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Abstract: 

Title of dissertation: Promoting admission in active labor for childbirth: Triage dynamics 

and early labor lounge use 

Rachel Blankstein Breman, Doctor of Philosophy, 2018 

Dissertation directed by Meg Johantgen PhD, RN, Associate Dean and Associate 

Professor 

Background: Cesarean birth is the most common surgery amongst women of 

reproductive age and nearly one third of term pregnant women will birth via cesarean. All 

professional organizations involved in intrapartum care are advocating for reducing the 

rate. Overwhelming evidence supports admission in active labor as an effective strategy 

to promote vaginal birth. Yet, how this evidence translates into decision-making during 

triage is unknown. Use of an early labor lounge (ELL) as an alternative to hospital 

admission is one care innovation that has not been evaluated. 

Purpose: The study aims were to: 1) examine the dynamics of triage from the clinician 

perspective, and 2) explore the facilitators and barriers to use of an ELL by clinicians. 

Patient use of the ELL and satisfaction was also explored. 

Methods: A mixed methods approach was used. Semi-structured interviews of clinical 

staff were conducted using a qualitative descriptive approach to explore the triage and 

admission process. A framework analysis utilized the domains of the Consolidated 

Framework for Implementation Research (CFIR) to identify barriers and facilitators to 

ELL use. Surveys examined the satisfaction of women after childbirth; for women using 

the ELL, their experience was also assessed. 



Results: Interviews revealed the decision-making triad among the pregnant woman, the 

provider, and the triage nurse that influences admission. The category that emerged is 

“Admission of Low-Risk Pregnant Women Depends on Many Factors.” Four themes 

revealed were: 1) woman’s expectation about birth, 2) woman’s coping with labor, 3) 

variation in care management, and, 4) maternal and fetal safety. Several barriers and 

facilitators to ELL use were identified. A higher proportion of ELL users received their 

prenatal care from a midwife, were informed about the ELL during their prenatal visits, 

and experienced vaginal deliveries.  

Conclusion: Obstetrical triage is a complex process with multiple factors to be 

considered when deciding to admit a woman in labor. The decision making process and 

the use of an ELL must be further examined in a variety of settings to get a better 

understanding of context, birth outcomes and satisfaction with birth. 
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Chapter 1: Introduction and Purpose 

1.1  Background 

Cesarean birth accounted for 31.9% all births in the U.S. 2016.1 This rate has seen 

modest decreases since 2014; yet, there is wide variation in rates even within women 

with similar demographics.1,2 This variation in cesarean use exemplifies differences in 

care practice within and across hospitals. Cesarean increases a low-risk women’s chance 

of life threatening problems such as hemorrhage and infection, and the likelihood of 

complications in future pregnancies.3,4 The odds of severe morbidity with a low-risk 

pregnancy are 9/1,000 in vaginal births vs. 27.3/1,000 in cesarean.3 Reducing cesarean in 

first pregnancies is particularly important because the vaginal birth after cesarean 

(VBAC) rate is low (12.4%).5 Thus, most women who have a cesarean birth continue to 

have cesareans with each subsequent pregnancy increasing their risks for complications 

with each birth.4,6 

 Overwhelming evidence supports admission in active labor as an effective 

strategy to promote vaginal birth during the intrapartum period.4,7–11 Labor is defined as 

uterine contractions causing cervical change.12 The new definition of the active phase of 

labor starts at 6 cm cervical dilatation in nulliparous women; prior to this is considered 

the latent phase.12 Admitting a woman in latent labor increases the risk for cesarean 

because a diagnosis of labor arrest can occur.7 Labor arrest accounts for 34% of cesareans 

in nulliparous women with term singleton vertex (NTSV) fetuses.4,13 This sub-population 

of NTSV is of particular interest for reduction of cesarean because the position of the 

fetus is head down, there is only one baby and the pregnancy is term (more than 37 

weeks’ gestation). The NTSV population excludes pregnancies that would be more at risk 
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for cesarean such as multiple gestations or breech presentation.14 Understanding the care 

processes for this sub-population and the cascade of interventions during their 

intrapartum care is a public health priority. 

 The current US care model includes a cascade of interventions during the 

intrapartum period leading to higher risk of cesarean.15 Figure 1.1 illustrates data from a 

national survey of low-risk women conducted after a recent hospital birth.16 The figure 

shows the cascade and the cesarean rates for first time mothers who enter care in 

suspected labor or for induction.16 The arrows at the top of the cascade indicate where 

admission occurs. Those who entered the hospital in suspected labor and did not receive 

an epidural for pain management had a 5% cesarean rate. In contrast, first time mothers 

who were admitted for induction received an epidural had a 20% rate of cesarean. This 

figure does not take into account all of the medical interventions that can occur in 

suspected labor, such as labor augmentation and amniotomy when a woman is admitted 

in suspected labor versus induction, but it does illustrate the effect of one common 

medical pain relief method (epidural). Thus, supporting that US women who are exposed 

to interventions have higher rates of cesarean. 
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 There is unanimous agreement amongst all maternal/newborn health professional 

groups that reducing the cesarean rate is a priority for maternal and newborn health.4,17 

Admission in active labor is recommended in the literature and by the professional 

organizations.4,9,18 Essential to admission is the triage process. This aspect of care has not 

been reported in the literature and how the new definition of active labor is integrated 

into triage is unknown. This is a critical because both the American College of 

Obstetricians and Gynecologists (ACOG) and American College of Nurse Midwives 

(ACNM) are collaborating on two separate national interdisciplinary projects with care 

bundles to decrease cesarean.19,20 The study hospital was a participant in the ACNM 

collaborative for Reducing Primary Cesarean (RPC) in 2016. As a member of the RPC 

First time mothers 
with births 37-41 

weeks gestational age

In suspected 
labor

53%

Epidural No 
39%

Cesarean Yes   

5%

Epidural Yes 
61%

Cesarean Yes 

20%

Induction 

47%

Epidural No 
22%

Cesarean Yes 

19%

Epidural yes 
78%

Cesarean Yes 

31%

Admission Admission 

Figure 1.1 Illustration of the cascade of interventions for first-time mothers and 

impact on cesarean rates.  

Source: Listening to Mothers 3.16 
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the hospital participated in monthly coaching calls and collaborative online meetings with 

other RPC member hospitals. The study hospital is a Magnet® hospital in the northeast 

with 3,500 deliveries annually; approximately 40% are NTSV. The NTSV cesarean rate 

in 2015 was 29.8%. The hospital created an early labor lounge (ELL) that opened in June 

2016. The ELL was part of a larger educational program to Promote Active Labor 

Admission (PALA) and support physiologic birth. 

 The specific goal of the PALA program is to decrease the low-risk, NTSV 

cesarean birth rate by promoting active labor admission. The program consists of a triage 

protocol for admission, the ELL, training for clinical staff, and education for pregnant 

women. The PALA allowed providers to tailor care for pregnant women with the ELL 

option, rather than sending them home or admitting them. This is particularly appropriate 

for first time mothers who can be unsure of whether they are in active labor.21 

Understanding the admission process for intrapartum care is essential because it is the 

start of the cascade that leads to interventions and cesarean. If successful, the PALA 

program could be a model for implementing the new ACOG standards in hospital labor 

units. In order to implement the current recommendations, understanding the dynamics of 

triage needs to be explored in conjunction with use of the ELL. To do this, the 

perspectives of the providers and triage nurses needed to be studied. In addition, 

investigating how the use of the ELL impacts the care women receive and their birth 

satisfaction was important. 

1.2  Theoretical/Conceptual Framework 

The PALA was a complex intervention with multiple aspects that involved three 

key stakeholders: the pregnant women, providers (physicians and nurse midwives), and 

the nurses. The context must be understood and analyzed for broader use and future 
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replication.22,23 Implementation of evidence-based changes to promote vaginal delivery 

and reduce cesarean have been challenging because this requires a change in hospital 

culture and clinical practice.24 The Knowledge-to-Action25 (KTA) framework was 

selected because it can be applied to implementation research and it works well within a 

hospital quality improvement project. The KTA framework and the application to this 

study are in Figure 1.2. The study hospital created the PALA program and conducted all 

of the implementation activities. These are the top two rows. The last row arrows pertain 

to this dissertation. This dissertation investigated the overall triage process, the barriers 

and facilitators to use of the Early Labor Lounge (ELL), and surveyed women on using 

the lounge and her birth satisfaction. 

Figure 1.2 Application of the KTA to this study 
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 All pregnant women after 20 weeks’ gestation who came to the hospital for an 

assessment were seen in the labor and delivery triage area. The triage process assesses the 

status of their health, the health of the fetus, and the stage of labor i.e. are they in active 

or latent labor. Figure 1.3 illustrates the new triage process. Once the nurse conducted the 

initial assessment and triaged the woman, the provider (either a midwife or obstetrician) 

was consulted and a decision is made to admit if in active labor or not to admit if in latent 

labor the woman. If the woman was not in labor she was sent home. PALA’s triage 

protocol specified the definition of latent labor and alternative approaches if a woman is 

in latent labor. If the woman was in latent labor she could be discharged home or sent to 

the ELL. If she went home or to the ELL she returned to triage again. This processed 

occurred until she met the clinical criteria for admission.  

 No health care provider was assigned to the ELL, rather, if a woman required 

Figure 1.3 New triage process 
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assistance, the obstetrical floor was called. Although there was no specific time limit on 

ELL use, if a woman’s labor was not progressing to active labor and she and the fetus are 

stable, she was sent home. The criteria for active labor was: cervical dilation ≥6 cm, 

uterine contractions, and contractions causing cervical change (effacement or dilation).12  

1.3  Methods and Overview of Manuscripts 

 The dissertation results are presented as three manuscripts, all related to a primary 

research study.  A mixed method approach was used. To investigate the triage and 

admission process and barriers and facilitators to ELL use, interviews were conducted 

with clinicians. To examine ELL use and the satisfaction of women after childbirth, 

women were surveyed before discharge. 

Manuscript 1  

 The first step in this study was to describe the triage process for low-risk women 

from the clinician perspective. To investigate this, RB conducted 25 purposive interviews 

with hospital staff. A qualitative descriptive approach was used.26,27 These interviews 

were all audio recorded with the participants’ permission and then transcribed. RB 

listened to each interview with each transcribed file, and de-identified the file. The first 

level of the analysis was inductive:28 two researchers (RB and DW) independently 

conducted open coding of each transcript. Codes were reviewed and finalized. Atlas.ti 

was used to assist with organizing the data analysis. After the open coding of the data, 

codes were merged in Atlas.ti. Merged codes with corresponding quotes related to 

admission were downloaded from Atlas and put into a matrix with the code in one 

column and the quote in the next column. The quotes specifically related to admission 

were examined. For the triage process themes were derived from the matrices and the 

field notes RB collected.28  
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Manuscript 2  

 Manuscript 2 is a continuation of the interviews described in Manuscript 1. In 

addition to questions related to the triage process, participants were also asked questions 

about the ELL. This was to understand the barriers and facilitators to the care innovation 

of the ELL. A qualitative descriptive approach was used for the data collection and 

design.26 An inductive approach was used for the analysis.28 After the open coding 

process described previously, merged codes with corresponding quotes related to the 

lounge were downloaded from Atlas and put into a matrix with the code in one column 

and the quote in the next column. For the lounge use, a framework analysis was used with 

the Consolidated Framework for Implementation Research (CFIR).23,27,29 By using CFIR, 

the barriers and facilitators could be placed into the established implementation domains 

and constructs and then were identified as a barrier or facilitators. 

Manuscript 3  

 The perspective of the woman carrying a NTSV pregnancy was captured using an 

electronic survey. A convenience sample of women were surveyed on the postpartum 

unit prior to discharge. The survey was designed for this study. The third manuscript 

reports the findings of the survey of postpartum women. The results include data 

collected from the whole sample (N=67) and perspectives of the lounge users (N=29). 

 Chapter 5 contains a summary of the findings, limitations, and recommendations 

for future research.  

1.4 Ethical Considerations 

 This study received IRB approval from the study hospital, the University of 

Maryland, Baltimore and the study hospital executed and an Interagency Agreement. 
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Chapter 2: Triage decision-making when admitting low-risk pregnant women: 

Clinician perspectives1 

2.1  Background 

 The cesarean birth rate is 32% in the US and exceeds recommended rates for 

optimal maternal and neonatal outcomes.30–33 There is a public health focus on reducing 

cesarean birth rates, but specific clinical recommendations are challenging to implement. 

