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Abstract

Unplanned caesarean section (c-section) births are common and can have significant negative
psychological and emotional outcomes for patients who experience them. Expert labour and
delivery registered nurses (L&D RNs) are well-positioned to anticipate the need for an
unplanned c-section and to provide support to at-risk patients. This qualitative interpretive
descriptive study explored the ways in which expert L&D RNs anticipate unplanned c-sections
and support those patients they deem to be at imminent risk of requiring the procedure. A
purposive sample of 16 L&D RNs with at least five years of labour and delivery nursing
experience in Ontario participated in semi-structured telephone interviews. Conventional content
analysis was used to analyze the interview data. Findings describe the tacit knowledge
participants used to anticipate unplanned c-sections, and strong therapeutic nurse-patient
relationships they developed to individualize support. The findings will bring attention to the
tacit knowledge that expert L&D RN use in their practice and inform future research into the

effectiveness of how expert nurses’ interventions support patients at risk of unplanned c-section.



il

Acknowledgements

I would first like to thank my thesis supervisor, Dr. Christine Kurtz Landy, for her
valuable support, guidance, inspiration and motivation throughout this most challenging process.
I learned a tremendous amount from Dr. Kurtz Landy and feel very lucky to have had the
opportunity to work with her. I would also like to thank Dr. Elsabeth Jensen and Dr. Danielle
Dunwoody, the wonderful members of my thesis committee, who were so generous in sharing
their time and wisdom. Their feedback and guidance were instrumental in my research journey.

I would like to gratefully acknowledge the Lillian Meighen Wright Foundation for the
generous scholarship which helped to support this research. Thank you so much.

To the nurses who volunteered to participate in this study, and who took time out of their
incredibly busy lives to share their wild and wonderful L&D stories with me, thank you. Your
patients and the nursing profession are so very lucky to have you.

There is absolutely no way I could have finished this thesis without my family’s support.
To my husband Kevin, for making sure I had time (and quiet) to get stuff done, and to our
children — Juliet, Claire, and Benjamin (who got to spend his first year of life watching me
collect and analyze data!) — thanks for letting me keep learning.

Finally, to my parents. Thanks to my mom for her unwavering support and willingness to
do what it takes to help me succeed in every possible way. And to my dad, who was incredibly
proud when I started my Master’s degree, and who would have been more delighted than anyone

else that I have made it to the end: this is for you.



v

Table of Contents

B Y 1 N i
ACKNOWICAGOMENLS c..uuuneeeeeenneeevevireevriviseevriiissaeiriiissnnerisssnnssisssnnssissssssssssssssssssssssssssssssnssssssss iii
TADIE Of CONLENLS uuuueeeevenneevrviisreeirrssseeiriisssuesriisssasssisssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssses iv
Y A A T PP vi
CRAPLET Lauaneeneeeevviseevrriisseerriisssunnsiisssunesisssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnns 1
Statement of Problem .........ccciiiiiiiiiiiiiiiiiiiiiiiiiieiiiseesessse s ssssssesseses 1
Theoretical FrameworkK........cccccviiiiiiiiiiiiiiiiniiiiiieiniieiiesiiessiemmieemseemsemssesns 3
CRAPLEE 2ueneevvvviiievrriissevrriisssunnsiisssssssissssssssissssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnns 5
Literature ReVIEW ......ciiiiiiiiiiiiiiiiiiiiiiiiiiiiiieiissiesiisnieiisiieissiesiemsseeiemssiessmsstessessseesesssseses 5
INtrodUCtioN ..........oooiiiiiiii e 5
Search Strategy ... 5
Why This Matters: Impact of Unplanned C-section on Patients......................coocooi 6
Post-Traumatic Stress Disorder & Post-Traumatic Stress Symptoms................coccooiiiiiiiiiiiinin, 7
Postpartum Depression..............cccoooiiiiiiiiiiii 7
Duration of IMPact.............cccooiiii 9
Tacit Knowledge in NUIsing .............cccccooiiiiiiiii e 10
Mitigating Negative Emotional and Psychological Outcomes of Unplanned C-Section ......................... 12

