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CESAREAN BIRTH
Kathleen Rice Simpson, PhD, RNC, CNS-BC, FAAN and Audrey Lyndon, PhD, RNC, FAAN

LABOR NURSES’ 
VIEWS OF THEIR INFLUENCE ON 

1.5 ANCC
Contact Hours

Abstract
Background: As part of an ongoing study about nurse staffi ng during labor and birth sponsored by the Association 
of Women’s Health, Obstetric, and Neonatal Nurses (AWHONN), outcomes that may be linked to aspects of labor 
nursing were considered. The purpose of this study was to see if labor nurses felt they infl uenced whether a woman 
has a cesarean birth. These data were used to determine if cesarean birth should be included as an outcome 
measure in the multistate labor nurse staffi ng study.
Methods: Focus groups were used to explore the role of labor nurses and cesarean birth. Participants were attending 
the AWHONN national convention in 2015. Two open-ended questions were asked: 1) Do labor nurses infl uence wheth-
er a woman has a cesarean? 2) What specifi c things do you do as a labor nurse to help a woman avoid a cesarean?
Results: Two focus groups were held (n = 15 and n = 9). Nurses overwhelmingly agreed nursing care can 
infl uence mode of birth. They described multiple strategies routinely used to help a woman avoid a cesarean, 
which were categorized into three main themes: support, advocacy, and interactions with physicians. Support was 
emotional, informational, and physical. Advocacy involved advocating for women and helping women advocate 
for themselves. Nurses tried to focus on positive aspects of labor progress when communicating with physicians. 
Descriptions of interactions with some physicians implied less than optimal teamwork and lack of collaboration.
Conclusion: Labor nurses are likely infl uential in whether some women have a cesarean. They reported consis-
tently taking an active role to help women avoid a cesarean. Promoting vaginal birth as appropriate to the clinical 
situation was a high priority. Trust, partnership, and respect for roles and responsibilities of each discipline were not 
evident in some of the clinical situations nurses described.
Key words: Cesarean birth; Labor nurses; Nurse–physician communication; Nurse staffi ng. 
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The Association of Women’s Health, Obstetric, and 
Neonatal Nurses (AWHONN) has been sponsoring a mul-
tiphase study about nurse staffi ng during labor and birth 
since 2012 (Simpson, 2016). Various potential outcomes 
related to staffi ng were under consideration for inclusion as 
outcome measures in the next phase of the study, including 
cesarean birth. As part of the study, 11 focus groups of la-
bor nurses were held, during which participants described 
numerous implications of inadequate staffi ng (Simpson & 
Lyndon, 2016). In the context of short staffi ng, labor nurs-
es mentioned promoting vaginal birth, but did not specifi -
cally discuss their strategies to help women avoid cesareans 
(Simpson & Lyndon). Two focus groups of new mothers 
and two focus groups of physicians also were convened to 
include representatives from various stakeholders in the 
study of labor nurses and their potential to infl uence birth 
outcomes (Simpson). Both new mothers and physicians felt 
labor nurses played a prominent part in mode of birth 
(Lyndon, Simpson, & Spetz, 2016). In light of gaps in data 
about how nurses viewed their role in avoiding cesarean 
birth from the fi rst set of focus groups of  nurses, we chose 
to ask labor nurses explicitly about this issue. The purpose 
of this study was to determine if labor nurses felt they infl u-
enced whether a woman has a cesarean birth or vaginal 
birth and if so, what specifi c aspects of their care were in-
volved. The plan was to use these data to inform the next 
phase of the AWHONN nurse staffi ng research.