In 2014, the American College of Obstetricians and Gynecologists (ACOG) changed the 

definition of active labor from 4 cm cervical dilatation to 6 cm.12 Thus, the latent phase of 

labor is now consider to be the time prior to 6 cm cervical dilitation.12 This modification 

requires changes in clinical practice, specifically in the triage process where an 

assessment is done and decisions made about admission. Admission is a key time point 

because if a woman is admitted in early labor her risk for medical intervention and 

cesarean birth increases.7,9 Two types of admission generally occur in obstetrics for low-

risk term pregnancies: scheduled (for an induction or cesarean birth), and unscheduled, 

when a woman presents with spontaneous onset of labor. Little has been studied in the 

US about the admission process at the time of birth, yet it is a key determining factor in 

the use of interventions, cost and outcomes.34,35 This phenomena is described in the 

literature as the “cascade of interventions.”15,36 Where each medical intervention leads to 

another medical intervention and can lead to a cesarean birth. There is also a 15-fold 

variation in cesarean rates in women with low-risk pregnancies indicating a variation in 

practice.2 The cascade starts with admission to the hospital; therefore, understanding the 

processes of admission and triage are imperative for reducing unnecessary intervention 

                                                           
1 Breman, R., Paul, J., Dever, K., Wiegand, D. In preparation for submission. 
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and cesarean birth. 

 The Joint Commission, a U.S. non-profit, hospital-accreditation organization 

recommends waiting for spontaneous and active labor prior to admitting a low-risk 

pregnant woman to the hospital.18 Professional organizations in the US all agree that 

promoting safe prevention of cesarean birth is a healthcare priority for both maternal and 

newborn health.17,37,38 One of these organizations developed a triage tool to aide in 

identifying high-risk women in need of immediate attention. 

 The Association for Women’s Health Obstetrical and Neonatal Nurses 

(AWHONN) responded to demand from obstetrical nurses to create an improved triage 

tool.39 The Maternal-Fetal Triage Index (MFTI) was launched in 2015 to improve triage 

practice and communication.39 During development of the tool, researchers at AWHONN 

found that only 2 hospitals in the United States had triage specific protocols for 

obstetrical patients. This is important to note because obstetrics patients are unique to 

medicine in that it is the only area where practically 100% of the patients are women 

(unless gender identified differently), and there is concern for the fetus as well as the 

pregnant woman. Nurses, physicians and midwives, validated the MFTI tool, thus 

recognizing the importance these three groups play during triage. However, the MFTI 

was developed for recognizing primarily high-risk pregnancies and emergency 

situations.39 The focus in the US for cesarean reduction is low-risk women. The purpose 

of this investigation was to gain a deeper understanding of the dynamics and decision-

making processes during triage for unscheduled admissions of low-risk women 

presenting in suspected spontaneous labor.  

2.1  Methods 

 This research is part of a larger mixed-methods implementation study of a quality 
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improvement (QI) program. The aim of the QI project was to promote admission in 

active labor for low-risk pregnant women to reduce cesarean birth. The quantitative 

aspect of the study involved a review of clinical records focused on admission and a 

survey of postpartum women, including the Birth Satisfaction Scale©. The purpose of the 

qualitative aspect of the study was to explore the triage process and use of an early labor 

lounge for low-risk pregnant women. This paper will report the exploration of the triage 

process.  

This study took place in a community hospital in the northeast. The hospital has 

approximately 3,500 births annually and several different physician private practices 

attend births, including one midwifery practice. Midwives also provide care to women in 

the physician private practices. The hospital also has a level 3 neonatal intensive care unit 

(NICU) and maternal-fetal medicine practice. Given the exploratory nature of this 

research and the lack of previous research on the obstetrical triage process a qualitative 

descriptive approach was used.26 The hospital’s institutional review board approved this 

study. 

2.1.1 Sampling and recruitment strategy 

The target sample population for the study was hospital staff with at least one year 

of work experience on the birthing unit and experience triaging low-risk pregnant 

women. A purposive sample was sought representative of the interdisciplinary team 

responsible for triage: physicians, midwives and nurses. The sampling strategy was 

essential to obtain a broad and varied view of the clinical staffs’ perspectives.40 Staff 

were recruited that regularly worked in triage as their point of view was fundamental.  

The principal investigator (PI) (RB) recruited staff in person during their regular 

clinical work hours on both day and night shift. Semi-structured interviews were 
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conducted with each staff member. Each interview was conducted privately and all were 

audio recorded with permission. Examples of questions that were asked in the interviews 

included: 1) How do you decide when and how to admit a woman to the birthing unit? 2) 

What do you consider when admitting a woman to the birthing unit? RB repeated during 

the interviews that participants should answer the questions in reference to the triage and 

admission of low-risk pregnant women. 

2.1.2 Data analysis 

Data analysis used an inductive approach.28 For the first level of the analysis, de-

identified transcripts were open coded independently by the PI (RB) and a qualitative 

expert (DW). RB and DW met and together reviewed each line of text. Then they 

carefully reviewed each of their codes and jointly determined the first level codes. 

Atlas.ti 8 (http://atlasti.com/) was used to assist with organizing and managing the data 

analysis. For the second level of analysis, common codes were merged. Codes with 

corresponding quotes were downloaded from Atlas.ti and quotes specifically related to 

admission and the triage process were examined. A matrix was created with the code and 

quotes related to admission and triage.28 Themes were identified and then added to the 

matrix with the corresponding codes and quotes.28 After reviewing and discussing the 

codes and themes, a category was identified.41 The findings in the matrix were discussed 

by the primary researchers and shared with research team. At interview number 22 no 

new information was shared, it was therefore deemed that data saturation had 

occurred.28,42 Three additional interviews were conducted to ensure saturation. 

2.1.3 Trustworthiness 

To ensure the rigor of this qualitative study, Guba and Lincoln’s criteria were 

used to address the truth-value, applicability, consistency, and neutrality of the data and 
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analysis.43 To address truth value, member checks with 3 participants occurred to ensure 

the dynamics of triage were accurately reflected in the analysis.28 Thick descriptions were 

used to aid in determining applicability or transferability. A peer review process was used 

to address consistency and neutrality.44 An audit trail was created and maintained by one 

of the researchers (RB) and was carefully reviewed by another researcher (DW) to ensure 

that bias did not influence the data analysis process. To address bias the interviewer (RB) 

visited the site several times.28 In addition, prior to starting interviews the interviewer 

(RB) informed participants of her intentions, the purpose of the study and what would be 

done with the data collected.28 Data matrices were shared with other members of the 

research team. To ensure confidentiality RB conducted a thorough informed consent 

process. This included a waiver of documentation so that no interviewee had to sign a 

consent form, thus there was no written record containing the name of anyone 

interviewed.  

2.2 Results 

Sample characteristics  

The birthing unit staff composition is approximately 60% nurses, 25% physician 

and 15% midwives. Twenty-eight staff were approached for an interview, 3 people 

declined the interview. The participant sample was 13 nurses, 7 physicians and 5 

midwives. The participants were predominately white, which was reflective of the racial 

make-up of the hospital staff. The RNs and midwives were 100% female and the 

physicians were 57% female. This is representative of the gender composition of the 

staff.  

Main category: Admission of Low-Risk Pregnant Women Depends on Many Factors  

The main category describing the triage process on the birthing unit was 
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“Admission of Low-Risk Pregnant Women Depends on Many Factors.” The triage 

process included the triad decision-making phenomena of the woman, triage nurse and 

provider. This triad was dynamic and depended on who was in triage at any given time. 

The relationship between 1) the triage nurse with the provider and the pregnant woman 2) 

the provider with the triage nurse and the pregnant woman, and 3) the pregnant woman 

with the provider and triage nurse all contribute to the triad. Decisions made during the 

triage process depended on the interaction between these three different people and the 

factors that presented during triage (See Figure 2.1).  

Factors related to the provider or nurse included their philosophy on birth, their 

interpretation of a fetal monitoring strip, their familiarity with nonpharmacological 

methods for comfort, time of day and the relationship they had with their respective 

colleague in triage at the time of admission. Factors specific to the pregnant woman 

included the woman’s parity, gestational age, cervical dilatation and effacement, her 

contractions, her pain tolerance, whether membranes had ruptured, and her prenatal 

education. There were also situational factors such as her family/support system, how far 

away from the hospital the woman lived and weather conditions that affected the triage 

decision. The interplay of many factors influenced admission decisions (See Table 2.1).  

“The decision to admit a patient or send her home, it’s not something as simple as, 

one plus one is two, and that leads to admission. It’s really a multifactorial 

decision, and you try to do what you think clinically is supported by the evidence of 

what that patient needs, her individual situation. I mean I would love all low-risk 

women to be six centimeters dilated at admission. I mean that would be golden. It’s 

just not that simple.”  

 The category, Admission of Low-Risk Pregnant Women Depends on Many Factors, 

explains the complexity of the admission process. Part of this complexity is due to the 

fact that there are two patients, the mother and the unborn infant. Most of the participants 
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used the term “it depends” in their answers to interview questions. All the participants 

described “many factors” they consider when admitting a low-risk pregnant woman. 

These factors included the healthcare team itself.  

 When describing the patients, participants described all the various factors to 

consider when admitting including both physical and emotional measures. Depending on 

each woman’s relationship with the provider, her coping and expectation for her labor 

process and the clinicians present, the decision to admit varied.  

The category “Admission of Low-Risk Pregnant Women Depends on Many 

Factors” connected the four themes that emerged from the data analysis. These results 

are in Table 2.2, with the theme, definition and the supporting quotes for each theme. 

Themes related to the woman exclusively were her expectations about the birth process 

and her ability to cope with labor. The provider (physician or midwife) and nurse had the 

same themes that related to the care they provided. These themes included care variation 

and maternal/fetal safety. 

Figure 2.1 Admission decision-making triad 
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Table 2.1 Factors affecting the decision to admit by each member of the triad  

Role Relationship Factors influencing 

the decision to admit 

Theme related 

to 

Category 

Provider • Relationship 

with the 

pregnant 

woman 

• Relationship 

with the 

triage nurse 

• Birth philosophy 

• Interpretation of a 

fetal monitoring 

strip 

• Familiarity with 

nonpharmacological 

methods for 

comfort 

• Triage nurse 

• Time of day  

 

 

 

 

 

• Variation in 

care 

management 

of low-risk 

pregnant 

women  

• Maternal/fetal 

safety 
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• Birth philosophy 

• Interpretation of a 

fetal monitoring 

strip 

• Familiarity with 

nonpharmacological 

methods for 

comfort 

• Provider 

• Time of day 

Pregnant 

woman 
• Relationship 

with the 

provider 

• Relationship 

with the 

triage nurse 

• Risk factors 

(hypertension, 

diabetes) 

• Cervical dilatation 

• Cervical effacement 

• Ruptured 

membranes 

• Anxiety/fear 

• Parity 

• Gestational age 

• Family/support 

person 

• Pain tolerance 

• Uterine contractions 

• Prenatal education 

• Distance from home 

to hospital 

• Potential for 

inclement weather 

• Expectations 

about birth 

• Coping 
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Table 2.2 Definition of themes by role with supporting quotes 

Role Theme and 

definition 

 

Supporting quotes 

Pregnant 

woman 

The woman’s 

expectations and 

knowledge about 

birth: The woman’s 

personal 

knowledge, beliefs 

and expectations 

about labor and the 

birth processes.  

 

“Most women don't understand we don't care as 

much about the dilation, but (we care more about) 

the thinning out of the cervix. People have no idea 

about that part of the exam. It's things that people 

just don't know about, especially first baby.  

Second baby they usually know, but first baby... 

and when they just have no clue, they are upset 

when they're getting discharged or there's talk of 

them going home if they make no (cervical) 

change.” 

 

“It’s the women who come in in early labor who 

have never really heard about the pain and that 

contractions should be lasting a minute, 3 minutes 

apart. The 3-1-1 rule, I have to tell them at that 

point, when they are in triage (that they are not in 

labor) … these women have more of a problem 

and think they should be admitted when they 

shouldn’t be.” 

 

“I think the challenge is when it's their first 

pregnancy, so they don't really know what to 

expect because they don't really know where the 

train is heading and how intense (labor) really 

gets. It's a lot of education of kind of active labor 

versus early labor, how long early labor can take 

and, what strategies you can do at home.  So, I 

think a lot of times, that's a challenge.” 

Pregnant 

woman 

The woman’s 

coping with labor: 

The pregnant 

women’s ability to 

cope with her pain, 

fear and anxiety 

during her labor 

and the labor 

process. 

“You know, really, I think it depends on the 

person. I think how well they handle pain and what 

they have for support at home is a big factor in 

whether or not they can handle certain things 

whether they want to go home or stay.” 

 

“It depends on how many times they've been in 

triage, their pain level. But who I think needs to 

stay, who could go; we always try to encourage 

them to go, if possible, especially if they live close 

by or they're able to manage it, but some patients 
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Table 2.2 Definition of themes by role with supporting quotes 

Role Theme and 

definition 

 

Supporting quotes 

aren’t.” 

