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Abstract

Background: Shared decision-making (SDM) may improve communication,
teamwork, patient experience, respectful maternity care, and safety during child-
birth. Despite these benefits, SDM is not widely implemented, and strategies for
implementing SDM interventions are not well described. We assessed the accept-
ability and feasibility of TeamBirth, an SDM solution that centers the birthing
person in decision-making through simple tools that structure communication
among the care team. We identified and described implementation strategies that
bridge the gap between knowledge and practice.

Methods: We conducted a qualitative study among four hospitals in the United
States to understand the acceptability and feasibility of TeamBirth. We inter-
viewed 103 clinicians and conducted 16 focus group discussions with 52 imple-
menters between June 2018 and October 2019. We drew on the Consolidated
Framework for Implementation Research to understand acceptability and feasi-
bility, and to identify and describe the underlying contextual factors that affected
implementation.

Results: We found that clinicians and implementers valued TeamBirth for pro-
moting clarity about care plans among the direct care team and for centering the
birthing person in decision-making. Contextual factors that affected implemen-
tation included strength of leadership, physician practice models, and quality
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1 | INTRODUCTION
In the United States, approximately 80% of preventable
adverse medical events are caused by failures of commu-
nication and teamwork.'” Patient-practitioner commu-
nication is often cited as a major root cause of obstetric
sentinel events and other adverse outcomes.* Globally, the
right to information, informed consent, and respect for the
birthing person's choices and preferences during child-
birth are considered universal human rights.>® Abiding
by the principles of respectful maternity care, including
improved communication among care teams and shared
decision-making (SDM) with the birthing person, is an es-
sential component of quality of care.”®

Prior research demonstrates that investment in team-
work and communication may improve safety and patient
experience.*® A growing body of evidence points to SDM
as an effective mechanism to operationalize shared men-
tal models, teamwork, and communication in obstetric
care.'®! SDM is a joint participation process in which all
members of the care team, including the nurse, obstetri-
cian or midwife, birthing person, and their support per-
son(s), collaborate to make decisions about the care plan
that are congruent with the birthing person's values and
preferences.m’lz’14 SDM may also improve patient satis-
faction'>'> and safety during childbirth,>'*!” and reduce
anxiety'* and decisional conflict.'>'**! SDM is an im-
portant component of patient-centered obstetric care, as
birthing people prefer to be decision-makers about their
mode of delivery.zz'26 Despite this evidence, SDM is not
reliably implemented in most settings, contributing to the
implementation gap between knowledge and practice in
health care.””?® Lack of clinician support, time pressure,
and other contextual factors have been cited as key barri-
ers to widespread adoption.*®*+%%3°

TeamBirth is an SDM solution aimed at reducing these
barriers by improving teamwork through mutual trust,
structured communication, and shared mental models."*!
TeamBirth prompts and supports reliable communication
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improvement culture. Effective implementation strategies included regular data
feedback and adapting “flexible” components of TeamBirth to the local context.

Discussion: By identifying and describing TeamBirth's contextual factors and
implementation strategies, our findings can help bridge the implementation gap
of SDM interventions. Our in-depth analysis offers tangible lessons for other
labor and delivery unit leaders as they seek to integrate SDM practices in their

implementation science, labor and delivery, quality improvement, shared decision-making,

and SDM across the full care team through a patient-facing
planning board, decision aids, and team huddles at key
moments throughout labor. The planning board is a dry
erase board present in every labor room that structures es-
sential information, which includes the names of the full
care team, the birthing person's preferences, care plans,
and expectations for when the team will come together
again (Appendix S1).** Huddles are structured full care
team meetings that occur in the birthing person’s room at
key moments throughout labor, but most importantly on
admission, when the care plan is discussed before clinical
decision-making. The number of huddles each birthing
person experiences is determined by their course of labor.
The planning board provides structure for huddles and
serves as a visual reminder of decisions. The decision aids
provide clinical guidelines and structure for the clinicians
and patient to participate in SDM around key decisions for
labor admission and assisted delivery.