Methods
Setting and Participants

Two focus groups of labor nurses were held at the annual 
AWHONN convention in Long Beach, CA, in June 2015. 
After obtaining institutional review board approval, nurses 
registered to attend two convention presentations focused 
on labor were recruited via an email that briefl y explained 
the study. Inclusion criteria were 1) at least 2 years as a labor 
nurse and 2) actively caring for women in labor in a staff 
nurse role. Nurse managers, nurse educators, clinical nurse 

specialists, and other labor nurses in nonstaff nurse 
roles were excluded. The fi rst 30 registrants who 
met inclusion criteria and agreed to participate were 
given instructions on timing and location of the fo-
cus groups. Participants were assigned to one of the 
two groups. An email reminder was sent 2 days be-
fore the sessions were scheduled. Lunch was offered 
as a token of  appreciation.

Data Collection

Written informed consent was obtained and inclu-
sion criteria were verifi ed prior to beginning the 

D
o labor nurses infl uence whether women 
have cesarean or vaginal birth? Because la-
bor nurses spend the majority of time with 
women in labor compared with other mem-
bers of the perinatal clinical team in most 
hospitals in the United States, it would seem 

that their care would be a major infl uencing factor. How-
ever, the decision for cesarean rests with the responsible 
certifi ed nurse midwife or physician. Some research-
ers have attempted to quantify the role of the nurse in 
 cesarean birth (Gagnon, Meier, & Waghorn, 2007; Ga-
gnon & Waghorn, 1999; Gagnon, Waghorn, & Covell, 
1997; Hodnett et al., 2002; Radin, Harmon, & Hanson, 
1993), whereas others have used qualitative methods to 
ask nurses directly about their role (Edmonds & Jones, 
2013; James, Simpson, & Knox, 2003; Simpson, James, 
& Knox, 2006; Sleutel, 2000; Sleutel, Schultz, & Wyble, 
2007). Results have been mixed. Nurses have expressed 
opinions about their infl uence, but measuring it has prov-
en challenging.

The largest study, a multicenter randomized controlled 
trial (RCT) of 6,915 women conducted in the United 
States and Canada, found no difference in the cesarean 
rate when  comparing women randomized to one-to-one 
nursing care by a nurse specially educated in labor support 
techniques who was at the bedside at least 80% of the time 
after enrollment and women randomized to  routine care 
during labor (usually involving the nurse having more 
than one patient) (Hodnett et al., 2002). This was a rigor-
ously designed RCT with a large diverse sample of various 
types of units and patients. Women in the study had many 
medical interventions including continuous electronic fetal 
monitoring (77%), epidural  anesthesia (75%), and oxyto-
cin for  induction or augmentation of labor (62%). The 
researchers concluded that continuous labor support by 
registered nurses was unable to overcome high rates of 
routine medical interventions and associated unit  culture 
to affect method of birth (Hodnett et al.).
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Nurses offer emotional support, 
advocacy, and information on what 
to expect to women in labor as part 
of their efforts to help them avoid 
cesarean birth.
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her pain. Nurses noted the calming effect they offered that 
was often needed for success. They need you and they focus 
right on you and they’re listening to everything you say. 
They need that calming. Developing a trusting relationship 
was mentioned as a signifi cant factor in being able to care 
for a woman in labor. By the time she delivered, we had 
developed such a sense of trust because I think she really felt 
that I really cared about her and her  experience.

There was much discussion about various types of labor 
support  techniques including ambulation, frequent reposi-
tioning, use of the peanut ball or birthing ball, passive fetal 
descent, hydrotherapy, giving the woman enough oxytocin 
but not too much, and letting women know that pain med-
ication is sometimes needed by revisiting the options for 
pain relief. Repositioning and ambulation were considered 
to be essential for labor progress. Defi nitely position change 
works. That peanut ball is awesome. You know this baby 
is OP or OT, so you do the things you know with labor 
support to assist that baby’s rotation coming down. Nurses 
reported taking an  active role in encouraging both.  Rotating 
her side to side often, then position changes and if she 
doesn’t have an epidural, assisting her with ambulating. We 
use a telemetry monitor if she can get on the birthing ball; 
we get her in the shower. A number of nurses mentioned 
using a holistic approach to labor care. I look at the four 
P’s, the power, the passenger, the pelvis and her psyche.

Passive fetal descent in second-stage labor generated a 
lot of discussion within the theme of labor  support and in 
communication with physicians. 