 

“You know, I think too it depends if people have 

gone to prenatal classes, depends on their support 

people.  And then, you know, it just depends on 

just them.  You know, some people have anxiety, so 

that plays into it in whether they can kind of accept 

and try to cope.  You know, it comes down to just 

coping skills and what people can manage and 

whether they feel if they can manage (latent) labor 

on their own.  So, I think, you know, as far as us in 

triage, whether it's the nurse or the provider, 

education is important to kind of empower them to 

make them realize that you know what, you can 

manage this. This is normal, it's just a process, 

and just giving them some tools to help them 

along.” 

Clinicians 

(The triage 

nurse or 

provider) 

Care variation: The 

variation in care 

that is provided 

from clinician to 

clinician based on 

their interpretation 

of the clinical and 

contextual factors 

and how they think 

care should be 

managed for the 

pregnant woman 

and the fetus. 

“I know when I’m in triage (there are) the 

providers that will admit everybody even though 

they probably should be going home. I know which 

ones, so those ones will make them stay or keep 

them, for whatever reason, I don’t know.” 

 

“It’s pretty hard for us to stay consistent with the 

(American College of Obstetrics and Gynecology) 

recommendations. It depends on the provider. 

Sometimes a patient’s really uncomfortable, and 

the provider feels bad, and the patient doesn’t 

want to go home. The patient ends up staying and 

being admitted, and they’re not four centimeters 

dilated.  They’re two or three. There’s just so 

many different providers working. They all have 

different philosophies.” 

 

“You know, there's some people you're more 

likely, even if they're in early labor, to want to 

encourage, the provider to keep them because they 

might have a history, maybe even their anxiety.  

You hate to just send them home just because you 

want them to feel like you care about them and not 

that you're just trying to kick them to the curb.  

Like, you understand their pain and what they're 
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Table 2.2 Definition of themes by role with supporting quotes 

Role Theme and 

definition 

 

Supporting quotes 

going through.  So, I kind of try to take all those 

factors, particularly a patient's feeling, and then 

decide what to do with them.  I know sometimes 

people, you know, they get really strict. Until you 

are 4 or 5 centimeters, you go home.  I've never 

been one to believe that ever, because there's just 

too many other things that are involved in that, 

particularly with people who are anxious or 

people who want medication, even if they're 1 

centimeter.” 

Clinicians 

(The triage 

nurse or 

provider) 

Concern for 

maternal/fetal 

safety: The concern 

for the safety of 

both the pregnant 

woman and/or the 

fetus. It includes 

any factors that 

require immediate 

medical attention or 

the concern that 

these factors may 

happen further into 

the labor process. 

“Well, how often they're contracting, what the 

baby looks like (on the fetal monitor), whether or 

not their water is broken.  If they have, you know, 

any risk factors.” 

 

“Obviously, any safety concerns, if the baby had 

any questionable things on the (fetal) monitor; if 

mom's blood pressure was up or she had any 

questionable things for her.” 

 

“Are they in labor or are they not in labor?  Is the 

patient safe?  Is the baby safe? You have a good 

tracing. There’s no issues with fluid.” 
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Theme 1: The low-risk woman’s expectations and knowledge about birth 

 Participants acknowledged the importance of a woman’s personal expectations 

and knowledge about birth affecting the decisions in triage. The participants described 

the majority of the women that they admit have received prenatal care. Either a physician 

or midwife provided education in prenatal visits. The majority of the participants 

mentioned that most women do not attend childbirth classes and that this was concerning 

because women were not as prepared or educated about the labor and birth process. The 

prenatal preparation and education about childbirth was viewed as a major contributor to 

how admission decisions would occur. The low-risk pregnant woman’s expectation of 

childbirth and her knowledge of normal labor progression, latent labor and active labor 

were discussed in almost every interview. Specifically, women are uncertain about when 

to come in and had a hard time distinguishing between active and latent labor. Therefore, 

women are more likely to come to the hospital when they were in latent labor. When this 

occurs, they are often sent home. “I think women are stunned when we ask them to get up 

and walk around and they still might go home after that.” From the perspective of the 

participants, if women better understood the labor process they would not come to triage 

during latent labor.  

This was described as difficult for women who were experiencing labor for the 

first time, which pertains to the factors of parity and prenatal education. Several 

participants mentioned the difference in expectations and knowledge between nulliparous 

and multiparous women. The level of preparation, education, and understanding of the 

labor process was linked with the theme, coping. The general perception of the 

participants was the better the preparation and education before birth, the better the 
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coping ability the woman would have once she actually went into labor. 

Theme 2: The woman’s coping with labor  

 The woman’s ability to cope with labor and the influence of her own personal 

anxiety and pain tolerance affected how the staff would respond to her needs. In most 

interviews, first-time mothers were discussed and compared to women who had 

previously experienced birth. From the perspective of the participants, first time mothers 

were more fearful and anxious and this affected their ability to cope. 

 The variability in coping with labor and the pain associated with it were factors 

that influenced the decision-making triad. If a woman coped well, she would more than 

likely go home even if she had a higher cervical dilatation during latent labor. If her pain 

level was high yet her cervical dilation did not indicate she was in active labor, she might 

get admitted. “The emotional and physical state of the woman and how she's coping with 

pain may cause me to admit her. I do remember a first-time mom I admitted who was one 

centimeter dilated.  She was 100 percent effaced, plus one station, and she was 

screaming like someone was stabbing her to death, and I admitted her.” 

 The woman’s anxiety was a factor discussed in a few interviews. The higher the 

level of her anxiety, the more difficulty staff had in helping her cope during latent labor 

with nonpharmacological methods. Anxiety could influence if a woman was admitted 

because it could be perceived as more caring. This theme provided some context for the 

theme on care variation. 

Theme 3: The variation in care management of low-risk pregnant women 

Care variation referred to the differences in care provided from clinician to 

clinician based on their interpretation of the “multiple factors.” The individual clinician’s 
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critical analysis of factors led to their decision on care management for the pregnant 

woman and fetus. The theme of variation in care management was derived because every 

factor mentioned in Table 2.1 could lead to care variation in triage and affect the decision 

to admit. The woman’s parity was an important factor. Some staff mentioned a first 

pregnancy as an influencing factor, while other participants focused on multiparous 

women. This was due to the labor process for a nulliparous woman usually being slower, 

whereas multiparous women tend to have shorter labors. 

The participants mentioned the members of the healthcare team as being 

influential in determining whether a woman would be admitted. Although providers made 

the final decision as to whether a woman would be admitted or not, the triage nurses also 

described advocating one way or another for patients.  

 “It depends on the nurse you’re working with. Because sometimes the nurse 

sets it up perfectly for you, where you come in and the woman says the nurse told 

me that you probably were going send me home. Whereas other nurses will be 

concerned because a woman’s uncomfortable. But, I will be thinking: Yeah, but, 

she’s not in labor. You know? So, it’s a team approach.”  

 

Theme 4: Concern for maternal/fetal safety 

The concern for maternal fetal safety was mentioned in all the interviews. 

Whether this was the participant’s own personal concern or managing the concern of the 

other team member. These two themes, variation in care management and concern for 

maternal fetal safety were interrelated in that the variation in management was primarily 

due to concern for maternal/fetal safety. Fetal monitoring was referenced frequently with 

regards to safety. Some participants felt reassured by fetal monitoring while others 

thought it was too inexact in identifying fetal compromise. A few participants mentioned 

patient risk factors such as hypertension or diabetes, but the focus of this study was on 
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low-risk women.  

“My fetal surveillance, so if there's any concern for me, she’s two centimeters, but 

she's having decels (deceleration of the fetal heart) obviously, she'll be admitted, 

even though she's not in active labor.  Gestational age, I'm probably more apt, to 

admit the 41-1/2 week person who's three centimeters versus the woman who's 39 

weeks. But, again, I do send those patients later term (greater than 40 weeks’ 

gestation) patients home, it depends upon the baby. The baby has to look just really 

perfect (on the fetal monitor).”  

 

There was also recognition that delaying admission was safe and in the case of low-

risk women safer than admitting too early. A few participants mentioned the cascade of 

interventions specifically. Others just recognized that once a woman is admitted “we feel 

like we need to do stuff to keep labor going even if she wasn’t in active labor.” However, 

if all clinical indications were that the woman had no risk factors and she was in latent 

labor, she should go home and wait for active labor. 

“But as long as they’re a low-risk, healthy woman with a reactive non-stress test, 

then I want to know if this is her first baby or not. If it’s not her first, what were her 

previous labors like? Definitely how she appears. You know, if she appears to be in 

more of an active labor, how she’s coping, whether her water’s broken or not, and 

what her goals are for labor. If she is in latent labor, then best place for her is 

home. Because I think for one, studies have shown that, delaying admission till true 

active labor will decrease your risk of a C-section, but also, I just think… I mean 

my personal philosophy, in general, I think birth is usually a normal, natural 

process.”  

2.3 Discussion 

 This study supports that there is a triad in decision-making that occurs at 

admission that has been described in other areas of healthcare, but not explicitly in 

obstetrics.45 Kennedy et al. (2016) explored factors promoting first time vaginal birth and 

studied providers, women and nurses.46 Those findings included the importance of 

childbirth preparation from both the provider and woman’s perspective. The current study 
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supports those findings, with a more critical focus on admission because it is the entry 

point into care. 

Frequently discussed in the interviews was the factor of fetal monitoring. Despite 

national efforts to improve the interpretation of the results of electronic fetal monitoring, 

variations exist in interpretations.47,48 Concern over the fetal monitoring strip leads to 

admission. Continuous fetal monitoring is the most frequently used intervention after 

admission and can lead to other interventions because of the need to respond to it. When 

the interpretation indicates fetal distress, there is the obvious need to act; however, 

continuous fetal monitoring is a screening tool with low positive predictive value causing 

clinicians to act when fetal safety may not be at risk.47,49 

The factors of contractions and pain are both subjective and objective. The 

provider or nurse can observe the frequency of contractions but assessing the pain is 

subjective. Several participants mentioned that if a woman was on her phone and not 

showing signs of pain then her pain would not be considered as much of a factor even if 

she had given a high pain score. However, it was also discussed in member checks that if 

a woman appeared by all objective accounts to not be in excruciating pain, but stated her 

pain was high and she did not want to go home, she would likely get admitted.  

Maternal anxiety and coping have also been studied. There is a significant body of 

literature that demonstrates that continuous support of women during labor decreases fear 

and improves birth outcomes;34,50,51 however, there is a gap in the literature as to when 

this support should start. Consideration of the woman’s coping ability and providing 

appropriate support during the triage process is important and part of what our study 

found as an influencing factor for admission. 
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One objective factor was cervical change, but cervical dilation happens over a 

varied amount of time.52,53 Another objective factor was gestational age; yet, providers 

have differing views on when birth should occur after 39 weeks’ of gestation.54 This is 

due in part to a concern for stillbirth after 41 weeks’ gestation. There is an ongoing 

clinical trial exploring this causing some uncertainty amongst providers.55 ACOG has not 

issued any statement regarding a change of their recommendations for term gestation (39-

40 weeks) induction of labor. After 41 weeks’ gestation there is a slight increase in the 

risk for stillbirth, which also needs to be considered.56,57 Variation in care due to all the 

multiple factors was also linked to concern for maternal and fetal safety. Thus, the 

category of “Admission of Low-Risk Pregnant Women Depends on Many Factors” was 

inextricably linked to the four themes and helps us to understand why there are variations 

in obstetrical care. Unless there is clear life-threatening or emergency issue, there is no 

single factor determining whether a low-risk woman will or will not be admitted in active 

labor. There are multiple factors involved and each clinician analyzes each criterion and 

factor differently.  

Standardized protocols are recommended for improving the quality of care and 

even though the hospital where the study was conducted had a protocol it was only 

discussed when the interviewer (RB) specifically inquired about it. This hospital’s triage 

protocol was specific for latent labor management and differed from the MFTI, which 

focused on recognizing high-risk patients in need of immediate admission and care. Not 

one participant independently considered the triage protocol when admitting a low-risk 

woman. This could contribute to the care variation during intrapartum care that has been 

noted in previous studies.2,58 
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Lastly, shared-decision making as a topic was mentioned in only one interview, 

however, this is what is needed in order to address the decision-making issues within the 

triad. Shared-decision making is area for future research as there is currently no 

universally used tool to address the communication of clinical issues during the 

intrapartum period. Low-risk pregnant women could be a population to start with for 

tool-development as theoretically the risks and benefits associated with clinical 

interventions would be less complicated. 

2.4 Limitations 

This study was limited in that pregnant women were not included and they 

represent an important part of the decision-making triad. However, because much of the 

variation in care is due to provider factors, this study focused on the hospital staff.58,59 A 

few participants mentioned the importance of customer satisfaction and a few additional 

participants mentioned concern about the medical/legal environment. Because our focus 

was not specifically on the influence of these factors we did not ask specific questions 

related to these concerns, however, other researchers have found these concerns can 

affect practice.60,61 

This qualitative descriptive study was also limited in that it was conducted in one 

hospital with a homogenous population. The triad described in this study requires 

additional research in other areas of the U.S. with more diverse care settings. Given the 

national focus on reducing cesarean birth, understanding different aspects of hospital care 

is necessary. Because admission is the entry point for most low-risk women into the 

system is through triage, this requires further research. 

