxytocin

- Are you aware? Are you feeling the impact?

• Bob Ripley, Pharmacy VP expects this to last through 2018. 

- Coming to Steering Team on 1/31 to discuss situation

• Consider: OB is the lowest risk patient in the hospital (except those with 

medical/obstetric clinical complications)

- How can we leverage the strategies we are working on to safely reduce C-section to 

align with appropriate utilization of those drugs in shortage?

Announcement of Critical Drug Shortage

©2017 Trinity Health
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Cascade of Interventions Related to induction 
or augmentation of labor

IV

Bedrest

Continuous EFM

Amniotomy

Significant discomfort

Epidural 

Prolonged labor



What happens (Induction Cascade)

• IV

• Oxytocin

• Bedrest

• Continuous EFM

• Amniotomy

• Significant Discomfort

• Epidural

• Prolonged labor

• C-section: failure to progress

What we want to accomplish

• Appropriate use of IV, and oxytocin 

resources to conserve for medically 

necessary (fluid resuscitation, prevent 

PPH)

• Improve mobility/freedom of movement to 

support labor progress and fetal descent

• Limit interventions that may increase risk

• Conserve local anesthetics – use 

alternative strategies and labor support to 

improve coping in labor

Induction Cascade vs. Strategies to reduce C-sections
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• __1_Avoid elective inductions <40 6/7 

weeks gestation 

• __2_Bishop scores to drive selection of 

cervical ripening/induction method(s)

• __3_Utilize cost-effective, efficient inpt

cervical ripening methods and processes 

that result in high value, high quality care. 

• __2_Outpatient balloon cervical ripening

• __4_Hardwiring tools in practice (i.e. 

guidelines, order sets, checklists, 

algorithms, documentation) for clinical 

decision-making.

Prioritizing Strategies to impact practice:                           
Cervical Ripening Group

©2017 Trinity Health
52



• __2__Standardize Oxytocin Use

- Patient Selection – PreOxytocin

Checklist

• __2__Standardize diagnosis of 

dystocia / arrest disorder

• __2__Standardize diagnosis of 

failed induction

• __1_ Early admissions in labor

©2017 Trinity Health
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Prioritizing Strategies to impact practice:                    
Induction/Augmentation with Oxytocin



_4__Ministry designed birth plan to assist woman in setting expectations 

[Structure Measure]

_1_Review of standardized labor orders and policies to identify conflicts

_1__Role of Physician in Labor Support program: draft being presented 

by a physician from Mount Carmel Health System

_2__Labor Support for Nurses program: outline completed. Survey 

developed to identify resources and integration of content cross 

continuum under development

_3__AIM Structure Measures: Unit-standard for labor support, in a 

guideline/policy/procedure revised in past 2-3 years for freedom of 

movement. Sandi Michaels (Albany, St Peters) drafting a policy for system 

consideration

Labor Support Comprehensive Multidisciplinary Approach

©2017 Trinity Health
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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. 
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