This paper examines the factors that influenced the im-
plementation of TeamBirth. From June 2018 to October
2019, we conducted a descriptive qualitative study to
assess whether TeamBirth would be acceptable and fea-
sible for clinicians in four high-volume community hos-
pitals across the United States. We defined acceptability
as stakeholder perception of the value of TeamBirth for
improving care and SDM, and feasibility as the ability
of clinical teams to implement TeamBirth with high fi-
delity to the aims and behaviors of the intervention. We
use the Consolidated Framework for Implementation
Research (CFIR) to assess the acceptability and feasibility
of TeamBirth across its five domains (intervention char-
acteristics, outer setting, inner setting, characteristics of
individuals, and process) and to identify and describe the
contextual factors that affected implementation.****

By identifying and describing TeamBirth's contextual
factors and implementation strategies, our findings help
bridge the implementation gap of SDM interventions. Our
in-depth analysis offers tangible lessons for other labor
and delivery (L&D) unit leaders as they seek to integrate
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patient-centered SDM practices in their own settings to
improve teamwork, communication, and respectful ma-
ternity care.

2 | METHODS
2.1 | Study setting, population, and
implementation process

We partnered with L&D units at four high-volume commu-
nity hospitals across the United States to pilot TeamBirth
(Table 1). These hospitals were selected because of their
strong will for change, recognized need for improvement
in quality of care (ie, labor management and cesarean
birth rates), high capacity for quality improvement (QI)
leadership, and ability to support research data collection.
They had varied contextual factors that required local ad-
aptation, including labor, delivery, and recovery (LDR)
versus labor, delivery, recovery, and postpartum (LDRP)
designs; differing degrees of midwifery presence rang-
ing from no midwives to nearly half of practitioners; and
varied practice models, including laborist models, private
practice models, and hybrid models that incorporate both.

All sites used the same implementation pathway,
which included the following steps: identify stakehold-
ers, determine implementation team, draft a budget,
develop training and communication plan, train L&D
clinicians (nurses, obstetricians, midwives), recruit L&D
clinician champions, launch and implement TeamBirth,
and support ongoing implementation and training. Early
messaging about TeamBirth in two sites (South Shore
Hospital [SS] and Saint Francis Hospital [SF]) centered
around SDM with the TeamBirth decision aids support-
ing improved labor management to reduce unnecessary
nulliparous, term, singleton vertex (NTSV) cesarean
birth (CB) rates and improve patient experience. After
receiving feedback that staff were not motivated by CB
messaging, we generated buy-in by shifting messaging

TABLE 1 Site characteristics

Characteristics South Shore Hospital
Location South Weymouth, MA
Annual delivery volume 3300

NICU level 111

Number of nurses 82

Number of midwives 17

Number of obstetricians 25

% of privately insured patients 71%

across all sites to emphasize improved patient experience.
Implementation teams used nonfinancial incentives, such
as posting positive feedback in the breakroom, to promote
ongoing participation in TeamBirth. Some sites also used
financial incentives to encourage participation in research
activities. We provided significant coaching resources to
support the implementation teams who carried out all
TeamBirth activities. This involved weekly coaching calls
for their implementation teams for 4-6 months, followed
by biweekly and then monthly coaching. Data feedback on
process and outcome measures was sent to sites monthly
to guide their implementation efforts.

2.2 | Sampling strategy

We sampled 103 clinicians (58 nurses, 37 obstetricians,
and 8 midwives) across the four L&D units implement-
ing TeamBirth for qualitative, in-depth, semi-structured
interviews (IDIs) between June 2018 and October 2019
(Table 2). Clinicians were purposively sampled by the im-
plementation team at their respective hospital based on
their clinical role, shift, and perceived level of engagement
with TeamBirth (low, medium, and high). Our sampling
strategy aimed to capture diverse perspectives and experi-
ences of TeamBirth throughout project implementation.
We deliberately oversampled clinicians with low and
medium engagement in order to understand how to im-
prove TeamBirth engagement among these groups. The
goal of the IDIs was to capture clinician perspectives of
TeamBirth throughout the implementation period, focus-
ing on facilitators, barriers, attitudes, and contextual fac-
tors influencing their experience.