2.5 Conclusion 

 This study describes the complexities of obstetrical triage and the decision-
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making processes for admission of low-risk pregnancies. The care a woman receives and 

whether she will be admitted depends on many factors. Addressing the variation in care 

must consider the triad created between the nurse, provider and low-risk pregnant 

woman. This triad is dynamic and depends on who is working and the woman presenting 

in triage. Future research could include the pregnant woman and further explore these 

relationships and ways to standardized care to address shared-decision making.   
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Chapter 3: Promoting active labor admission to prevent cesarean birth: Early labor 

lounge implementation barriers and facilitators from the clinician perspective
1
 

3.1  Background 

Cesarean birth is the most frequent surgical procedure for women of reproductive 

age,62 and although it can be life-saving, it is not without risk. The current U.S. cesarean 

rate for first-time mothers is 26.9%,63 exceeding the recommended Healthy People 2020 

rate of 23.9%.33 There is a fifteen-fold variation (2.4-36.5) in hospital cesarean birth rates 

even among low-risk pregnant women, indicating a variation in clinical practice.2 Since 

98% of US births occur in hospitals, rational use of cesarean must be explored within the 

context of hospital birth.31 One universally recommended strategy to reduce cesarean is 

to admit women with spontaneous onset of labor when they are in a more active stage of 

labor.9,17,64,65 It is important to note that the American College of Obstetricians and 

Gynecologists (ACOG) revised the definition of active labor from 4 cm cervical dilation 

to 6 cm cervical dilation in 2014.12 This shift in definition combined with the public 

health priority to reduce unnecessary cesarean births, requires examination of hospital 

admission practices.  

Admission is a key time point for childbirth because if a low-risk pregnant 

woman is admitted too early, her likelihood of medical interventions and cesarean birth 

increases.10,66 A qualitative study exploring factors influencing cesarean birth found that 

some women would want an option of being in the hospital but not admitted in early 

labor.46 One hospital chose to implement this strategy with an early-labor management 

                                                           
1 Breman, R., Johangten, M., Paul, J. Dever, K., and Wiegand, D. In preparation for publication. 
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quality improvement program to Promote Active Labor Admission (PALA), which 

included a structured early labor lounge (ELL) option as a part of the triage process. This 

program is described below. The objective of this study was to understand barriers and 

facilitators to use of the ELL from the perspective of the clinicians. 

3.1.1 PALA Description67 

 A core group of interdisciplinary champions worked together with hospital 

administration and staff to create PALA. Team meetings were held monthly at the 

inception of the PALA project in 2015 and throughout 2016. The program consisted of 

the following components: 1) Information for pregnant women on activities to support 

latent labor provided in two forms: an educational packet and corresponding smartphone 

app; 2) a revised triage protocol, including the updated definition for active labor; 3) an 

educational program for the nurses on supporting women in latent labor; and 4) an early 

labor lounge with multiple stations with evidence-based activities (such as yoga, 

acupressure, water therapy and walking).67 There was main room for the lounge close to 

obstetrical triage; however, to promote ambulation there were several stations in different 

parts of the hospital. This included the kitchen area, which was located on the postpartum 

unit and the meditation area in the high-risk antepartum unit. The hospital also joined the 

American College of Nurse-Midwives (ACNM) collaborative Reduction in Primary 

Cesarean (RPC) in 2016.20 National experts provided coaching to the implementation 

team through the RPC project. The official kick-off occurred with the opening of the ELL 

in January 2016. During 2016, the PALA champions conducted a plan-do-study-act 

(PDSA) evaluation and adjustments and educational reinforcements were made for the 

hospital staff.  

 Use of the ELL required re-evaluating the purpose and processes of triage. In 
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triage, a nurse, and a physician or midwife conducted a labor and risk assessment of the 

mother and fetus. A physician or midwife then decided the plan of care in collaboration 

with the triage nurse and the pregnant woman. Each woman was then admitted to the 

unit, offered the ELL, or discharged home. Figure 3.1 illustrates this process. If a woman 

was clearly not in labor, she was sent home. If the woman was in latent labor she could 

be discharged home or offered the ELL. If a woman was discharged home or used the 

ELL, she went through the triage process again, presumably when labor progressed. To 

meet the clinical criteria for use of the lounge women could not have any medical 

condition that required immediate medical attention or admission. Evaluating 

contributing or hindering factors for ELL use from the perspective of the clinical staff 

was essential to better understand the implementation of the program.68   

 3.2  Methods 

 This qualitative descriptive study was part of a larger mixed-methods 

Figure 3.1 Triage process with early labor lounge 
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implementation study of PALA. This paper focuses on the hospital staff perspectives of 

the facilitators and barriers to use of the ELL, which was a component of the PALA 

program. The setting was a community hospital in the northeast U.S. Interviews were 

conducted with registered nurses (RNs), midwives, and physicians a year after the lounge 

opened and the educational activities had been completed. The hospital’s institutional 

review board approved this study.  

The target population for the study was hospital staff that had worked for at least 

one year on the birthing unit with some experience triaging low-risk pregnant women 

since the inception of PALA. Purposive sampling was used to capture physicians, 

midwives and nurses with differing levels of involvement in the PALA project. The 

sampling strategy was essential to obtain a broad and varied view of the clinical staffs’ 

perspectives on use of the lounge.40 The Principal Investigator (PI) sought to include staff 

who, regularly worked in triage as their perspective was essential. Interviews were 

conducted until data saturation was reached at interview 22.42 Three additional interviews 

were conducted to ensure there were no new topics discussed. 

The PI (RB) recruited staff with a personal contact during their regular clinical 

work hours. Recognizing that participation was voluntary and wanting to make 

participation as easy as possible, each interview was scheduled privately by the PI. Semi-

structured interviews were conducted in a private room or by phone; all were audio 

recorded with permission. An interview guide was used to facilitate each interview. The 

following questions were asked:  

1) What are your perceptions of the ELL? 

2) How do you integrate the ELL into your practice in triage of low risk pregnant 
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women?  

3) What do you consider when sending a woman to the ELL versus admitting her 

or sending her home? 

A transcriptionist transcribed the audio files. The PI listened to each interview and 

reviewed the accuracy of each transcribed file, and then de-identified each file. Data 

analysis initially used an inductive approach.28 For the first level of the analysis, the PI 

and a qualitative expert (DW) independently conducted open coding of each de-identified 

transcript. They then met together, carefully reviewed each of their codes and together 

determined the first level codes. Atlas.ti 8 (http://atlasti.com/) was used to assist with 

organizing and managing the data analysis. After the open coding of the data, common 

codes were merged and themes were identified. Codes with corresponding quotes were 

downloaded from Atlas.ti and quotes specifically related to lounge use were more fully 

examined. A matrix was created with the themes, codes and quotes identified specific to 

the ELL.28 These themes and associated quotes were evaluated with the domains and 

constructs from the Consolidated Framework for Implementation Research (CFIR).23,29 

The CFIR is a flexible, comprehensive multi-level determinant framework with 

five inter-related domains: intervention characteristics, outer setting, inner setting, 

characteristics of individuals, and process.23 Within these domains are 39 constructs 

developed from theories and hypotheses of implementation research specific to 

healthcare. CFIR addresses the complexities of implementing an evidenced-based 

innovation such as the ELL. Using an existing framework for the analysis ensured 

constructs were clearly defined and results were in a context that could be used to 

compare with other similar research studies.69,70 This approach was used to guide the next 
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level of analysis and added structure to the qualitative descriptive analysis.26,27 

A matrix was developed that included the CFIR domains and constructs, 

associated themes and supporting data.28 Then facilitators and barriers were added to the 

matrix; quotes were included to provide specific and clear examples. The PI selected the 

CFIR domains and constructs most related to the themes. All the themes in the data 

aligned with the CFIR framework. The majority of the themes fit best into the following 

four domains: intervention characteristics, outer setting, inner setting and the 

characteristics of the individuals. Table 3.1 summarizes the CFIR definitions of these 

four domains, constructs within, and the operational definition developed for this study. 

A summary table relating constructs to quotes (the evidence) reflecting barriers and 

facilitators was developed by the PI and verified by the qualitative expert (DW). The 

constructs were identified as barriers, facilitators or neither to the use of the ELL to 

facilitate analysis. Barriers to lounge use were identified and included any theme that 

might decrease ELL use. Facilitators to ELL use were also identified and included any 

theme that promoted use of the lounge. Where constructs are marked as neither, it means 

that the construct did not fall into either category but was an important aspect of the 

implementation. 

The final step of the analysis involved identifying each participant’s overall 

perspective related to the construct Knowledge and Beliefs about the Intervention (the 

ELL) because this was central to the implementation of the program. Two of the authors 

(RB and DW) read each transcript and independently described each participant as an 

adopter, non-adopter, or somewhere in the middle. An adopter was a participant who 

supported the lounge and discussed how they integrated it into their clinical practice. A 
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non-adopter was a participant who expressed negative concerns about the lounge or 

related stories of how it negatively influenced practice. A participant who was 

somewhere in the middle was generally positive about the concept of the lounge but 

ambivalent as to the lounge continuing as part of the hospital PALA program.   

Table 3. 1 Application of the Consolidated Framework for Implementation Research 

(CFIR) to this study 

CFIR Domain and 

Construct23 

Brief CFIR Definition23 Operational Definition 

I. Intervention Characteristics  

Evidence strength and 

quality 

Stakeholders’ perceptions 

of validity of evidence 

supporting that the 

intervention will have the 

desired outcomes. 

The participants’ support 

of the revised ACOG 

definitions for active labor 

and support for delaying 

admission. Also includes 

comments on how the 

lounge supports this. 

Design quality and 

packaging 

Perceived excellence in 

how the intervention is 

bundled, presented and 

assembled. 

Positive comments about 

the lounge, activities 

associated with lounge 

and enthusiasm about the 

activities. 

II. Outer setting   

Patient needs and resources The extent to which patient 

needs, as well as barriers 

and facilitators to meet 

those needs are known and 

prioritized by the 

organization. 

Statements related to the 

pregnant women, her 

prenatal care and 

education and her support 

system (family). 

III. Inner Setting   

Culture Norms and values of the 

organization 

Norms and current 

practice in the hospital. 

These may be the current 

practice that is not 
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Table 3. 1 Application of the Consolidated Framework for Implementation Research 

(CFIR) to this study 

CFIR Domain and 

Construct23 

Brief CFIR Definition23 Operational Definition 

necessarily what is 

recommended for low-risk 

pregnant women. 

Implementation climate The absorptive capacity for 

change, shared receptivity 

of involved individuals to 

an intervention and the 

extent to which use of that 

intervention will be 

rewarded, supported and 

expected within their 

organization. Includes the 

sub-constructs of 

compatibility and relative 

priority. 

The extent to which there 

is support for the lounge, 

delayed admission and 

improving support of 

pregnant women during 

the latent phase of labor. 

The tangible fit between 

meaning and values 

attached to the lounge by 

involved individuals’ own 

norms, values and 

perceived risks and needs 

and how the intervention 

fits with existing 

workflow of triage. 

Individuals’ shared 

perception of the 

importance of the lounge 

within the organization. 

IV. Characteristics of individuals  

Knowledge and beliefs 

about the intervention 

Individuals’ attitudes 

towards the intervention 

and their familiarity with 

facts, truths and principles 

related to the intervention. 

Individual attitudes 

towards the lounge and 

their familiarity 

with/knowledge of the 

different stations that 

comprise the lounge. 

Self-efficacy Individual belief in their 

own capabilities to achieve 

the implementation goals. 

Participants’ beliefs in 

themselves to teach 

lounge users how to use 

the different aspects of the 
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Table 3. 1 Application of the Consolidated Framework for Implementation Research 

(CFIR) to this study 

CFIR Domain and 

Construct23 

Brief CFIR Definition23 Operational Definition 

lounge. 

 

Trustworthiness 

Guba and Lincoln’s (1985) criteria were used to address rigor in this qualitative 

study. These criteria are truth-value, applicability, consistency, and neutrality of the data 

and analysis.43 To address truth value, member checks occurred to ensure the barriers and 

facilitators to implementing the ELL were accurately reflected in the analysis.28 

Applicability was determined through thick descriptions. Every effort was made for 

transparency through a peer review process to support consistency and neutrality.44 RB 

established and maintained an audit trail with DW frequently reviewing and confirming. 

Data matrices were shared, reviewed and discussed by the main researchers (RB and 

DW). Members of the research team also reviewed the matrices and provided input. 