Laboring down in the second stage is important. A 
lot of physicians, especially those that are more old 
school, want active pushing right away. Some women 
and babies just cannot  handle active pushing for pro-
longed periods, so  nurses are huge advocates for 
 laboring down. 

Careful titration of oxytocin to promote labor progress to 
vaginal birth, but avoid complications was discussed in detail.

Use of Pitocin effectively and correctly, not over-
saturating her uterus, but at the same time, giving 

sessions. The following open-ended questions were asked 
of the participants in this order: 1) Do labor  nurses infl u-
ence whether a woman has a cesarean? 2) What specifi c 
things do you do as a labor nurse to help a woman avoid 
a cesarean? Once discussion of fi rst question was com-
plete, the second question was asked. Field notes were 
taken and focus group discussions were audio recorded 
and transcribed verbatim. All participants’ potentially 
identifying information was deleted. The two investigators 
alternated between observer and focus group facilitator.

Analysis

We reviewed the transcripts and the fi eld notes taken as 
observers. Data were analyzed using inductive coding 
methods (Hesse-Biber & Leavy, 2004) and thematic analy-
sis of responses (Braun & Clarke, 2006). These methods 
were used to seek understanding from the  perspective of 
nurses directly  involved in care of women during  labor 
how they felt about their role in whether a woman has a 
cesarean birth. Key ideas and quotations generated from 
the data were merged. Themes were identifi ed, reviewed, 
and refi ned in an iterative process until  consensus was 
reached on analysis. Credibility of fi ndings was supported 
by  consistency of themes identifi ed independently by the 
 researchers from the data.

Results
Two focus groups of labor nurses were held with 15 nurses 
in the fi rst group and 9 in the second. Participants were very 
experienced nurses ranging from 7 years to 36 years of expe-
rience as labor nurses and 10 to 46 years as nurses (Table 1).

In both groups, there was an immediate general consen-
sus that labor nurses infl uence whether a woman has a cesar-
ean birth. Participants were eager to share strategies they 
routinely use to help women in labor avoid a cesarean. There 
were several comments that some women and some clinical 
situations warrant  cesarean birth and the associated 
 responsibilities to advocate for a cesarean in these cases to 
promote safe care. Discussions fl owed freely with animated 
comments and enthusiastic participants. There did not seem 
to be any hesitation in sharing their thoughts even though 
participants did not know each other prior to the sessions. 
Participants represented 17 states in all regions of the coun-
try and various levels of perinatal  services and birth volumes.

Themes

Actions and care that nurses provide to help women avoid 
a cesarean were classifi ed into three themes: support, ad-
vocacy, and interactions with physicians.

Support
Three main types of supportive care were described by 
participants including emotional support, labor support 
techniques, and information support. Although similar in 
nature, there were distinct features of each.

Emotional support included making the woman feel safe, 
empowering her, reassuring her that she can do it, being 
continuously present, bonding with her, building trust, and 
caring for her as an individual. Just being continuously pres-
ent with the mom can really help her psychologically with 

Table 1. 
Years of Experience of Focus Group Participants
Years of Experience as Labor Nurse N (%)
2 to 5 years 0

>5 years to 10 years 5 (20.8)

>10 years to 20 years 9 (37.5)

>20 years to 30 years 7 (29.2)

>30 years 3 (12.5)

Years of Experience as RN
2 to 5 years 0

>5 years to 10 years 4 (16.7)

>10 years to 20 years 7 (29.2)

>20 years to 30 years 6 (25.0)

>30 years 7 (29.2)
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“Wow. No one’s ever told me that.” All they 
want to know is what’s going to happen.

Several participants indicated they often warned 
women what might happen if more caregivers rushed 
into the room, if needed, for changes in the fetal heart 
rate tracing or for neonatal resuscitation. Preparing 
them for the unexpected is important so they know 
the neonatal team might come in at birth if needed.