We also sampled 52 implementers of TeamBirth across
our four project sites for 16 focus group discussions
(FGDs) between June 2018 and September 2019 (Table 2).
Implementers were those leading the implementation
of TeamBirth in their respective hospitals and included
clinician champions. Although the roles that comprised

Saint Francis Overlake Medical EvergreenHealth
Hospital Center Medical Center
Tulsa, OK Bellevue, WA Kirkland, WA
4200 3600 4600

v 11T 1T

68 70 112

N/A 10 6

30 31 32

54% 85% 82%

Note: Data from this table are from Management Surveys administered by the researchers at each site in 2018.
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TABLE 2 Number of FGD and IDI respondents by site and role

Focus group discussions

B Vi Ey-

In-depth interviews

Total FGDs Unique FGD
Hospital N) respondents (N)
EvergreenHealth 3 13
Overlake 3 12
Saint Francis 5 14
South Shore 5 13
Total 16 52

Total IDIs

(N) Nurse Obstetrician Midwife
21 10 10 1

20 12 6" 2

31 19 12 N/A®

31 17 9* 5

103 58 37 8

One Obstetrician from EvergreenHealth and one from South Shore were interviewed at two time points. The duplicates are not included in this count.

"Midwives do not practice at Saint Francis Hospital.

TABLE 3 Phases of implementation by site

Year 1 (2018) Year 1 (2019)

Q1 Q2 Q3 Q4 Q1 Q2 Q3
South Shore Preparation Implementation Sustainment
Saint Francis Preparation Implementation Sustainment
Overlake Preparation Implementation
EvergreenHealth Preparation Implementation

the implementation teams varied by site, most teams con-
sisted of a mix of nurses, obstetricians, midwives, unit
leaders, data/quality specialists, and project managers.
FGDs ranged from 4 to 12 implementers each, with many
implementers participating in all FGDs at their site. The
goal of the FGDs was to understand how implementation
teams operationalized and socialized TeamBirth on their
units over the implementation period.

2.3 | Data collection
In-depth, semi-structured interviews and FGDs were
guided by the CFIR framework, an implementation sci-
ence framework that includes acceptability, feasibility,
and contextual factors for project implementation. Draft
IDI and FGD guides were mapped to CFIR to identify gaps.
Additional questions were added to the guides based on
the CFIR framework when the team determined that the
CFIR construct was relevant to the research questions.**
TeamBirth implementation timelines were staggered
across sites so that the study team could devote sufficient
resources to support each site's preparation phase (period
when TeamBirth was launched and socialized) and to be
able to iteratively incorporate lessons learned into subse-
quent sites’ implementations. The implementation phase
is the time period in which the researchers provided con-
sistent implementation support to sites. Sites transitioned
to the sustainment phase after regular support from the

researchers ended. Two sites (SS and SF) had longer en-
gagements with TeamBirth (period between preparation
through sustainment) and thus more opportunities for
data collection (Table 3).

2.3.1 | Preparation phase

Our data collection strategy and aims varied by implemen-
tation phase.*® During the preparation phase, our goal was
to capture early learnings to adapt TeamBirth to meet the
contextual needs of each hospital. To meet this goal, IDIs
and FGDs during the preparation phase were conducted
at frequent intervals based on availability of clinicians by
means of phone or secure video application (BlueJeans).
One hospital (SS) was located in the same state as the
researchers, so FGDs were conducted in-person. Two re-
searchers (one interviewer and one note-taker) were pre-
sent during these IDIs and FGDs. Coordinating frequent
IDIs during the preparation phase placed a high admin-
istrative burden on site teams, and this approach was not
sustainable for the long term.