3.3  Results 

3.3.1  Sample characteristics  

Twenty-five staff members participated in the interviews. During recruitment, 28 

staff were approached; only 3 declined to be interviewed representing an 89% 

participation rate. As summarized in Table 3.2, participants included 13 nurses, 7 

physicians, and 5 midwives. The clinical staff composition of the labor unit was 60% 

nurses, 27% physicians and 13% midwives so the sample reflects the unit composition. 

All nurses and midwives were female with a range of years working at the hospital. The 

physicians were both female and male. The participants were 96% white, which is 
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representative of the hospital staff and community.   
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Table 3.2 Characteristics of participants by role, gender, and years working at study 

hospital 

 Female 

N (%) 

Male 

N (%) 

Years at hospital 

Range 

Registered Nurse 13 (100) 0 (0) 2-22 

Certified Nurse Midwife 5 (100) 0 (0) 2-22 

Medical Doctor 4 (57) 3 (43) 1-16 

 

3.3.2  CFIR Domain: Intervention Characteristics 

 The results from applying the CFIR to the interview data are summarized in Table 

3.3, including quotes illustrating the domain and construct. The intervention 

characteristics domain reflects the evidence supporting the lounge and the design of the 

lounge itself. The intervention characteristics domain includes the constructs 1) evidence 

strength and quality and 2) design quality and packaging. All the participants 

demonstrated their beliefs in the strength of the scientific evidence supporting admission 

in active labor to prevent cesarean. The lounge was seen as a “transition area” keeping 

women out of a bed, yet still in the hospital to be checked on in case their labor had 

progressed to the active phase. The majority of the participants specifically referenced the 

change in the active labor definition and noted that cervical dilatation and change are part 

of diagnosing active labor. A few of those interviewed also mentioned they have seen a 

recent shift in the woman’s expectations of being sent home if she was not in active 

labor. This could be due to the PALA’s education packet women received from providers 

during their prenatal care.  

 The second construct in this domain was the design quality and packaging. The 

majority of participants stated at least one positive aspect of the lounge. The lounge room 

closest to the triage area with the most activities was frequently described. These 
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activities of the lounge were mentioned as “tools” for helping women cope with labor. 

Several participants mentioned the yoga mats, exercise balls and the hot packs. Other 

tools that were discussed which were outside of the main lounge room were the shower, 

and kitchen, which was stocked with snacks and drinks.  

 Several participants made suggestions for improvements including more soothing 

lighting and access to the meditation CDs. Several participants felt the lounge was 

underutilized and other comments reflected a tension between sending someone to the 

lounge versus sending them home. One midwife said, “If I talk to the woman on the 

phone and if it doesn’t sound like they’re really actively laboring, I highly discourage 

them from coming in because their better labor lounge is at home.” 

3.3.3  CFIR Domain: Outer Setting 

 Only one construct in the outer setting domain was reflected in the interviews, 

patient needs and resources. Resources included the pregnant woman’s support system 

and whether the woman sought prenatal classes or not. All the participants mentioned 

patient education about the labor process. Others acknowledged that how a woman coped 

with her pain and anxiety during the early phase of labor was important. Also mentioned 

was the difference between the labor processes of a first time (nulliparous) versus not-

first time (multiparous) pregnant woman. Because multiparous women can have a much 

faster labor process, the lounge was seen as an option in case the latent phase quickly 

changed to active labor. For first time mothers, the lounge was viewed as a “safe” option 

to calm anxiety in the hospital without the risks associated with being admitted. These 

risks included exposure to potentially unnecessary medical interventions. That were 

mentioned by several respondents in relation to cesarean section 

Only a few participants mentioned therapeutic rest. Therapeutic rest is providing 
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the woman with a narcotic to help her sleep through latent labor discomfort. Home-based 

therapeutic rest was also offered with a safe over-the-counter alternative such as Tylenol 

PM or Benadryl. Some participants mentioned the woman’s family members and how 

their perspective on the labor process affected the care they provided in triage. Patient 

satisfaction and the need to make women feel their needs were being attended to in a 

“customer friendly” way was part of the decision-making process for admission in 3 of 

the physician interviews, 4 of the nurse interviews and one midwife interview. “We want 

our patients to be happy,” one physician remarked. 

3.3.4  CFIR Domain: Inner Setting 

 The Inner Setting domain includes the constructs 1) culture and 2) 

implementation climate. Considered part of the culture was the concern for fetal safety 

was discussed by the majority of participants. Specifically, they mentioned the use of 

electronic fetal monitoring and having a fetal tracing that indicated fetal well-being. This 

was part of the protocol and the criteria for eligibility to use the lounge because stable 

vital signs and a reactive fetal monitoring strip are indications of both maternal and fetal 

safety. The culture of use and overuse of fetal monitoring was mentioned as well as the 

practice of wanting to keep women in a bed, “So I think there’s a lot of great ideas behind 

the lounge, but unfortunately I still feel like we’ve medicalized birth so much, and I 

blame us, being nurses, doctors… you know, there’s still so many nurses who would love 

to just slap a patient on a monitor and have her in a room, and the providers are guilty, 

too, but I still feel like, if we somehow could get away from that…”. Having the lounge 

available for a woman who had a fetal monitoring strip that was not “perfect” was also 

mentioned as a facilitator of lounge use.  

Because the ELL activities promoted labor progression, some of those 
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interviewed noted the positive influences on the shifting the culture of care. One 

physician described the positive effect it had on a patient who had not progressed in a 

triage bed but was then sent to the lounge. Just less than half of the participants viewed 

the lounge as a transition area for women who may or may not be in labor. The influence 

of the triage nurse was mentioned in all the provider interviews. Providers clearly viewed 

the lounge as a nursing intervention. One physician noted: “Well, I've sent patients 

walking. I think that includes offering them the lounge, but I don't specifically offer it; 

the nurses offer them use of the lounge.” 

The inner setting also addresses the issues in the implementation climate. Having 

the lounge presented both an opportunity for an additional option for women in latent 

labor, yet also created a conflict of whether a woman should come to the hospital or stay 

at home. The triage nurses described their additional responsibility for knowing the 

location of the patient who might be using the ELL. Although this was not a big change 

in practice because patients could previously be sent walking off the unit; therefore, a 

triage nurse could not have always known the exact location of a patient. Previous to 

PALA, sending a patient walking just meant sending her off the unit to ambulate 

throughout the hospital. The main lounge room and the other stations were new as part of 

the PALA program and required some amount of time to orient the patient and her 

support person. Nurses and midwives described time constraints including additional 

time needed to orient women and their partner to the ELL and to check on women using 

the ELL.  

3.3.5  CFIR Domain: Characteristics of Individuals 

The characteristics of individuals domain includes the constructs 1) knowledge 

and beliefs about the intervention and 2) self-efficacy. The overall perspective of each 
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participant was described as an adopter, non-adopter, or somewhere in the middle. 

Adopters were the strongest supporters of the lounge, the non-adopters were not 

supportive and had more negative perceptions, and the somewhere in the middle were 

generally positive about the concept of the lounge but unsure if it should continue. As 

illustrated in Figure 3.1, most physicians (57%) were in the middle whereas a higher 

percentage of the nurse midwives (60%) and nurses (62%) were adopters.  

 

 

As mentioned previously, the majority of physicians stated they did not see 

themselves as responsible for taking a woman into the lounge, rather it was the 

responsibility of the triage nurse or the midwives. For midwives and nurses, orienting a 

woman to the lounge was dependent on how many other patients they had at the time. 

The influence of the midwives was discussed by a few of the nurse participants. 

Midwives were recognized as experts in knowing how to support women during the 
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Figure 3.2 ELL adopter category by profession  
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latent phase with nonpharmacological methods. Some nurses varied in their knowledge 

and self-efficacy with the different aspects of the lounge. Specific areas where some 

nurses were not as confident in the tools of the lounge were with the use of acupressure 

and the rebozos 

 

Table 3.3 Data reflecting barriers and facilitators to ELL use by CFIR domains 

CFIR Domain  

Topic 

Barrier/ 

Facilitator 

Evidence 

I. Intervention 

Characteristics 

  

Evidence Strength & 

Quality 

 

Operational definition: 

The participants’ 

support of the revised 

ACOG definitions for 

active labor and 

support for delaying 

admission. Also 

includes comments on 

how the lounge 

supports this. 

Facilitator “I think it's a big benefit to the labor lounge to 

keep them out until it's real (labor). Because once 

they come in to our doors, we're not getting rid of 

them now.” RN 

 

 “We want to see women in more active labor. 

Women should expect to go home if they are only 

2-3 cm and haven’t made cervical change. I think 

if it’s in the back of their head from education 

they received in the office, they might not be 

disappointed because they’ve kind of already been 

told they could go home.” RN 

 

“It's really what we've, I think as midwives, 

always try to do anyway, try to not admit people 

early in labor.  And now, we have the support of 

the ACOG, you know, saying, well, active labor is 

six centimeters, so that helped.” Midwife 

Design Quality and 

Packaging 

Facilitator “I usually kind of just show them all the tools that 

are available in there; not necessarily how to use 

all of them because I show them all the signs, the 
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Table 3.3 Data reflecting barriers and facilitators to ELL use by CFIR domains 

CFIR Domain  

Topic 

Barrier/ 

Facilitator 

Evidence 

 

Operational definition: 

Positive comments 

about the lounge, 

activities associated 

with lounge and 

enthusiasm about the 

activities. 

posters that are there. If they have someone with 

them, I usually try and get them involved in it.  If 

they're by themselves and I'm able to, I will hang 

out with them for a little bit until they feel 

comfortable learning different things.  I think it 

really depends on the person, though for some it 

really works for them.” RN 

 

“Having it available is great, especially for 

patients that are in triage that we send off walking.  

It’s a good place for them to go.  There are some 

neat things in there.  It’s relaxing.” RN 

II. Outer Setting   

Patient needs and 

resources 

 

Operational definition: 

Statements related to 

the pregnant women, 

her prenatal care and 

education and her 

support system 

(family). 

Barrier “You know, I think probably one of the barriers is 

just a lot of patients don’t have the education.  

They don’t take prenatal classes.  So, they come 

in, and as soon as they’re in pain, and they want to 

be admitted.” Midwife 

Patient needs and 

resources 

Facilitator “I think for some patients, I think it works well. 

There's people who are a little hesitant to leave, a 

little hesitant to... for us to make a decision and it 

works for them. Mentally, it gives them a sense 

that they're still in a safe environment.” RN 

III. Inner Setting   
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Table 3.3 Data reflecting barriers and facilitators to ELL use by CFIR domains 

CFIR Domain  

Topic 

Barrier/ 

Facilitator 

Evidence 

Culture 

 

Operational definition: 

Norms and current 

practice in the hospital. 

These may be the 

current practice that is 

not necessarily what is 

recommended for low-

risk pregnant women. 

Facilitator “(Electronic fetal monitoring) Tracing is definitely 

a big one for me.  If the patient is kind of teetering 

going home and I’m not overly thrilled with the 

tracing, I will say I’m not comfortable sending her 

home yet, I’d prefer her to stay.  You know, even 

if it’s early labor lounge or walking or whatever, 

I’m just not comfortable sending her home yet 

because of her tracing.” RN 

Culture 

 

 

Facilitator “The lounge is much better for her then admitting 

her because interfering in the latent labor process 

at two centimeters is just going to mess things up, 

and that's going to contribute down the road to the 

increase in C-sections.  So, I'll say that to patients.  

You know, we can admit you, but we really don't 

want to interfere with this early labor process.  

This is normal.  Let me help you, let me work with 

you for a while.  And if that doesn't work, then 

we'll try some other things, but let's start with 

these things.” Midwife 

Implementation 

Climate 

 

Operational definition: 

The extent to which 

there is support for the 

lounge, delayed 

admission and 

improving support of 

Facilitator “I've seen a few nurses do it, of nurses 

independently without my asking them to take a 

patient in there.  It's not something that people are 

self-initiating a lot a great deal.  So, it's… there's a 

group of nurses who are very, like, just super-

super-supportive, doula-like, midwife-like, love 

working with women in labor, love natural 

childbirth, and they will go out of their way over 

and above all the time with women.  And those are 

the people that are taking those women in and 

doing that hands-on teaching.” Midwife 
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Table 3.3 Data reflecting barriers and facilitators to ELL use by CFIR domains 

CFIR Domain  

Topic 

Barrier/ 

Facilitator 

Evidence 

pregnant women during 

the latent phase of 

labor. The tangible fit 

between meaning and 

values attached to the 

lounge by involved 

individuals’ own 

norms, values and 

perceived risks and 

needs and how the 

intervention fits with 

existing workflow of 

triage. Individuals’ 

shared perception of 

the importance of the 

lounge within the 

organization. 