Advocacy
Nurses mentioned advocating for women’s wishes, 
speaking up on behalf of women, coaching women to 

advocate for themselves, empowering women to say what 
they want to the physician and be able to say “I don’t want 
a cesarean right now,” helping to prevent interventions that 
can lead down the wrong path, and advocating not to admit 
women too early to the hospital when they are not in active 
labor. There seemed to be an equal mix of comments about 
helping women to advocate for themselves and advocating 
for women on their behalf. Nurses reported  encouraging 
women to feel that they could do it so they were able to ar-
ticulate that clearly to the physician when there was consid-
eration for a cesarean. The more you encourage her that she 
can do it, everything’s fi ne, she’s fi ne, baby’s fi ne; that helps 
them so when the doctor comes in they feel empowered to 
say “I’m  doing fi ne, I want to keep going.” Nurses spoke on 
behalf of patients to advocate for care they thought best to 
minimize risk of a cesarean.

Advocating to not admit them too early; maybe 
they’re four centimeters as a multip but they’re obvi-
ously not in active labor. And so if someone arrives 
and gets admitted, then they’re tied there. They don’t 
have the same freedom. So advocating for them by 
telling the physician “Why don’t you send her home? 
She lives fi ve minutes from the hospital, she’s been 
4 centimeters for a week now, this isn’t a change.”

Dynamics of Nurse–Physician Interactions
The tone and content of the discussions about physicians 
suggested that nurses did not always believe physicians 
and nurses had the same goals for the woman they were 
both caring for during labor. The comment of one partici-
pant refl ects the overall views expressed by nurses in both 
groups. Sometimes we’re working around them rather 
than with them. Nurse midwives were not mentioned. 
Communication with physicians was described as careful-

her enough so that a physician doesn’t come in and 
say, “Okay, I need to go home. She needs a c sec-
tion,” and as a nurse, I didn’t give her enough Pito-
cin and she never really got an adequate labor, so 
now she had a cesarean.

Nurses felt that women in labor may not have all of the 
facts they need to make decisions and to know what to 
expect. Nurses offered  informational support by fully ex-
plaining what was going on, preparing women for the un-
expected, and keeping women and their families up on all 
options as labor progressed. Better education in the com-
munity during the preconception and prenatal period and 
more participation in prepared childbirth classes were 
thought to be ways to better inform women about labor.

Nurses can educate women that instead of looking at 
the hospital that’s the prettiest, what’s their cesarean 
rate? Do they allow you to have the type of birth 
experience that you want? Can you get in the tub?

Setting that expectation before they come to the 
hospital that childbirth is normal. Your body was cre-
ated to do this. Your body knows what to do. You can 
move, because it can be very intimidating when we 
strap them down with all these monitors and then ex-
pect them to change positions. The nurse’s role in pa-
tient education prior to birth makes a big difference.

Patient education in the hospital was cited as important 
for helping women know what to expect with labor and if 
there are potential complications.

Triage is an opportunity for education. Patients ask 
“How will I know when to come back?” When you 
explain the labor process to them, one patient said, 

Common labor support techniques 
include frequent repositioning, 
ambulation, the peanut ball, 
hydrotherapy, and passive fetal 
descent.
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ly crafted messages with selected information that promot-
ed positive aspects of labor progress and more time if 
needed to achieve vaginal birth. Discussions refl ected a 
level of mistrust of some physicians by  nurses. Nurses felt 
some physicians were too quick to perform cesareans. 
Prominent topics included avoiding the appearance of 
questioning physicians’ authority, speaking about  patients 
in private, keeping physicians updated but away from the 
bedside as much as possible to avoid perceived unneces-
sary interventions, and not being completely truthful 
about labor progress to avoid pushing when conditions 
are not perceived to be favorable for pushing.