The Nurse’s Role in Care of Unplanned C-section Patients......................cccocooi 14
Labour and Delivery RNs’ Views of Their Role....................c.ooo s 16
SUIMMATY .ccciiiiiiiiiniiiiiiiieiiiieiieiieeiesiteissstesiestesiessteiessstessessstesiesssseesesssstesssssstessesssssesessasseses 17
Research Question and Study AIMS......coccceiiiiiiiiiiiiniiiiiiiiiiiimemseme. 18
CRAPLEE 3uueereevvvviseeiriisssuiiriiissenriissssssiisssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnns 19
A7 (1 11T RPN 19
Ontology & Epistemology ............coooiuiiiiiiiiiiiiiii i 20
SAMPIE....coiii e 20
Sampling Frame.............cocooooiiiiiiii i 21
Sampling Method ... 22
SAMPIE SHZE.........ooiiiiiii e 23
ReCTUItIMENL. ..o e 23

Data ColleCtion...............oooiiiiiiiiiii e e 25
Data Management & SeCUIity............cccccooiiiiiiiiiiiiii s 27

Data ANalysis........ccooiiiiiiii e 29
Member ChecKing..............cccooiiiiiiiiiiiiiii s 31
Ethical Considerations...............ccccooiiiiiiiiiiii e 31
Vulnerable Participants ... 32
Trustworthiness of Qualitative Data................ccciiiiiiiiiiii e 33
CredibIlILY .......oooiiiiiiii et s e s 33
Transferability ... 34
Dependability ... 34
Confirmability..............ccooiiiii 35
Trustworthiness SUMMATY............ccocoiiiiiiiiiii s 35

L@ 117 1 7 L PR 37



FINAINGS «ecveiiiiiiiiiiiiiiiiiitiiiiiiiiiiitiieiissreeiessstesssssstessesssnessesssssesssssstessesssseesessassessssssnassessanes 37
Demographic Characteristics...............ccooiiiiiiiiiii e 37
TaBLe L..eooi e e 37
TREIIES ...t e e e 38
TADLE 2. e 39
Theme 1: “On the Journey Together”: Nurse-Patient Relationship......................... 40
Theme 2: Identifying Red Flags...............ccccooiiiiii s 44
Theme 3: “If it does come the time...they feel a little bit more comfortable”: Planting the Seed ........... 46
Theme 4: Tailoring Patient Preparation for Unplanned C-Sections....................ccoiiiii 48
CRAKE 1 .o e e 51
Patient Anxiety Flags Identified By PartiCipants.....................ccccocoviriiiiiiiiniiiiniiiiiieiieeenie st 51
Theme 5: Preparing Patients for an Unplanned C-section...................cococoiiiiiiiiiii s 52
Summary of FINdings.............ooooiiiii 57

CRAPLEE S.ueeneevvvvireeiriisseeiriissseesiissssnssiissssnssisssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnns 59

DISCUSSION ceoicuneiiiiiiiiiiiiiiitiiiiiieiiciittiieresissree e ssstessssstessesssessessassesesssstessessssaesesssstessssssnansessanes 59
INtrodUuCtion ...........oooiiiiiiii e s 59
How Expert L&D RNs Anticipate an Unplanned C-Sections ...................cccoooiiiiiiin s 59
Therapeutic Use of Humour in Maternity Care.................cccoooiiiiiiiiiiiiiii s 64
Planting the Seed About Unplanned C-section...................ccoooiiiiiiiiiiii s 67

Study SreNGthS ....ceiiiiiiiiiiiiiiiiii s as e e s an e e s es 71

Study Limitations .....oceieiiiiiiiiiiiiiiiiiiiiieiieiisieeisiieimmsieemsieemssiemsiesseessses 73

Implications for Practice .......ccccvviiiiiiiiiiiiiiiiiiiiniiniiiiiiieiieiiieisiessseemsemsseemse 73

Implications for EAUCation.........cocoiiiiiiiniiiiiiiiiiiiiiiiiieieseiesssneeiessiesnssiesensne 74

Implications for Future Research ......cccocceiiiiiiiiiiiiiiiiiiiiiiiiiiiieieenensniessiesne. 75