 

“A lot of times the triage nurses take the patients 

in and show them around.  So, if I happen to be 

not very busy, I might go in and check on them 

and offer different recommendations. But usually I 

let the nurses kind of give them the first 

overview.” Midwife 

Implementation 

Climate 

Neither “Generally, I try and keep them home as long as 

possible.  If I talk to them on the phone and it 

doesn’t sound like they’re really actively laboring, 

I highly discourage them from coming in because 

their better labor lounge is at home than here.” 

Midwife 

Implementation 

Climate 

Barrier “I think the lounge is a great idea.  I don't know 

how much it's implemented because I'm not 

always in with the nurses.  Like, if someone's 

early labor, you know, and I tell them, I tell them 

in the pre-natal visits and here, we have an early 

labor lounge if you want to go and walk in it but it 

totally appears to be under-utilized.  I'm not sure 

I've ever seen anybody in there. I think the key 

people would be the triage nurses too.  And, again, 

I'm not always in there at the same time as them 

counseling so I don't know if they're implementing 
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Table 3.3 Data reflecting barriers and facilitators to ELL use by CFIR domains 

CFIR Domain  

Topic 

Barrier/ 

Facilitator 

Evidence 

or offering it all the time.” Physician 

Implementation 

Climate 

Barrier “So, if you're admitted into triage, your triage 

nurse has had to admit you and claim 

responsibility for you, and so you're not 

discharged to go to the early labor lounge.  You're 

still that nurse's patient.  So that's sort of the 

(problem). The little gray line. You're still 

responsible for somebody who may or may not 

even... I mean, she could be outside walking.  You 

know what I mean?  So that's probably something 

that could be tweaked a little bit better.   

I: Do you feel more comfortable sending someone 

walking versus sending someone into the lounge? 

R: No, because it's the same thing, you know?  

But the walking usually has a start and an end. 

We'll usually say, I want you to walk and come 

back in an hour. You know what I mean? So, you 

sort of document, you know, recheck in an hour or 

something like that.” RN 

Implementation 

Climate 

Barrier “I really think it's provider-to-provider -- I hate to 

say that -- there's no general practice done by all 

the providers.  I know active labor now has been 

changed to six centimeters, and that is, supposedly 

when we should be admitting people.  But, you 

know, you get some people that are admitted 2-3 

centimeters, honestly.  I can't think... it's hard and 

fast situation.” RN 

 

“I work at night, so typically, it's midwives who 

triage patients at night. It's often the midwives 

who offer the lounge.  I've had doctors offer it too, 

but it's more midwives who are covering triage at 
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Table 3.3 Data reflecting barriers and facilitators to ELL use by CFIR domains 

CFIR Domain  

Topic 

Barrier/ 

Facilitator 

Evidence 

night.” RN 

Implementation 

Climate 

Facilitator “I remember this couple, and the woman… it was 

so hard to read her but her cervix like two cm 

dilated, and then I checked her again two hours 

later.  She was two.  And the nurse is telling me 

she’s in so much pain.  She won’t go home.  And 

the husband I just didn’t really feel was that 

helpful.  So, I said, you either need to go home or 

I have one other option.  We do have an early 

labor lounge, and luckily it was a good nurse who 

kind of took her in there.  And I’ll never forget 

when they called me, and she was seven 

centimeters dilated and getting an epidural.  I was 

like, hallelujah!  Now, who knows, maybe she was 

at that point in labor.  But I remember thinking to 

myself, this is a win because this is a lady who, I 

just had the feeling, if we just kept her laying in 

the bed in fetal position, her cervix would still be 

2 centimeters.” Physician 

Implementation 

Climate 

Barrier “It's something that if the nurse brings it up, I'll 

say, oh yeah, that's fine.  But it's not something I 

have actively -- steered my patients towards.  I 

guess it's just not at the forefront of what I think 

about.” Physician 

IV. Characteristics of 

Individuals 

  

Knowledge and beliefs 

about the intervention 

 

Operational definition: 

Individual attitudes 

Barrier I:  Have you sent them to the shower here? 

R:  No, do they have showers? Can they use the 

triage showers? 

I:  There’s not a triage shower, there’s another 

shower that’s part of the lounge. 
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Table 3.3 Data reflecting barriers and facilitators to ELL use by CFIR domains 

CFIR Domain  

Topic 

Barrier/ 

Facilitator 

Evidence 

towards the lounge and 

their familiarity 

with/knowledge of the 

different stations that 

comprise the lounge. 

R:  No, I have not.  I don’t even know about it. 

RN 

Self-efficacy 

 

Operational definition: 

Participants’ beliefs in 

themselves to teach 

lounge users how to 

use the different 

aspects of the lounge. 

Facilitator “It's a lot more time... my time and my energy to 

go in and do that and spend the time with her and 

show her the things... walking feels better, going 

in the shower feels better... you know, the shower 

is part of our early labor lounge... getting the hot 

packs, you know, sitting on one of the yoga balls.  

And then distracting her, like, with the big TV or 

something or some music or relaxation.” Midwife 

Self-efficacy Barrier I: Have you shown them how to use the rebozos?   

R: That is the one part I'm not as comfortable 

with.  I usually find people don't... I've watched 

the midwives do it, but I -- to explain it myself, I 

don't know that I would have an easy time 

explaining it.” RN 

 

3.4  Discussion  

This study occurred during an evolving time in the history of obstetrics and 

intrapartum care. In March 2014 ACOG released its consensus report “Safe Prevention of 

the Primary Cesarean Delivery.”65 This was groundbreaking because it offered a new 

definition of active labor of 6 cm cervical dilatation for nulliparous women, including the 

timing of admission to occur in active labor. This recommendation was linked to studies 

indicating that earlier admission before active labor contributed to increased incidence of 
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cesarean births.7,9,52 More recent research further supports active labor admission,11 

indicating this should be the standard of care for low-risk women. How to operationalize 

this was not outlined in the report, leaving hospital administrators, clinicians and women 

challenged with determining how to implement these recommendations.  

This study supports that clinicians know about these new evidence-based 

recommendations and the changes in definitions of active labor and their implications. 

This study also provides information on some of the context to care variation in obstetrics 

because although all the participants were able to articulate the new evidence, the 

challenge mentioned in the interviews was the variation in practice of different providers 

and nurses. Different aspects of variation in obstetrics have been previously studied, most 

recently the cesarean birth rate and the variation that can occur in the same city between 

hospitals serving the same population.2,58 An association between certain management 

practices and higher cesarean rates have also been identified.71 Kennedy and colleagues 

(2016) studied vaginal birth in a teaching hospital setting and  found the need for 

increasing and strengthening a woman’s preparation for early labor and childbirth 

education.46 Although the importance of a woman’s preparation for labor cannot be 

underestimated, as was discussed in this study, the environment and culture of the 

hospital is more predictive of how she will be treated.72  

For this study, there was overall agreement and support for implementation of the 

lounge, but it was not offered consistently to all women who were eligible to use it. 

Although there was clear support from the midwives and most of the nurses, most 

physicians did not view orienting patients to the lounge as part of their job. Engaging the 

physicians more in the activities associated with the lounge could improve the overall 
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implementation and use. These non-pharmacological approaches are mentioned in an 

ACOG statement on limiting medical intervention; increasing this in practice could 

further support use of the lounge.73 Understanding the effect on clinical outcomes and 

lounge use could also improve overall implementation. 

As far as implementation of the program and the readiness of staff to use the 

lounge, there was need for reinforcement of the available lounge activities and how to use 

them. The self-efficacy of the nurses to demonstrate and use all aspects of the lounge was 

variable. There was clear strength from the presence of midwives in their knowledge and 

comfort with the lounge activities; however, this was not shared amongst all the nurses 

and physicians. In order for there to be better implementation, it would be beneficial if all 

clinical staff were able to orient women to the lounge activities and demonstrate how to 

use all the tools. However, the presence of midwives clearly played a role in the 

implementation of the lounge. Midwives were recognized by participants as a knowledge 

resource for the lounge. This is an important aspect as there is growing research that the 

presence of midwives in hospitals decreases the rate of cesarean.74 

This study has several limitations that must be acknowledged. Since it took place 

in one hospital and focused only on the staff perspective, findings are not generalizable to 

all maternity care settings or samples. The staff and population were mostly white and the 

use of this kind of intervention in a more diverse environment may yield different results. 

Based on the summary of interviews there was repeated mention of the value of the 

midwives in supporting the use of nonpharmacologic methods for comfort during latent 

labor. Future studies should consider other settings, including hospitals that do have 

midwives.  



 52 

Other limitations related to the role of the PI who was involved with the 

implementation team and conducted the interviews.  This may have led to social 

desirability biased responses during interviews since respondents may have answered 

questions in a way that was expected.  During the interviews, the PI had to make sure not 

to elaborate on a respondent’s answers in a predictable way. An audit trail was used and 

reviewed by DW to reduce this concern.  

A major limitation of this study is the focus only on the nurses, midwives and 

physicians, although the women’s perspectives were consistently referenced.  Studies 

must explore the woman’s perspective on managing latent labor at home and in an ELL 

setting. 

3.5  Conclusion 

 Promoting admission in active labor is a significant shift in labor care practice and 

requires innovation in how hospitals and clinicians support women during the latent 

phase. There was confirmation in knowledge amongst the participants about the change 

in the definition of active labor. An ELL is an appropriate safe option to translate the 

evidence on latent labor support and delayed admission because help is available in the 

hospital should an emergency arise. The question remaining was if an ELL is an 

acceptable intervention for women, partners, and clinical staff. For women who may live 

far from the hospital or are not comfortable returning home, the ELL is a good option. 

For clinicians unsure if they should admit, the ELL provides an alternative. It is important 

to identify women most likely to accept and benefit from using the lounge. Nulliparous 

pregnant women with Term, Singleton, Vertex (NTSV) fetuses may be a particular group 

to target.  

Using the CFIR identified that the implementation of an ELL was complex and 
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there are several barriers and facilitators to operationalize an ELL. The CFIR should be 

considered in designing future implementation research in obstetrics. The use of it in this 

context could allow for comparison between hospitals when studying barriers and 

facilitators to implementation of the evidence. Other hospitals have started creating 

lounge-like areas in part because of this hospital’s participation in the ACNM national 

collaborative. Future implementation studies could compare barriers and facilitators if 

CFIR is used for analysis.
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Chapter 4: Promoting admission in active labor with an early labor lounge: A survey of 

low-risk women
1
 

4.1  Background 

A preponderance of evidence supports admission in active or spontaneous labor to 

decrease the risk for medical interventions and cesarean birth in low-risk pregnant 

women.7,9,11,14,65 Nationally, the low-risk population of interest for cesarean reduction are women 

with nulliparous, term, singleton vertex fetuses, commonly referred to as NTSV. Reducing the 

cesarean rate in this population is an endorsed National Quality Forum perinatal measure.75  

Research supported a change in the definition of active labor from 4 cm cervical dilation 

to 6 cm cervical dilation.76,77 As part of the revised definition, uterine contractions should be 

strong enough to cause cervical change;4 therefore, women should be admitted with advanced 

dilation and painful regular contractions. With this new definition of active labor, it is important 

to utilize nonpharmacologic comfort measures to promote admission when labor is active.73,78 

Integrating this into hospital practice can be challenging. Previous studies on admission in active 

labor researched admission with cervical dilatations between 2-3 cm.79,80 There are no studies to 

date that have examined the relationship of both the revised definitions of active and latent labor 

with the comfort care components for delayed admission. 

To address integrating comfort measures in a structured way to promote admission in 

active labor, Paul et al. (2017) designed an in-hospital Early Labor Lounge (ELL). The ELL 

provides a structured space where women take part in evidence-based activities designed to 

promote labor progression and comfort during the latent phase. The ELL is part of a larger 

initiative to promote active labor admission. This paper is the first evaluation of the ELL and 

                                                           
1 Breman, R., Paul, J., Patterson, P., LeClair, M., Dever, K., Johangten, J. In preparation for submission. 
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reports the results of a survey of pregnant women who met the low-risk definition (e.g., NTSV) 

upon admission. The objective of this survey was to evaluate information low-risk women 

received during their prenatal period about latent labor, including their knowledge of the ELL 

and use of the ELL. This was administered as part of a larger implementation study of this early 

labor management program. 

The study hospital is a community hospital in the northeast that has approximately 3,500 

births annually. During prenatal visits pregnant women receive information about the latent 

phase of labor and activities to promote comfort during pregnancy and labor. Several private 

practices provide prenatal care, and midwives are present at each office.  

When a woman comes to the hospital in labor, the triage process is a critical point of 

assessment and decision-making. A nurse and either a physician or midwife assesses the women 

who presents in the triage area of the birthing unit. Women identified as low-risk and in possible 

latent labor should be given the option to use the ELL, accompanied by a support person, or to 

return home. The ELL is organized around activities to promote labor and includes a shower, an 

area for yoga, meditation, and acupressure, and a kitchen stocked with light snacks and 

beverages. The ELL promotes maternal ambulation with an indoor circuit of approximately 

2,000 steps; women may also choose to walk outside or around the hospital. In general, women 

spend about 2 hours in the ELL and then return to triage to be reassessed. Women in active labor 

are admitted; women who are not in labor or are in early latent labor may choose to continue to 

use the ELL, walk, or return home.  