Some of the nurses wanted more autonomy than their 
physician colleagues were willing to allow, whereas others 
felt they were able to make important decisions about la-
bor management. Physicians should not be micromanag-
ing the labor (Why is she on her side?; Why does she have 
that ball?; She needs a section because it’s been 4 hours 
and she’s not complete yet). Nurses recognized there were 
differences among individual physicians that infl uenced 
nurse autonomy. There are some doctors I can sit and talk 
to and they will listen to me. Then there are  other doctors 
that say, “But I’m the doctor.” Those differences also were 
related to unit culture.

How much you can help a woman depends on the 
culture where you work. I’ve worked in places where 
physicians say call me when you see hair that doesn’t 
belong to her. Do what you can do safely and if you 
need me, I’m here. They give you a lot of autonomy.

Some nurses described hierarchical communication 
styles that hindered open discussion when clinical condi-
tions were deteriorating. He said “I’m the doctor and I’m 
the captain of the ship.” So I said to myself, “Well, you 
better get off your ship because it’s sinking.” Once he re-
viewed the tracing, we had a cesarean.

Nurses were careful not to appear to be questioning phy-
sician  authority while trying to advocate for their  patient. 
Privacy during discussions about care options was seen as 
vital to getting what nurses considered was best for the pa-
tient. Consult with them away from the patient; it goes bet-
ter. They’re more open to suggestion when you discuss 

things in private. Discussions that may potentially involve a 
disagreement or confl ict were thought to be best held out of 
patients’ rooms. I don’t want them to feel like I’m trying to 
make him look stupid in front of the patient or questioning 
his authority.

Keeping the physician out of the room was an often-
mentioned strategy to avoid perceived unnecessary inter-
ventions including cesarean birth. You have to approach it 
correctly to kind of keep them of out of the room. Some 
nurses described going so far as to use misleading mea-
sures to delay the physician from seeing the patient until 
they had more time to progress in labor.

We would have our charge nurse page that particular 
kind of provider out of the room so that we could buy 
more time. “We need you to evaluate something, any-
thing.” “I just want to do a strip review with you.” 
“What do you think? I don’t understand these gases. 
Can you come explain?” “I need your expertise.”

Focusing on the positive aspects of labor and maternal–
fetal status in communication was felt to be a key to success.

A lot of times it’s not the information that we pres-
ent to the physicians. It is how we present it. You 
can tell a physician you’re having recurrent variable 
decelerations but with moderate variability and ac-
celerations or you can tell him you’re having recur-
rent variable decelerations.

Withholding information or  misrepresenting cervical status 
was discussed as one way to allow for passive fetal descent 
and thereby avoid a cesarean for “failure to progress,” “ar-
rest of descent,” or “maternal exhaustion” in second stage.

You have to tell them nursing lies. You learn, pretty 
early on that technically she’s complete but I’m go-
ing to say that she’s 9 because she can labor down 
and I don’t have somebody coming in and making 
me push. So you learn to just bend the truth a little 
bit in order to advocate for your patient because you 
know what the outcome is if you say she’s complete.

We will know that the patient’s fully dilated. The 
patients will tell us they feel some rectal pressure. 
We’ll know from the tracing and we won’t let the 
physician know. We’ll kind of just delay; “Oh yeah, 
fi nish your dinner time. We’ll check her in a little 
while.” So then instead of kind of making her fully 
dilated, when we know she’s fully dilated, to give a 
little more time and then everyone’s at the same un-
derstanding. He doesn’t think she’s fully or she 
doesn’t think she’s fully dilated and we know that 
they are and we’re allowing laboring down if every-
one’s saying okay and doing okay.

I hate that we’re tricking them, but….