2.3.2 | Implementation and
sustainment phases

During the implementation and sustainment phases, our
goal was to capture deep implementation learnings for
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future use. To meet this goal, several FGDs and IDIs were
conducted in-person at discrete time points (May and
September-October 2019) at each hospital, each led by
one interviewer. Across all phases, the average length of
the FGDs was 75 minutes and the average length of IDIs
was 39 minutes. Verbal consent was obtained for each IDI
and FGD.

3 | ANALYSIS

3.1 | Preparation phase

We used a rapid qualitative approach for all IDIs and
FGDs during the preparation phase to incorporate
learnings into implementation.’®*’ IDIs and FGDs
were audio-recorded for reference as needed, but not
transcribed for analysis. The research team devel-
oped a deductive codebook based on the IDI and FGD
guides, which were directed by the CFIR framework.
Researchers used an Excel spreadsheet to summarize
the notes immediately after each IDI or FGD, with each
column representing a theme from the codebook and
each row representing a new IDI or FGD.

3.2 | Implementation and
sustainment phases

During the implementation and sustainment phases,
IDIs and FGDs were audio-recorded, transcribed, and
coded in NVivo by three researchers (LS, EB, and JM).
The summarized notes from the preparation phase were
also coded in NVivo to integrate the data from all the
phases. The research team used a refined version of the
codebook from the preparation phase, which included
additional inductive codes that captured emerging
themes. Ten percent of interviews were double-coded.
Coders reviewed codes weekly and reached consensus
through discussion. Once coding was completed, re-
searchers reviewed each code and grouped excerpts into
subthemes within each code. Researchers then counted
the distribution of responses within each subtheme by
hospital and stakeholder group to understand similari-
ties and differences across groups.

4 | RESULTS

We identified 33 parent themes and 95 subthemes. 29 of
the 33 parent themes mapped onto the CFIR framework,
including the characteristics of individuals, inner setting,
outer setting, intervention characteristics, and process

(Appendix S2). The themes that did not map onto CFIR
captured reflections on the data collection process and
the future of TeamBirth. In this section, we report our
findings by CFIR construct, focusing on characteristics
of individuals, inner context, and outer context. Two
constructs, intervention characteristics and process, con-
tain implementation strategies and are presented as part
of Tables 4 (“Considerations for implementation”) and
5(*Examples”).

4.1 | Characteristics of individuals
TeamBirth implementation relies on individual val-
ues and roles. This section explores how characteris-
tics of individual participants in TeamBirth affected
implementation.

4.1.1 | Stakeholder roles

TeamBirth's success hinged on the involvement of, and
interactions between, the stakeholders who comprised
the care team, which included the birthing person, sup-
port person, nurse, and practitioner (either a midwife
or obstetrician). See Table 4 for an overview of each
care team member's role in TeamBirth interactions, and
particular considerations for implementation raised by
respondents.

4.1.2 | Perceived value of TeamBirth
Clinicians (defined as nurses, obstetricians, and mid-
wives) and implementers primarily valued TeamBirth
for promoting clarity about the care plan. Clarity was
achieved through transparent communication, docu-
mentation of the care plan on the planning board, and
full care team huddles, which led to full team par-
ticipation and SDM. In particular, clinicians felt that
TeamBirth enabled them to provide patient-centered
care by increasing patient engagement and participation
in the decision-making process. Respondents felt that
TeamBirth promoted safety and consistency, reduced
patient anxiety, and improved overall patient satisfac-
tion with their childbirth experience.

It's a lot more open dialogue in general from
patient, provider, nursing provider, really put-
ting more transparency in your decision mak-
ing. Just more information available to the
patient and the nurse so that everyone can
contribute their two cents to the conversation.
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TABLE 4 (Continued)

Considerations for implementation

Role in TeamBirth interactions

Care team member

« A practitioner's individual labor management style, practice

The practitioner played the role of the medical expert and driver of the care plan during

Practitioner

model, and past clinical experiences can affect TeamBirth

adoption
« Identify practitioner champions early on who practice well in

TeamBirth interactions. Their involvement was often linked to major interventions

or changes to the care plan
“I think if it's a major change in the course that could potentially change the delivery, the