4.2  Methods  

A convenience sample of 67 postpartum women completed the survey. An initial 

screening identified women meeting the NTSV criteria. A midwife on the study unit recruited 

women who had the ability to read English. Of the 253 low-risk postpartum women that received 
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care during the data collection period, 70 women were approached to take the survey. All 70 

women agreed, although three were unable to take the survey due time constraints.  Surveys 

were administered via an electronic table on the postpartum unit at a suitable time after delivery 

and before discharge. Taking the survey was considered implied consent.  Participants could skip 

questions, and certain questions, such as complications during pregnancy, allowed multiple 

answers. No patient identifying information was collected. The hospital institutional review 

board approved the study. 

4.2.1  Survey 

The survey was designed for this study and included items reflecting demographic 

characteristics, care in the prenatal period, the pregnancy characteristics, the hospital admission 

experience, whether the ELL was used, and mode of delivery. As most of the education women 

receive about birth occurs during the prenatal period, the survey asked for the identity of the 

prenatal provider, which was coded to remove any identifying information. There were also 

questions about information and education received during prenatal visits on latent labor and the 

ELL. There was no use of chart data for confirmation of answers to clinical questions. Items 

related to the prenatal period used Likert scales related to frequency; responses were 

dichotomized into discussed/not discussed for the analysis. The 10-item Birth Satisfaction Scale 

Revised© (BSS-R) 81,82 was used to assess perception of the birth experience. The tool has been 

validated for use in US women with Cronbach’s alphas ranging from .74 to .89.82 Scores using 

the BSS-R can range from 0-40, with 40 indicating the highest birth satisfaction.83 If women 

indicated they used the ELL, they were asked questions about their experience in the ELL. There 

was also space at the end of the survey for comments on the birth experience and 

recommendations. 

Study data were collected and managed using REDCap survey tools hosted at the study 
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hospital.84 REDCap (Research Electronic Data Capture) is a secure, web-based application 

designed to support data capture for research studies. It provides: 1) an intuitive interface for 

validated data entry; 2) audit trails for tracking data manipulation and export procedures; 3) 

automated export procedures for seamless data downloads to common statistical packages; and 

4) procedures for importing data from external sources. 

4.2.2  Analysis 

Survey data were downloaded from REDCap into SPSS version 24 for analysis. The 

BSS-R© was scored and descriptive analyses were conducted for all participants and ELL users. 

Since not all of the surveyed women were in latent labor on admission or they were not offered 

the use of the ELL, comparisons and testing of differences between ELL users and nonusers was 

not done. Chi square was used to test the association between provider type and prenatal 

discussion questions about labor and the ELL. 

4.3  Results 

 Table 4.1 summarizes the characteristics of the whole sample and the subset of the ELL 

users. The majority (81%) of the participants were between the ages of 25 and 35 with a mean 

age of 30.4 years. The population was primarily white, which is representative of the population 

the hospital serves.  

4.3.1  Prenatal Care  

 For all respondents, 29.7% of the women received their prenatal care from midwives; 

however, 46% of ELL users received prenatal care from midwives. The majority of women 

discussed planning for a spontaneous onset of labor (N=45, 67.2%). There was a higher 

percentage in the ELL user group that discussed having a vaginal birth (89.7% versus 85.1%) 

and the signs of active labor (93.1% versus 83.6%). In the ELL user group, 92.6% discussed the 

ELL in their prenatal visits and 72.4% attended prenatal classes. Six women in the whole sample 
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indicated they had a “complicated” pregnancy,” and these were primarily diabetes (N=2) or 

hypertension (N=2). “Other” was also included for 2 of these respondents; one had a recent car 

accident and the second stated she was advanced maternal age and had used in-vitro fertilization 

to get pregnant. 

 To better understand differences in what women were told about labor and the ELL 

during the prenatal period, responses to the prenatal discussion items were compared by type of 

provider (physician or midwife) (Table 4.2).  For all 5 items, women receiving prenatal care 

from midwives had higher proportion of discussions as compared to physicians.  Of particular 

relevance to this study, the largest proportion difference was for discussing the ELL. Only 18.2% 

of women who had physician providers reported hearing about the ELL as compared to 70.6% of 

midwife providers (x2=15.2, p<.001). Significantly higher proportions of women cared for by 

midwives reported discussing having a vaginal birth (94.7% vs 71.1%; x2=4.3, p=.004) and the 

signs of early labor (100% vs 80%; x2=4.4, p=.04).  

4.3.2  Perinatal Care Process  

 Of the 67 women surveyed, 29 (43.9%) used the ELL. The self-reported median cervical 

dilation at admission was 4 cm and the median pain score (0-10 scale) was 4.25 in the whole 

group and 4.9 in the ELL user group. Of those surveyed approximately 28% were induced and 

the cesarean rate was 21.2%. For all respondents, indications for cesarean included labor taking 

too long (N=2, 14.3%), the baby’s position (N=4, 28.6%), fetal distress (N=4, 28.6%), baby too 

big (N=4, 28.6%), a maternal health condition requiring a cesarean (N=1, 7.1) and the baby 

having trouble fitting through (N=1, 7.1%). The woman who had a cesarean for her health 

condition was diabetic, but she did not indicate the baby was “too big.” Her comment for 

improvement stated “the triage nurse tried excessively to talk us out of a cesarean birth, even 

stating we would receive a large bill. Other than the unpleasant experience with her the entire 
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team we have had has been excellent!” 

ELL users had a 7.1% cesarean rate. Of the 2 women who had a cesarean and used the 

ELL, neither had one for dystocia or fetal distress related indications. The indications were fetal 

position (N=1) and possible cephalic pelvic disproportion (N=1). No respondent indicated a 

complicated pregnancy that necessitated a cesarean section, such as placenta previa. 

4.3.3  Birth Satisfaction 

 The 10-item BSS-R© (α = .68 for this study) showed similar means for the entire sample 

and the ELL user subset (~28)   was scored from 0 to 40, with 0 indicating no satisfaction and 40 

indicating the highest satisfaction. The BSS-R© scores for the whole group had a wider range; 

15–39 versus 22–35 in the ELL user sub group.  

When asked if there was anything that could be done to improve the birth experience at 

the hospital the overwhelming majority said “no.” One woman who used the ELL and was 

admitted at 2 cm cervical dilation wrote, “Everyone was very kind and respectful of my choices. 

I would not hesitate to have any future births here--no question.” The woman with the lowest 

BSS score (15) was unhappy with the process of care and the length of her labor. She was 

admitted with a cervical dilation of 1 cm, did not use the ELL, and had a cesarean birth. 

4.3.4  ELL Use 

For the 29 women who used the ELL, 60% used it for 2 hours or less. Part of the triage 

nurse’s responsibility is to orient women and their support person to the different aspects of the 

ELL; there was 100% agreement that the ELL was explained to those who used it. Of those who 

used the ELL, 96.2% said they would recommend it, and 96.4% indicated the ELL helped their 

partner support them. 

Figure 4.1 illustrates the ELL activities that were used by survey participants. The 

activities most frequently used were walking (55%), the kitchen (69%), and the yoga station 
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(55%). The kitchen and acupressure received 100% recommendation for being “helpful” with 

latent labor support. Few participants answered the open-ended questions but responses were 

received about recommendations for improvement. Users recommended decreasing noise in the 

ELL and providing better “mood” lighting. One participant noted she was unaware of the 

different parts of the ELL, including the meditation and acupressure area, but qualified her 

response by stating she did not attend childbirth classes, where the ELL might have been 

described.  

4.4  Discussion 

Study findings support that ELL users were satisfied with their care and there were no 

concerns for themselves or their baby’s safety. ELL users had more vaginal births, even though 

they were not necessarily admitted with a higher cervical dilatation and were possibly in latent 

labor. It is possible the ELL facilitates the use of nonpharmacological methods or that women 

who used it were more inclined to use nonpharmacological methods. The use of these comfort 

measures is part of AWHONN’s position statement on continuous support for women during 

labor.50 The ELL is one intervention to bundle these activities to have them at the ready for 

women in latent and active labor.  

Providing information about the ELL during the prenatal period is important for 

improved implementation. Almost all the users had heard about the ELL from their prenatal 

provider; almost half of the users received their prenatal care from a midwife where the ELL was 

more likely to be discussed. This could have been because these women were very low-risk, but 

there were no conditions reported by any of the respondents that were outside the scope of 

midwifery care.85 The respondents who received their prenatal care from midwives discussed 

signs of early labor, the ELL, and vaginal birth. This is part of the midwifery philosophy of care 

and the support for vaginal birth, but it is also part of the ACOG position statement supporting 
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nonpharmacological methods as well.73 Overall the women who were surveyed had a high-level 

birth satisfaction. This speaks to the culture of the unit. 

The main limitation of this study is that we did not ascertain whether women who did not 

use the ELL were not offered access because they did not meet the safety criteria for use. Results 

from the interviews that were part of a broader implementation, indicate there is variation in staff 

knowledge and endorsement with regard to ELL use. It could have been that those who did not 

use the ELL were not offered the option because the triage nurse did not have time to orient the 

woman and her support person. Or perhaps the non-stress test results did not indicate a Category 

I fetal heart tracing, a criteria for use. Future studies should collect data to indicate why or why 

not the ELL was offered for comparable groups for a better understanding of decision-making 

during triage. 

Another limitation is this study was a convenience sample and may not be representative 

of the low-risk population in this hospital, nor ELL users. This hospital serves a predominantly 

white population and the findings may not be applicable to hospitals serving a more diverse 

patient population. That said, the low-risk primary cesarean rate in the hospital is 30%, which is 

higher than the Healthy People 2020 recommended rate of 23.9%.33 The cesarean rate for those 

surveyed was 21% overall, but was 7.1% for ELL users.  

The survey did not include questions about birth outcomes of the neonate, and whether or 

not the newborn went to either the special care nursery or the neonatal intensive care unit 

(NICU). However, no woman commented that her newborn had a complication during the birth. 

The survey administrators noted all newborns were with their mothers during the administration 

of the survey and the survey was not brought to either the special care nursery or the NICU.  

4.5  Conclusion 

 Integrating ELL activities into intrapartum nursing care if it is not part of it already 
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should be considered by hospitals. An ELL is a unique opportunity to promote 

nonpharmacological methods for latent labor support as part of an interdisciplinary effort to 

promote admission in active labor. Providing education during prenatal visits on latent labor and 

the ELL facilitated use in this study and should also be considered for implementation. For 

hospitals considering adding an early labor area to promote active labor admission, space 

constraints and other considerations may limit the activities that can be offered. However, the 

majority of activities required little financial investment. The stocked kitchen and acupressure 

received positive reviews from all participants. Most units have a food storage area, and 

information on acupressure can be provided in a triage or labor room. An ELL is one approach to 

promote evidence-based nonpharmacological comforts measures in latent labor, which could 

decrease medical interventions including cesarean. 
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Table 4.1 Demographic characteristics of the sample 

 Survey 

Sample 

N=67 

ELL User 

 

N=29 

Mean age (SD) 30.4 

(4.4) 

29.4 (4.0) 

   

 N (%) N (%) 

Racea   

  White 60 (89.6) 29 (96.6) 

  Non-white 7 (10.4) 1 (3.4) 

Prenatal care provider   

  Physician 45 (70.3) 15 (53.6) 

  Midwife 19 (29.7) 13 (46.4) 

Prenatal questions   

  Discussed planning for labor to start on its 

own or spontaneously? 

45 (67.2) 24 (82.8) 

  Discussed having a vaginal birth? 53 (79.1) 26 (89.7) 

  Discussed the signs of early labor? 57 (85.1) 25 (86.2) 

  Discussed the signs of active labor? 56 (83.6) 27 (93.1) 

  Discussed the ELL at the hospital? 21 (79.4) 25 (92.6) 

Had a “complicated” pregnancya 6 (9.1) 1 (3.4) 

Took childbirth class 43 (64.2) 21 (72.4) 

Cervical dilation at admissionb (median) 4 4 

Pain score at admission 0-3 (median) 4.25 4.90 

Induced 19 (28.4) 8 (27.6) 

Cesarean birtha 14 (21.2) 2 (7.1) 

Reason for cesarean birth   

  Labor was taking too long 2 (14.3)  

  The baby was in the wrong position 4 (28.6) 1 (50) 

  The fetal monitor showed the baby was having 

problems 

4 (28.6)  

  My provider was worried the baby was too big 1 (7.1)  

  I had a health condition that required a 

cesarean 

1 (7.1)  

  The baby was having trouble fitting through 1 (7.1) 1 (50) 

BSS Mean Score mean (SD)  

  Range 

28.7 (4.5) 

15-39 

28.2 (3.5) 

22-35 

Note: 

a. Included hypertension (n = 3), diabetes (n = 2), other (n = 3)b Cervical dilation at 

admission had missing data (N=18)because if the woman had ruptured membranes the 

cervical exam was deferred 
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Table 4.2 Prenatal discussion of labor and birth by provider type physician and midwife  

 Physician 

N=45 

Midwife 

N=19 

  

Prenatal discussion question n % n % Χ2 (1) p 

Discussed planning for labor to 

start on its own or 

spontaneously? 