Discussion
Labor nurse participants in this study were quite vocal in 
expressing their opinions that they infl uence whether or 

Table 2. Techniques Used by Nurses to Help 
Women in Labor Avoid Cesarean Birth
Emotional Support (You can do it. I’m here with you)

Labor Support (Ambulation, Frequent Repositioning, Hydro-
therapy, Peanut Ball, Birthing Ball, Passive Fetal Descent in 
Second Stage Labor, Appropriate Titration of  Oxytocin for 
Induction and Augmentation of Labor)

Information Support (Sharing Adequate and Accurate 
Information about What to Expect)

Advocating on Behalf of Women

Preparing and Encouraging Women to Advocate for Themselves

Communicating with Physician Colleagues on Positive 
Aspects of Labor Progress

Copyright © 2017 Wolters Kluwer Health, Inc. All rights reserved.
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bor support techniques may be the fi rst aspects of care that 
get delayed or missed when staffi ng is inadequate (Simp-
son &  Lyndon, 2016). Together these fi ndings support the 
contention that organizational factors such as short staff-
ing impinge on nurses’ ability to infl uence patient out-
comes during labor and birth, including cesarean birth.

This study has limitations. Participants were labor nurs-
es attending their professional association’s national con-
vention and likely highly engaged in keeping current with 
their nursing knowledge and skill. Participants’ descrip-
tions of behaviors may differ from their actual clinical 
practice. Social desirability bias can be a concern in focus 
group studies, and participants knew the investigators 
were in a research relationship with AWHONN. However, 
participants’ frank discussions of sometimes deceptive 
practices  suggest that desire to please investigators was not 
an overriding concern in these focus groups.

Clinical Implications
Labor nurses are likely infl uential in whether or not some 
women in labor have a cesarean. They reported routinely 
taking an active role in helping women avoid cesareans. 
Based on participants’ responses, cesarean birth may be a 
nurse-sensitive measure of care during labor and birth; 
however, many of the  strategies and actions identifi ed by 
participants in this study would be challenging to measure 
directly. Trust, partnership, and respect for roles and re-
sponsibilities of each discipline were not evident in some of 
the discussions of clinical situations described by partici-
pants. Their accounts of communication with physicians 
were of concern because honest, accurate, and precise 
transfer of key clinical information between nurses and 
physicians during labor is critical to safe care. Despite con-
siderable local, state, national, and professional association 
efforts at improving communication, teamwork, and safety 
in perinatal care, our results suggest more work is needed 
to enhance the contemporary nurse–physician  relationship. 
Nurse and physician leaders need to role model effective 
respectful interdisciplinary communication and collabora-
tion and take active steps toward improvement. Adminis-
trators must provide institutional commitment to and 
 support for positive interprofessional relationships and in-
frastructure for continuous safety improvement. The best 
interests of mothers and babies are not well served when all 
members of the perinatal team do not share the same stated 
goals, are not communicating honestly, and are not work-
ing together to achieve the same outcome.
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not women under their care have a cesarean. They clearly 
detailed various strategies and communication methods 
they used to help women avoid cesareans ( Table 2). Our 
fi ndings about supportive care such as specifi c labor sup-
port techniques, emotional and informational support, 
and patient advocacy were similar to those of other re-
searchers (Edmonds & Jones, 2013; James et al., 2003; 
 Lyndon et al., 2012; Simpson et al., 2006; Sleutel, 2000; 
Sleutel et al., 2007). Labor nurse–physician confl ict is 
likewise not a novel fi nding (James et al.; Lyndon et al.; 
Simpson et al.; Simpson & Lyndon, 2009; Sleutel; Sleutel 
et al.). Misrepresenting cervical dilation in communica-
tion with physicians has not been discussed as much but 
is known to occur when nurses perceive that the physi-
cian  being  informed of accurate cervical dilation will re-
sult in undesirable consequences; for example, 3 cm 
means the patient is not yet eligible for  epidural anesthe-
sia; 10 cm will likely initiate an order to begin active 
pushing (Simpson et al.).

It was discouraging that highly experienced labor nurs-
es in 2015 sometimes did not feel safe or valued enough as 
a colleague to honestly convey their opinions about how 
labor was progressing to physicians and what they could 
do together as a team to promote vaginal birth.  Instead of 
straightforward communication, interactions reminiscent 
of the “doctor–nurse game” were described. Nurses re-
ported that giving incomplete information or “fudging the 
facts” when communicating with some physicians seemed 
to be considered a reasonable approach when needed to 
achieve desired goals for patient care. Labor nurses were 
not always convinced that the physicians felt vaginal birth 
was as much of a priority as they did. Perceived physician 
impatience for normal labor progress and perceived ten-
dencies toward unnecessary interventions were thought by 
some nurses to be obstacles that had to be overcome to 
stay on course for vaginal birth. Teamwork and collabora-
tion toward a mutual goal were often missing.