(obstetrician and/or

midwife)

a team-based model and value patient engagement to promote

TeamBirth among their peers

course of delivery and how we're going to get to that vaginal birth...[the] provider needs

to be there.” (Nurse, Overlake Medical Center & Clinics)
Obstetrician: Obstetricians were the most common practitioner type at the pilot

sites. Obstetricians who were highly engaged in TeamBirth often initiated huddles,

particularly at key decision points (eg, induction, breaking water) but were less likely

than nurses to write on the planning board
Midwife: Midwives were described as having strong communication skills and good

relationships with patients and nurses, making them advocates for their patients’

needs among obstetricians
“In midwifery care, the goal is for the patients to already be in a trusting relationship with

SPIGEL ET AL.

us, knowing that their views and desires, and hopes, and concerns have already been
heard. And so that trust is already established.” (Midwife, EvergreenHealth Medical

Center)

And putting all of that together to make the
right plan for that particular patient's labor.
(Obstetrician, Saint Francis Hospital)

When specifically asked about harm, the majority of
respondents did not perceive any harm associated with
TeamBirth for patients or clinicians. A few respondents
speculated that TeamBirth could take time away from
other clinical activities, overwhelm patients with in-
formation, divulge sensitive patient information on the
planning board, or cause frustration and anxiety if the
patient's expectations about labor and delivery were not
met, but they did not report personally experiencing these
harms.

4.2 | Inner and outer settings

A diverse set of contextual factors influenced the accept-
ability and feasibility of TeamBirth. We present contex-
tual factors organized by CFIR constructs, which are
grouped by inner and outer settings. We define the inner
setting as factors within the individual L&D units and
private practices that work within each hospital. These
constructs examine feasibility (organizational readi-
ness and structural characteristics) and acceptability
(implementation climate). We define the outer setting
as factors that influence implementation from outside
the hospital setting. Outer setting constructs explore
feasibility and include cosmopolitanism and external
policies and incentives. In Table 5, we present the im-
plementation strategies associated with each construct
that emerged from interviews, along with the most com-
monly cited examples. We further expand on these con-
textual factors in the text.

4.2.1 | Inner setting

Organizational readiness for implementation

Aswith other QI initiatives, leadership commitment and
regular data feedback were key components of support-
ing TeamBirth implementation.*® Leadership mandates
and resource mobilization were seen as key facilitators
for implementing and incorporating TeamBirth for the
long term into hospital culture. Patient feedback was
reported as particularly helpful for promoting buy-in
and engagement with TeamBirth. For example, some
clinicians who were initially hesitant reported that posi-
tive patient feedback (gathered through rounding or
patient feedback surveys) motivated them to continue
using TeamBirth because of the impact on patients’
experiences.
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Initially, I was kinda hesitant, and this is so
awkward, it puts me out of my comfort zone.
But then when you hear some of the patients’
statements over in postpartum....it just was
like, ‘Okay, well, this isn't just silly, it's work-
ing in some way. The patient seems more
involved in their care’... So it made you feel
like, ‘Okay, we can continue to do this’, versus
I think if we didn't have the results we did, I
think it'd be very hard to continue or make
that part of your practice.

(Nurse, Saint Francis Hospital)

Structural characteristics

Practice models. Practitioner practice model was an
important contextual factor that influenced the availability
or willingness of the practitioner to participate in
TeamBirth. Clinicians from all four sites reported that the
private practice model was a challenge for implementing
TeamBirth with fidelity, as practitioners were often
expected to see patients in the clinic while managing labor
of patients in the hospital (sometimes miles away), making
it difficult to huddle during the day (while at clinic) and at
night (while home).

It’s super easy if the practitioner is there in-
house to say, ‘Hey, can you come to the bed-
side and do a huddle? versus [when] they’re
at the office and, ‘Can I interrupt your office
hours and do [a huddle] on the phone?’
(Nurse, Overlake Medical Center)

To make TeamBirth more feasible within this prac-
tice model, most sites adopted remote “speakerphone
huddles” to allow practitioners to participate in huddles
while they were not present on the unit. Although some
obstetricians reported that speakerphone huddles could
be “disruptive,” nurses reported a reduced workload for
obstetricians because of fewer calls from the nurse when
the team was well coordinated through the TeamBirth
structure.