28 62.2 14 73.7 .79 .38 

Discussed having a vaginal 

birth? 

32 71.1 18 94.7 4.3 .04 

Discussed the signs of early 

labor? 

36 80.0 19 100 4.4 .04 

Discussed the signs of active 

labor? 

36 80.0 17 89.5 .84 .36 

Discussed the ELL at the 

hospital? 

8 18.2 12 70.6 15.2 >.001 
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%	that	said	the	ac vity	was	helpful	

Figure 4.1 ELL activities  

This figure shows the activities available and the percentage of participants that found 

them helpful in supporting their latent phase of labor 
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Chapter 5: Discussion, Implications and Recommendations 

5.1  Overview  

This dissertation titled “Promoting admission in active labor for childbirth: Triage 

dynamics and early labor lounge use” examined the triage process, the barriers and 

facilitators from the clinicians’ perspective on use of the early labor lounge (ELL), and 

the perspectives of low-risk postpartum on the birth process, some of whom use the ELL. 

Chapters 2, 3 and 4 are the resulting manuscripts from this study. This final chapter 

summarizes the major findings of each manuscript, the strengths and limitations, the 

implications for practice and policy, and next steps for future research. 

5.2  Summary of findings 

5.2.1  Manuscript 1/Chapter 2 

 This manuscript reports the results from 25 interviews with clinicians and 

explored clinician’s decision making at the point of triage to labor and delivery. The 

qualitative analysis revealed a triad decision-making relationship between the pregnant 

women, provider and triage nurse on decision-making. This relationship has not been 

described previously and could be a contributor to care variation that is known in 

obstetrical care.2 The category “Admission of Low-Risk Pregnant Women Depends on 

Many Factors” succinctly described the decision-making processes in triage that affected 

how clinicians decided to admit or send home low-risk pregnant women. The three 

people in triage involved in the decision are the provider, triage nurse and the pregnant 

woman. The factors influencing the decision to admit depended on a range of clinical 

factors, such as cervical dilatation and contextual factors, such as the clinicians’ birth 

philosophy. It is these factors and their affect on the triage nurse and provider that 
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determine the decision to admit. The category “Admission of Low-Risk Pregnant Women 

Depends on Many Factors” connected the four themes that emerged from the data. These 

themes are: 1) the woman’s expectation about birth, 2) the woman’s coping with labor, 3) 

the variation in care management, and 4) concern for maternal and fetal safety. Themes 1 

and 2, related to the pregnant woman exclusively, related to her expectations about the 

birth process and her ability to cope in the moment. The clinicians had the same themes 

related to perspectives of the professional practice of the clinicians (Themes 3 and 4). 

However, the factors affected each person differently. A triage nurse and provider could 

have different points of view on a factor such as the interpretation of the fetal monitoring 

strip and this would cause a variation in care. In conclusion, the decision-making 

processes in obstetrical triage are complex and are affected by many factors that are not 

static. This triad should be considered when developing shared-decision making tools for 

use with low risk pregnant women. A major limitation of this study is that low-risk 

women were not interviewed, yet they are a crucial member of the triad.  

5.2.2  Manuscript 2/Chapter 3 

 This manuscript has the results from 25 interviews with clinicians and reports the 

barriers and facilitators to use of the ELL using the Consolidated Framework for 

Implementation Research (CFIR). The majority of the themes fit best into the following 

four CFIR domains: Intervention Characteristics, Outer Setting, Inner Setting and the 

Characteristics of the Individuals. Table 5.1 illustrates the domains and corresponding 

constructs and whether the construct emerged as barriers, facilitators or both. 
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Table 5.1 CFIR Domains and Constructs from analysis of ELL use 

Domain Construct Barriers 

described 

Facilitators 

described 

I. Intervention 

Characteristics 

Evidence strength and quality 

Design quality and packaging 

No 

No 

Yes 

Yes 

II. Outer Setting  Patient needs and resources Yes Yes 

III. Inner Setting Culture 

Implementation Climate 

No 

Yes 

Yes 

Yes 

IV. Characteristics of Knowledge and beliefs 

Self-efficacy 

Yes 

Yes 

Yes 

Yes 

 

For the domain intervention characteristics, what emerged from the data was 

clinicians were aware and trusted the new evidence-based recommendations on 

admission in active labor. Also in this domain was the design and packaging of the ELL. 

The majority of the participants referred to the tools in the ELL positively describing the 

yoga mats, balls, meditation area, the shower and the kitchen.  

For the outer setting domain, both facilitators and barriers were identified related 

to the pregnant woman. Clinicians noted that they are influenced by women’s preference 

and some prefer to be admitted, while others used the ELL and felt it was a safe 

environment. For the inner setting the constructs of culture and the implementation 

environment were identified as barriers and facilitators. The interviews revealed that the 

culture of the hospital supported the ELL and its activities. This is possibly because it 

was not a huge shift in the culture to have nonpharmacological methods on the unit. Prior 

to opening the lounge, women were sent walking in latent labor and there were yoga balls 

available for women in active labor. The ELL provided more structured activities and a 

room with these activities as well as other stations in other parts of the maternity units 

that women could walk too. For the implementation climate there were some barriers 

with all members of the interdisciplinary integrating the ELL into triage and the conflict 
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with wanting to send women home in latent labor versus to the ELL. A facilitator in the 

implementation climate was viewed the ELL as an option for when women or clinicians 

were unsure whether to send a woman home or admit her.  

In the final domain, Characteristics of Individuals, the majority of the participants 

were identified as adopters. There were some barriers as evidenced by the lack of 

knowledge of all aspects of the lounge (e.g. what activities are available) and use of 

certain activities (e.g. rebozo). However, most participants had positive views on the ELL 

even if they felt it was underutilized.  The main limitation in the design of the study was 

that women who used the ELL were not interviewed. 

5.2.3  Manuscript 3/Chapter 4 

 The final manuscript provided additional support for the use of the ELL and 

overall birth satisfaction for both ELL and non-ELL respondents. Women who received 

their prenatal care from midwives discussed more frequently the use of the ELL and the 

signs of active labor. The largest proportion difference between midwives and physicians 

was for discussing the ELL; of the women who had physician providers, 18.2% heard 

about the ELL compared to 70.6% of women who received their prenatal care from a 

midwife (χ2=15.2, p<.001). Women who used the ELL were satisfied with their care and 

did not state concerns for their safety or the safety of their baby. On average women used 

the ELL for 2 hours; 96.2% would recommend it and 96.4% stated that they felt it help 

their partner support them during latent labor. Aspects that lounge respondents felt were 

most helpful were the kitchen and the use of acupressure. Both of these areas could be 

integrated into triage care in virtually any hospital, along with structured walking circuits. 

5.2.4  Additional Findings and Implications for Implementation 

 There were parts of this study not reported in the manuscripts that are important 
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for implementation. Data were abstracted from 455 charts of nulliparous women with a 

term singleton vertex fetus. Prior to the data abstraction it was estimated that 10% of 

these charts would be excluded from the analysis because they were scheduled 

admissions (either cesarean or induction). Upon reviewing the charts approximately 32% 

were excluded because the reason for admission was induction. These women admitted 

for induction experienced longer labors (29 hours versus 14 hours) and cesarean birth 

(40% versus 17%) when compared to the other NTSV population. These data were 

presented to the hospital and resulted in a change of focus from lounge use to improving 

induction procedures.  

 After the qualitative interviews, it was reported anecdotally by a few clinical staff 

that ELL use increased, however, this was not measured. The increase in use has been 

observed not only for triage patients, but the use has shifted to include admitted patients 

as well. These are usually women who do not want an epidural and may need a change of 

scenery from their hospital room. In addition, improvements to lighting and other areas of 

the ELL have occurred because participants reported these needs during the interviews. 

Having an external person (RB) involved could have further facilitated implementation 

and use of the ELL.  

 The launching of EPIC affected the chart data collection and the ELL availability. 

Many hospital functions and resources were on hold during the EPIC ramp-up and 

launch. In addition, during the launch itself, the main ELL was used for staff training, and 

was not open to pregnant women. These are typical challenges in doing implementation 

research in the “real world.”  

5.3  Strengths and Limitations 

 This dissertation addressed several critical gaps in the literature. The findings 
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support that additional context could contribute to explaining why variation in practice 

occurs in intrapartum care. The triad in decision-making and number factors needed to be 

considered when admitting a low-risk pregnant woman has not been previously 

described. Previous research on active labor admission was retrospective9 or prior to the 

2014 revision of the active labor definition.7,12,79,80 The ACOG recommendations have 

direct implications for clinical care, yet there were no recommendations on how to 

implement them. The barriers and facilitators to use of an ELL were also put into context 

using CFIR and this information could be used for implementation of similar innovations 

in other hospitals. The birth satisfaction of women was also captured and information on 

their birth outcomes are in the direction of supporting vaginal births. The decision to 

admit a low-risk woman to the hospital is made in triage. Once admitted, each 

intervention leads to another intervention15 (i.e., the cascade) so triage is crucial if women 

are to have fewer interventions. Of course, this has to be done in a safe environment. The 

ELL is an innovative way to promote nonpharmacological intervention and possibly 

delay admission in an environment where women can quickly receive assistance from a 

clinician if needed.  

 This study also supports the importance of an interdisciplinary team that includes 

midwives to promote use of nonpharmacological methods. During prenatal visits, 

midwives were associated with providing more information on the ELL. Midwives were 

also referenced by nurses as being experts in all the stations in the ELL. Attanasio and 

Kozhimannil (2017)74 recently described the presence of midwives using Healthcare Cost 

Utilization Project (HCUPs) data and birth records, but this did not include an on-the unit 

view of what actually happens. 
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 In addition to the EPIC-related challenges noted above, there are several other 

limitations of this study. While women were surveyed as to their satisfaction with the 

overall birth process and the ELL (if they used it), women were not included in the 

original design of the ELL and PALA, nor were they interviewed for the study of triage 

decision-making. A second limitation was that the experiences and outcomes of women 

who used the lounge and those who did not could not be compared since a consistent 

protocol was not implemented; some women in latent labor were not offered the ELL as 

an option. Fidelity of ELL use was also a limitation. Due to time constraints and the 

launching of EPIC at the hospital, the effectiveness of ELL in reducing cesarean 

deliveries could not be done. The NTSV cesarean rate, however, has remained at 30% for 

the years 2016 and 2017. The use of the Consolidated Framework for Implementation 

Research (CFIR)23 could have been integrated into the qualitative interviews more 

deliberately at the time of interview guide development. The qualitative descriptive 

approach was appropriate for the exploratory phase because an ELL had not been 

previously studied; however, the lack of structure was a challenge for the analysis. Future 

studies should consider a deductive approach for the qualitative aspect with the CFIR 

domains integrated into the interview guide. This would allow for comparison across 

other sites.  

 Lastly, there are several concerns with generalizability. This study occurred in 

one hospital that serves a predominantly white, middle class population. The hospital had 

sufficient unused space to have the ELL, with various stations using a significant amount 

of space. Other types of hospitals and women in those hospitals, particularly rural or 

inner city hospitals may have different views on a labor lounge and space constraints.  
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The study hospital’s development of the labor lounge may also be different than how 

other hospitals might conceptualize and implement. Studying an ELL in a setting with a 

more economically and racially diverse population would further add to the 

understanding of what influences women’s and clinician’s decisions about hospital 

admission for birth. 

5.4  Conclusion  

 While clinicians may believe and support the evidence that admission in latent 

labor leads to more interventions, the decision-making process is complex and a strict 

protocol is difficult to implement. Innovative approaches, like the ELL, are needed to 

align practice with the evidence. This should ultimately decrease the variation in care. 

The importance of the presence of midwives was another finding and their support of 

nonpharmacological interventions. This study provided evidence on this finding because 

it emerged from the interviews and a higher proportion of survey respondents who used 

the lounge received their prenatal care from midwives. The role of the nurse in 

influencing decisions at admission and use of the ELL is another important contribution 

of this study. Finally, women who used the ELL had a positive birth experience and 

experience fewer cesarean births, although this was a convenient sample. Future research 

should include an analysis of birth outcomes, a cost analysis, fidelity of ELL use, a 

comparison with another hospital site, and a more in depth focus from the perspective of 

the pregnant women in triage.
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