Dissemination Plamn ...ttt 76

L O01) 1 T4 11T 11 | PP 76

REfCrENCES . cuuunaeeeevireevrviiseeiriiissieiriiissieteiiisseisiisssenseissssssssssssssssissssssssssssssssssssssssssssssssssssssanns 78
D ) L L PN 90
APPERAIX Bha..neaneeervvireviriiisseviriiissuensiissssesiisssnssiissssssissssssssssssssssssssssssssssssssssssssssssssssssssssssssss 94

APPERAIX Cuueaneevvvvirevrririsseeiriisssensiissssesisissnsssissssssissssssssssssssssssssssssssssssssssssssssssssssssssssssssss 96



List of Tables

Table 1: Demographic Characteristics of Participants.............oooeviiiiiiiiiiiiii e,

Table 2: Themes and Sub-Themes

vi



Chapter 1

Statement of Problem

A hospital’s labour and delivery unit is a dynamic clinical environment, where the health
status of the labouring patient and fetus can change rapidly. An unplanned caesarean section (c-
section) is an unexpected labour outcome that can have negative emotional and psychological
impacts on the labouring patient. Unplanned c-sections, often called emergency c-sections, occur
when a patient is in labour, and a vaginal delivery becomes unsafe or is not possible (Guan et al.,
2020). An unplanned c-section may also be required for failure to progress during the first or
second stage of labour due to cephalopelvic disproportion or fetal malposition (Wehberg et al.,
2018). On a more urgent basis, an unplanned c-section may be required for fetal distress,
placental abruption, or other major intrapartum complications that put the life of the mother
and/or fetus at immediate risk (Wehberg et al., 2018). Unplanned c-sections account for nearly
17.6% of birth outcomes for low-risk primiparous patients in spontaneous labour (Canadian
Institute for Health Information [CIHI], 2022b). This Canadian data excluded unplanned c-
sections occurring in patients who are multiparous, whose labours are induced and those who
experienced antenatal complications (CIHI, 2022b). This means that unplanned c-sections
experienced by those patient populations were not counted in the CIHI (2022b) total, so the
numbers are likely higher than what was reflected in this data.

Although unplanned c-section can be life saving for mother and fetus, it is also associated
with challenges for the patient, which may impact them physically and psychologically. Potential
physical challenges associated with any c-section include difficulty mobilizing postpartum,
increased pain which may impact breastfeeding initiation, risk of hemorrhage, and nausea and

vomiting due to surgical anesthesia medications which may make holding baby challenging



(Aliem & Ramadan, 2018). Negative emotional and psychological impacts of unplanned c-
section can include disappointment (Benton et al, 2019; Yokote, 2008; Kjerulff & Brubaker,
2018;) post-traumatic stress disorder (PTSD) (Chen et al., 2020), reduced bonding with the
newborn (Zanardo et al, 2016), negative maternal feelings toward their newborn (Cranley et al,
1983), low maternal satisfaction with their birth experience (Bossano et al, 2017; Burcher et al,
2016; Cranley et al, 1983; Fries, 2010; Miron-Shatz & Konheim-Kalkstein, 2020; Padawer,
1988), regret (Burcher et al, 2016; Konheim-Kalkstein & Miron-Shatz, 2019), low scores on the
First Baby Study (FBS) Birth Satisfaction Scale which are associated with postpartum depression
symptoms (Kjerluff & Brubaker, 2018) and postpartum depression (PPD) (Moameri et al., 2019;
Yuarsyah et al., 2021).

Labour and delivery Registered Nurses (L&D RNs) are responsible for the assessment
and management of the physiological, psychological and emotional needs of patients during
childbirth, with an overall goal of facilitating a positive experience for the patient and a safe and
healthy outcome for patient and baby (Public Health Agency of Canada [PHAC], 2018). Their
consistently close proximity to the labouring patient ideally positions them to identify patients at
risk of unplanned c-sections, and to provide supportive care to mitigate the potential negative
emotional and psychological consequences of unplanned c-section (Fleissig, 1993; Fries, 2010;
James, Simpson & Knox, 2003; PHAC, 2018; Tighe & Reed Sweezy, 1990; Yokote, 2010).
Despite the identified importance of the nursing role in the birth experience of patients
experiencing unplanned c-sections, little research has been done to date to examine how RNs
identify patients at imminent risk for c-section, nor how they provide care to mitigate the

emotional/psychological sequelae of unplanned c-section.