The doctor is getting less phone calls from us
and then the patient is feeling that empower-
ment to be a part of it. And then the nurses
aren't the go between, which is, I think, what
always used to be usual.

(Nurse, EvergreenHealth Medical Center)

In addition, some sites adapted TeamBirth so that the di-
rect care team huddled only at key moments when the prac-
titioner was more likely to play a role (eg, admission, change
in care plan, emergencies, and before delivery), whereas an
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abridged care team (eg, nurse, birthing person, support per-
son) gathered for more regular updates.

Nursing ratios and staffing. Nursing availability also
emerged as an important contextual factor for TeamBirth.
Some hospitals reported severe nursing shortages, which
made it difficult for nurses and practitioners to align their
schedules long enough to huddle and fill out the planning
board as a team. TeamBirth huddles and planning boards
were reportedly used less often when units were busy
because of high patient volume.

Usually I do try to go in with the nurses. But
sometimes they are busy...I don't always do
[the huddle] with the nurses and the patient
together. I don't have time to wait 'cause I
have to keep going.

(Obstetrician, South Shore Hospital)

However, a couple of clinicians reported using the plan-
ning board to communicate with other clinicians if they did
not have time to huddle.

Implementation climate

Teamwork and communication culture. All stakeholder
groups identified the culture of teamwork and
communication as a key enabling factor for implementing
TeamBirth. Psychological safety is an important prerequisite
for teamwork around patient safety and communication.*
At hospitals where we noted less psychological safety,
some nurses felt “uncomfortable” initiating huddles,
citing examples of when huddles created tension with
practitioners. This dynamic sometimes led to “prehuddles,”
in which nurses and practitioners initially met without the
birthing person to get “on the same page” before huddling as
a full care team. Despite these challenges, several clinicians
noted that TeamBirth enabled a better environment for
teaming by creating space for “sharing control” between
nurses, practitioners, and birthing people. Respondents also
noted that TeamBirth helped to empower nurses and give
them more of a voice in patient care.

It makes the patients be collaborative and
part of the process. Years ago, patients had no
say. I've been doing this for a long time and
[it] used to be [that] the doctor and the nurse
would walk in the room and go, ‘we’re going
to do this, this and this’. And they’d have no
say. Now they have a say.

(Nurse, South Shore Hospital)

I think it [TeamBirth] makes the nurses feel
like they're also on an even playing field with
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us. They could ask us questions about what
we're choosing and they can make great rec-
ommendations. I don't think nurses at every

hospital feel that way.
(Obstetrician, EvergreenHealth Medical
Center)

Learning climate and receptivity to culture change. An
existing culture of learning and QI increased receptivity
to TeamBirth implementation. Clinicians described
culture change as a “slow creep,” requiring time to break
old habits and adopt new practices across an entire unit,
especially when they were busy.

We haven’t been doing it long enough to make
it standard work...I feel like [we] just need an-
other six months and it would become just
standard work. [I] think a year and half to

break bad habits is what it takes.
(Implementer, EvergreenHealth Medical
Center)

Several strategies emerged that enabled behavior change,
for example, visible senior leadership support, continuous
and transparent feedback loops (eg, creating space for cli-
nicians to provide feedback and having a mechanism in
place to respond to feedback), local adaptation, and visual
cues to remind clinicians to huddle all facilitated adoption
of TeamBirth behaviors.

Compatibility of TeamBirth messaging with clinicians’norms
and values. Respondents almost unanimously perceived
that TeamBirth aligned with their norms and values
around communication, teamwork, and shared decision-
making. The compatibility of the messaging of TeamBirth
with these values was important for motivating behavioral
change. Some clinicians, particularly obstetricians, did not
buy into TeamBirth's original messaging about reducing
unnecessary NTSV Cesarean birth rates, whereas others
felt motivated (and some pressure) to reduce their CB
rate. TeamBirth was ultimately reframed to emphasize its
value as a teamwork and communication intervention to
improve patient experience, which resonated more with
clinicians. Respondents across all sites also noted ways
in which TeamBirth either aligned with their existing
practices, such as dry erase board use and multidisciplinary
teamwork, or the way they aspired to practice, such as
including birthing people in decision-making.