Nurses have reported that the  supportive aspects of care 
such as providing information, emotional support, and la-

Clinical Implications
Labor nurses felt strongly that they signifi cantly infl uenced 
whether a woman in labor they were caring for had a 
vaginal birth or cesarean birth.

Labor nurses use multiple strategies to promote vaginal 
birth and avoid cesarean birth including support, advocacy, 
and encouragement.

Labor support techniques are commonly used to help with 
normal labor progress.

Communication between physicians and nurses during 
labor and birth described by participants was reminiscent of 
outdated physician–nurse interactions sometimes referred 
to as the doctor–nurse game.

Contemporary interdisciplinary communication involves 
open dialogue, healthy discussion, and transparency.

Based on participants’ responses, cesarean birth may be a 
nurse-sensitive measure of care during labor and birth.

Copyright © 2017 Wolters Kluwer Health, Inc. All rights reserved.



March/April 2017 MCN 87

Kathleen Rice Simpson is the Editor-in-Chief of MCN. 
She did not participate in the peer review process or in the 
editorial decision for this article. An editorial board mem-
ber acting as associate editor managed the peer review and 
editorial decision processes.

The authors declare no confl ict of interest.

Copyright © 2017 Wolters Kluwer Health, Inc. All rights 
reserved.

DOI:10.1097/NMC.0000000000000308

References
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. 

Qualitative Research in Psychology, 3(2), 77-101. doi:10.1191/
1478088706qp063oa

E dmonds, J. K., & Jones, E. J. (2013). Intrapartum nurses’ perceived in-
fl uence on delivery mode decisions and outcomes. Journal of Ob-
stetric, Gynecologic, and Neonatal Nursing, 42(1), 3-11. doi:10.1111/j.
1552-6909.2012.01422.x

G agnon, A. J., Meier, K. M., & Waghorn, K. (2007). Continuity of nursing 
care and its link to cesarean birth rate. Birth, 34(1), 26-31. doi:10.1111/
j.1523-536X.2006.00143.x

G agnon, A. J., & Waghorn, K. (1999). One-to-one nurse labor support of 
nulliparous women stimulated with oxytocin. Journal of Obstetric, 
Gynecologic, and Neonatal Nursing, 28(4), 371-376.

G agnon, A. J., Waghorn, K., & Covell, C. (1997). A randomized trial of 
one-to-one nurse support of women in labor. Birth, 24(2), 71-77.

H esse-Biber, S. N., & Leavy, P. (2004). Approaches to qualitative research: A 
reader on theory and practice. New York, NY:  Oxford University Press.

H odnett, E. D., Lowe, N. K., Hannah, M. E.,  Willan, A. R., Stevens, B., 
Weston, J. A., …, Stremler, R. (2002). Effectiveness of nurses as pro-

viders of birth labor support in North American hospitals: A random-
ized controlled trial. Journal of the American Medical Association, 
288(11), 1373-1381.

J ames, D. C., Simpson, K. R., & Knox, G. E. (2003). How do expert labor 
nurses view their role? Journal of Obstetric, Gynecologic, and Neo-
natal Nursing, 32(6), 814-823.

L yndon, A., Sexton, J. B., Simpson, K. R., Rosenstein, A., Lee, K. A., & 
Wachter, R. M. (2012). Predictors of likelihood of speaking up about 
safety concerns in labour and delivery. BMJ Quality and Safety, 
21(9), 791-799. doi:10.1136/bmjqs-2010-050211

L yndon, A., Simpson, K. R., & Spetz, J. (2016). Stakeholder views of nurs-
ing infl uence on birth outcomes. In Proceedings from the American 
Academy of Nursing 2016 Transforming Health, Driving Policy Con-
ference, October 20-22, 2016. Washington, DC.