While L&D RN are in the optimal position to support labouring patients who are
undergoing a change in health status which will lead to an unplanned c-section, their ability to
identify subtle changes and implement the appropriate nursing intervention are skills that
develop over time (Benner et al., 2009). An intuitive understanding of situations that are
embedded in the context of the labour and delivery unit is that of expert nurses (Benner et al.,
2009). Benner et al. (2009) describe expert nurses as those who know how to respond swiftly in
dynamic clinical situations but may not be able to put language to their knowledge. This concept
is also referred to as tacit knowledge (Polanyi, 1966; Tanner, 2006). Tacit knowledge involves
instantaneous pattern recognition that is difficult to explain (Tanner, 2006). Instantaneous pattern
recognition means that the nurse has seen the clinical situation unfold so many times they are
able to anticipate what is about to happen without explicitly thinking it through while providing
care. This study seeks to understand the tacit knowledge of the expert L&D RN as it relates to
their anticipation and support of patients they recognize/identify to be at risk of requiring an
unplanned c-section.

This study will provide new knowledge to inform the development and testing of nursing
interventions to improve health outcomes in patients who give birth by unplanned c-section. The
research findings can be used to educate nurses, new to nursing in labour and delivery, about
how to assess, anticipate, and effectively support patients at risk of unplanned c-section. This
nursing knowledge is crucial to effectively support positive emotional and psychological
outcomes for labouring patients (Bohren et al., 2017; Hodnett, 1996).

Theoretical Framework
According to the interpretive description tradition, qualitative research is not required to

align with any formal theories (Thorne, 2016). Thorne (2014) encourages researchers not to get



stuck on a particular theory simply because they feel they must, rather to remain open to
“nursing thought” (para 3), which allows nurse researchers the flexibility to accept variation
within patterns and the dynamic nature of clinical practice.

As this was the first research to explore and describe how L&D RNs anticipate and
prepare patients who are at risk of unplanned c-section, it was very important for the inductive
process to unfold without biasing it more than necessary with a priori theory (Thorne, 2016).
Refraining from structuring this inductive research around a specific theoretical framework was
important in limiting bias and allowing participants’ voices to shine through. Although bias is
inherent to qualitative research, and the researcher acknowledges her own bias as a labour and
delivery nurse (Thorne, 2016).

This research took a constructivist approach, aiming to give L&D RN participants a voice
by acknowledging that reality is subjective (Guba & Lincoln, 2014). The researcher sought to
understand each participants’ worldview with attention to how their personal and professional
experiences shape that view (Cleland & Durning, 2015; Guba & Lincoln, 1994). The researcher
acknowledged that her own beliefs and experiences would influence her analysis of the collected

data, so great care was taken to limit any additional bias (Cleland & Durning, 2015).



Chapter 2

Literature Review

Introduction

A review of the literature related to the care of patients who are assessed to be at
imminent risk of requiring an unplanned c-section was conducted. The literature review aimed to
first understand the relevance of this study by determining whether the emotional and
psychological impact of unplanned c-section is of clinical concern. The literature review also
sought to understand what is known about how L&D RN anticipate unplanned c-sections during
labour, and how they prepare patients who they believe to be at risk for needing an unplanned c-
section. Finally, since this inductive qualitative study sought to expose the tacit knowledge of
expert L&D RNs use when preparing patients for unplanned c-sections, the literature review
aimed to understand what is already known about tacit knowledge in nursing (McAdam et al.,
2007).