Overall T think [TeamBirth is] helpful in slow-
ing us down a little bit to really make sure
that we're providing the human part of the
care, like the communication, and not just the

medical care. And I think most providers value
the human part and the communication. You
know, we all think most providers value good
communication with the patients, but when
you're in the middle of running around doing
a bunch of stuff, you don't always remember to
prioritize it. And I think that at the end of the
day..when you know you've communicated
well with your patients, you end up feeling bet-
ter about what you're doing.

(Obstetrician, South Shore Hospital)

The majority of implementers perceived TeamBirth as
easy to incorporate into the existing workflow. To further fa-
cilitate compatibility, sites adapted the tools to fit their unit
while maintaining the TeamBirth core design and practice
principles.

We've also changed from ‘Maternal’ ‘Fetal’
to ‘Mom’ ‘Baby’ [sections on the labor
and delivery board]. We really did not like
‘Next Assessment’ because it automatically
prompted a conversation of, you know, we’re
continuously ongoing assessing you, it’s not
like we’re assessing again in 2 to 3 hours. So
we modified that to say ‘Next Huddle’.
(Implementer, Saint Francis Hospital)

However, some obstetricians reported feeling that they
were already strong communicators, knew their patients’
preferences, or had low cesarean birth rates. They similarly
felt that huddles could be time-consuming and/or redun-
dant, with the planning boards failing to provide additional
information outside the chart.

If everything's going fine, you know, it's hard
for me to feel like, ‘Hey, let me take five min-
utes to put me on speaker phone’, but I mean
if it helps, I'm okay with it. [It] can be a little
like, ‘Okay, was that really necessary?’
(Obstetrician, Saint Francis Hospital)

4.2.2 | Outer setting

Policies, relationships, and events external to the hos-
pital setting also affected implementation, though ex-
amples varied considerably across sites. Some external
factors were seen as a positive influence. For example,
relationship-building and mentorship between imple-
mentation teams across hospitals were seen as important
for scaling TeamBirth. A few stakeholders mentioned that
positive media coverage of the project generated buy-in
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among clinicians, hospital leadership, and patients. In
some settings, external policies (such as anticipation of
reimbursement changes among insurance companies)
motivated participation in TeamBirth. In other cases, ex-
ternal priorities were seen as a challenge to implemen-
tation, such as licensing and accreditation visits, which
redirected efforts away from implementing TeamBirth.

5 | DISCUSSION

Successful implementers of QI initiatives understand
the sources and dimensions of complexity and develop
intentional strategies to address them during implemen-
tation.”® When implementing a team-based intervention
like TeamBirth, one of the most important CFIR sources
of complexity to consider is the multitude of stakeholders
engaged and the dependencies of the interactions between
them.*® For TeamBirth, this complexity is especially sa-
lient. Unlike most QI initiatives where the patient has a
passive role in the improvement efforts and the clinicians
are the primary focus, TeamBirth involves active engage-
ment and participation of the patient in QI; they have a
role on the team and a voice in the SDM process. Patient
feedback, both formal and informal, was the most impor-
tant component of clinician engagement and support for
TeamBirth. This additional critical stakeholder and the
uncommonness of their involvement in these types of QI
processes has implications for both feasibility and accept-
ability of implementation.