Radin, T. G., Harmon, J. S., & Hanson, D. A. (1993). Nurses’ care during 
labor: Its effect on the cesarean birth rate of healthy, nulliparous 
women. Birth, 20(1), 14-21.

S impson, K. R. (2016). Research about nurse staffi ng during labor and 
birth is greatly needed and long overdue. Nursing for Women’s 
Health, 20(4), 343-345. doi:10.1016/j.nwh.2016.06.004

Simpson, K. R., James, D. C., & Knox, G. E. (2006). Nurse-physician com-
munication during labor and birth: Implications for patient safety. 
Journal of Obstetric, Gynecologic, and Neonatal Nursing, 35(4), 547-
556. doi:10.1111/j.1552-6909.2006.00075.x

S impson, K. R., & Lyndon, A. (2009). Clinical disagreements during labor 
and birth: How does real life compare to best practice? MCN. The 
American Journal of Maternal Child Nursing, 34(1), 31-39. 
doi:10.1097/01.NMC.0000343863.72237.2b

S impson, K. R., & Lyndon, A. (2016). Consequences of delayed, unfi nished, 
or missed nursing care during labor and birth. Journal of Perinatal and 
Neonatal Nursing, Sep 12. doi:10.1097/jpn.0000000000000203. [Epub 
ahead of print]

S leutel, M. R. (2000). Intrapartum nursing care: A case study of support-
ive interventions and ethical confl icts. Birth, 27(1), 38-45.

S leutel, M., Schultz, S., & Wyble, K. (2007). Nurses’ views of factors that help 
and hinder their intrapartum care. Journal of Obstetric, Gynecologic, and 
Neonatal Nursing, 36(3), 203-211. doi:10.1111/j.1552-6909.2007.00146.x

Instructions for Taking the CE Test Online
Labor Nurses’ Views of Their Infl uence on Cesarean Birth

• Read the article. The test for this CE activity can be taken 
online at www.nursingcenter.com/ce/MCN. Tests can no 
longer be mailed or faxed.

• You will need to create a free login to your personal CE 
Planner account before taking online tests. Your planner 
will keep track of all your Lippincott Williams & Wilkins 
online CE activities for you.

• There is only one correct answer for each question. A 
passing score for this test is 13 correct answers. If you 
pass, you can print your certifi cate of earned contact 
hours and the answer key. If you fail, you have the 
 option of taking the test again at no additional cost.

• For questions, contact Lippincott Williams & Wilkins: 
1-800-787-8985.

Registration Deadline: April 30, 2019

Disclosure Statement:

The authors and planners have disclosed no potential 
confl icts of interest, fi nancial or otherwise.

Provider Accreditation:

Lippincott Williams & Wilkins, publisher of MCN, The 
American Journal of Maternal/Child Nursing, will award 
1.5 contact hours for this continuing nursing education 
activity.

Lippincott Williams & Wilkins is accredited as a  provider 
of continuing nursing education by the  American Nurses 
Credentialing Center’s Commission on Accreditation.

This activity is also provider approved by the California 
Board of Registered Nursing, Provider Number CEP 
11749 for 1.5 contact hours. Lippincott Williams & 
Wilkins is also an approved provider of continuing nursing 
education by the District of Columbia, Georgia, and Florida 
CE Broker #50-1223. Your certifi cate is valid in all states.

Payment:

• The registration fee for this test is $17.95.

For more than 150 additional continuing nursing education activities on 
maternal child topics, go to nursingcenter.com/ce.

Copyright © 2017 Wolters Kluwer Health, Inc. All rights reserved.


	20170300.0-00004.pdf


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (Apple RGB)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket true
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (Color Management Off)
  /AlwaysEmbed [ true
    /Symbol
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (Use these settings to create PDF's if you are not downloading low Res ads from AdSpring.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