Search Strategy

Initial searches of the literature were performed on Medline, CINAHL, Embase and
PsycINFO. MeSH headings for Medline, which were translated for the other databases, included
Caesarean Section, Obstetrical Surgical Procedures, Nurse’s Role, Obstetric Nursing, Nurse-
Patient Relations, and Maternal-Child Nursing. Keywords included, but were not limited to,
intrapartum care, perinatal care, advocacy, collaboration, labour support, supportive
interventions, information support, emotional support, psychological adjustment, birth trauma,
labour progress and tacit knowledge. Searches on Google and Google Scholar were also

performed to find general information such as birth statistics. Given the minimal information



available that speaks directly to the topic under study, the literature review relied heavily on
snowball searching through reference lists and lists of related articles on search databases.
Literature from as early as 1983 demonstrating the negative impact of unplanned c-
section on some patients was found. As well, literature describing the role of the L&D RN in
caring for and supporting patients throughout the intrapartum period was found, largely focusing
on how the nursing role impacts the patient, as opposed to focusing on how the nurse perceives
or enacts their role. Lyndon & Simpson (2017) contributed two papers, based on focus groups
with L&D RNs from an Association of Women’s Health, Obstetric & Neonatal RNs
(AWHONN) conference in 2015, which explored the nurse’s role from the perspective of the
nurse. A search for literature on this topic after 2017 yielded no results. This literature review
made it clear that the topic of how nurses support patients who are at risk of undergoing an

unplanned c-section has not yet been studied.

Why This Matters: Impact of Unplanned C-section on Patients

In 2020-2021, 31% of Canadians who gave birth did so by caesarean section (c-section)
(Canadian Institute for Health Information [CIHI], 2022a). This rate has steadily climbed from
21.4% in the year 2000 (CIHI, 2022b). According to CIHI (2022b), in 2020-2021, 17.6% of low-
risk Canadian primiparous patients in spontaneous labour had their labour end in an unplanned c-
section. In Ontario in 2020-2021, this number was 17.4% (CIHI, 2022b). The rates of unplanned
c-section are likely higher, as the CIHI numbers do not account for unplanned c-sections that
occurred in patients who had their labour induced or who had any pregnancy complications prior

to labour beginning.



There is a connection between unplanned c-sections and two important clinical outcomes
that can negatively impact the patient who experiences unplanned c-section. These clinical

outcomes are post-traumatic stress disorder (PTSD) and postpartum depression (PPD).

Post-Traumatic Stress Disorder & Post-Traumatic Stress Symptoms

A significant finding from the literature review was the prevalence of posttraumatic stress
symptoms in patients who experience unplanned c-section. Chen et al. (2020) conducted a
systematic review and meta-analysis about Post-Traumatic Stress Disorder (PTSD) rates
following c-section. They included nine cross-sectional and prospective cohort studies with a
total pooled participant population of 1,134 women who gave birth by c-section. All nine
included studies used the Diagnostic and Statistical Manual of Mental Disorders (DSM) IV or
equivalent criteria for diagnosing PTSD. Chen et al. (2020) found that 10.7% of post c-section
patients experience PTSD (95% CI: 4.0-20.2) compared with 4% of patients who have given
birth by any means (95% CI: 2.77-5.71) (Chen et al., 2020). The authors further analyzed the
data comparing the PTSD outcomes in those who gave birth by emergency c-section and elective
c-section. The pooled prevalence of PTSD in those who gave birth by unplanned c-section was
10.7 (95% CI: 1.7-24.9) compared to elective c-sections which had a pooled prevalence of 7.1
(95% CI: 0.7-19.4) (Chen et al., 2020). This finding was not deemed statistically significant
(Chen et al., 2020); however, there is a chance that a Type II error was made in determining
statistical insignificance (Polit & Beck, 2017). This is indicated by the large range in the results,
which may be related to a small sample size (Polit & Beck, 2017). This finding indicates the

need for further research in this area with larger sample sizes.

Postpartum Depression



Another important outcome associated with unplanned c-section is postpartum depression
(PPD). Moameri et al. (2019) performed a systematic review and meta-analysis of the literature
related to postpartum depression and c-section. They included 32 cohort and case control studies
with a total of 1,710,494 participants (Moameri et al., 2019). All of the included studies looked
at the association between the type of delivery and PPD (Moameri et al., 2019). All but seven
included articles used the Edinburgh Postnatal Depression Scale (EPDS) as the diagnostic
criteria for PPD (Moameri et al., 2019). The remaining seven studies used other validated tools
including the PHQ-9, Beck Depression Inventory, International Classification of Diseases (ICD)
and SCL-8 (Moameri et al., 2019).