For TeamBirth, the dimensions of feasibility that are
most complex when implementing among patients and
clinicians include the CFIR constructs of the individual,
structural, and intervention characteristics. Clinician
practice models and stakeholder characteristics require
different strategies to facilitate implementation. Local
adaptation was a key facilitating factor that allowed
TeamBirth to overcome these sources of implementation
complexity by identifying intervention characteristics that
are “core” components and necessary for implementation
fidelity and those which are “flexible,” allowing for adap-
tation to local contextual factors. This delineation supports
successful integration with workflows and sustainable im-
plementation. For example, huddles are a “core” feature
of TeamBirth; however, each L&D unit adapted the for-
mat of huddles (in-person vs. speakerphone) based on the
practice model and the availability of the practitioner on
the unit. The fidelity of TeamBirth implementation was
primarily analyzed using patient-reported data from sur-
veys administered postpartum; a large majority of patients
surveyed reported experiencing huddles (A. Weiseth et al,
unpublished data, October 2020). Implementation teams
should conduct small-scale testing with both clinicians
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and patients to identify what adaptations are needed to
align TeamBirth with local context while maintaining
TeamBirth's fidelity with core principles of team-based,
patient-centered care, communication, and shared
decision-making.****

The acceptability of TeamBirth and other team-based
QI interventions among patients, clinical teams, and im-
plementers is often dependent on the implementation cli-
mate, unit culture, and power dynamics before and during
implementation. These types of interventions are best
supported by well-designed, formal, and multidisciplinary
implementation teams"*** that have a strong knowledge
of their implementation climate and can leverage proven
implementation strategies to mitigate sources of friction.
Investing in unit culture can reap enormous benefits.’'

Units with a healthy, preexisting culture of teamwork
and communication can anticipate higher acceptability of
TeamBirth and can use this approach to help ensure pos-
itive team practices are happening reliably. Psychological
safety is also an important prerequisite for teamwork
around patient safety and communication and should be
assessed when considering implementation of a team-
based solution.*® Although the literature most commonly
considers psychological safety within professional or clin-
ical teams, with TeamBirth, that ability to take interper-
sonal risks must be extended to the patient as well. Units
without that culture may face greater barriers to accept-
ability among patients and clinicians, but can address this
by intentionally leveraging multidisciplinary leadership
and champion support to promote culture change and em-
power birthing people, their support people, and nurses
to engage in SDM. Our findings are consistent with other
studies on the impact of unit culture on patient outcomes
in obstetrics.**** Furthermore, establishing and reinforc-
ing a culture of teamwork and communication through
TeamBirth can not only provide a strong foundation for
sustaining the intervention but may also provide a foun-
dation for bundles and other initiatives that require team-
work for implementation and may have opportunities to
more intentionally engage patients as well.*’

5.1 | Strengths and limitations

These findings should be interpreted within the context of
the broader mixed-methods study and are limited by the
sample of hospitals studied (A. Weiseth et al, unpublished
data, October 2020). The sites implementing TeamBirth
were diverse in geography across the United States, prac-
tice models, and unit culture, but were similar in size and
did not fully represent the racial and ethnic diversity of
the United States as a whole. Had TeamBirth been imple-
mented in a greater variety of hospital settings and among
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more diverse populations, we would likely have encoun-
tered additional sources of complexity and learnings on
SDM, implicit biases, and communication challenges
among teams.

The study also used a flexible study design, inspired by
the concept of adaptive design, with changes based on the
stage of the project and feedback from the participating
sites.>* Although this allowed data collection to be op-
timized for the study goals and feasibility, the timing of
data collection varied across the four participating sites.
For the IDIs, we intentionally oversampled late adopting
clinicians to understand the challenges and opportunities
for improvement in the intervention and implementation,
so our results may overly represent the views of these cli-
nicians and not be fully representative of the experience
of the average clinician or implementation team partici-
pating in TeamBirth.

5.2 | Conclusions

This in-depth analysis allowed us to identify and describe
key contextual factors and implementation strategies for
TeamBirth, an SDM intervention. Findings indicate that
TeamBirth can be adapted to meet local needs while
maintaining its core principles of team-based, patient-
centered care, communication, and SDM. SDM could be
one mechanism to implement the underlying principles of
respectful maternity care.>® Implementers of TeamBirth
or other SDM interventions can use these findings to facil-
itate implementation and overcome complexities in their
own settings.
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