The adjusted pooled odds ratio (OR) between all types of c-section and PPD was 1.15
(95% CI: 1.00-1.34) and the crude OR was 1.36 (1.20-1.55). This implies a statistically
significant association between c-sections and PPD (Moameri et al., 2019). A small difference
was also found between PPD outcomes in unplanned vs elective c-sections. The pooled OR for
emergency c-section was 1.36 (95% CI: 1.20-1.55), compared with a pooled OR of 1.29 (95%
CI: 1.12-1.49) for the elective c-section group.

These findings indicate a need for further study into the association between PPD and
unplanned c-section (Moameri et al., 2019). A limitation of the study was that 25% of Moameri
et al.’s (2019) included studies were assessed by the authors to have been of low quality. As
well, there is not consistency among the tools measuring PPD in this meta-analysis, which makes
it difficult to assure that all participants meet the same diagnostic criteria for PPD (Moameri et
al., 2019). The meta-analysis does not detail the cut-off scores for a PPD diagnosis on the
diagnostic scales used in each included study, so it is not possible to know whether the diagnosis

was applied consistently across studies (Moameri et al., 2019).



A systematic literature review looking at the question of whether c-section increases the
risk of PPD was performed by Yuarsyah et al. (2021) and published in the Journal of Midwifery.
Yuarsyah et al. (2021) narrowed their search down to 21 included studies with a total of 28,933
pooled participants. This analysis only included studies that used the EPDS diagnostic tool for
PPD (Yuarsyah et al., 2021), which likely accounts for the smaller number of included studies
compared to Moameri et al.’s (2019) meta-analysis. This literature review did not statistically
analyze the findings of the included studies, it simply reported on correlations found within the
studies. Yuarsyah et al. (2021) found that 13 of their 21 included studies concluded that mode of
delivery is associated with PPD, and that seven of those 13 identify a correlation between c-
section and the development of PPD. Six of seven included studies that differentiate PPD in
elective vs emergency c-section found that emergency c-section had a greater impact on the
development of PPD than other modes of birth (Yuarsyah et al., 2021). This study does support
the Moameri et al. (2019) findings with more recent publications; however, its lack of statistical
analysis of the data means that more research is required in this area.

The significant difference found for PPD in c-section patients compared to the
statistically insignificant difference found in the Chen et al. (2020) PTSD meta-analysis could be
related to the much larger pooled sample size in the Moameri et al. (2019) study. The findings of
these meta-analyses show that more research is indicated to determine the connection between

unplanned c-section and diagnoses of PPD and PTSD.

Duration of Impact
Little research has been done on how long the negative emotional and psychological
impacts of unplanned c-section persist. It is difficult to determine the longer-term consequences

of unplanned c-sections on the psychological and emotional health of patients in absence of data.
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One study that did offer long-term data related to the emotional and psychological impact of
unplanned c-section on patients was found.

Bossano et al. (2017) performed a secondary analysis of data collected for the Mothers’
Outcomes After Delivery longitudinal cohort study of 576 American women who gave birth 10.1
to 17.5 years prior to the study. Using the validated Salmon questionnaire (Bossano et al., 2017),
participants rated their fulfillment, distress, and difficulty related to their birth experiences
(Bossano et al., 2017). The researchers found that patients who underwent unplanned c-sections
reported lower fulfilment, higher distress and more difficulty than their elective c-section and
spontaneous vaginal birth counterparts more than a decade after their birth experience (Bossano
et al., 2017). The median fulfilment score for patients who underwent unplanned c-section was
-0.02 [-0.88-0.53] compared to -0.53 [-0.56-0.92] for booked c-section, with a p value of <.001
(Bossano et al., 2017). Median distress and difficulty scores were higher for patients who
experienced unplanned c-section compared to those who had an elective c-section or
spontaneous vaginal birth (Bossano et al., 2017). Bossano et al.’s (2017) study findings was
limited with the study sample consisting primarily of Caucasian patients.

These findings indicate that unplanned c-sections are a significant problem for many
patients who experience them, and that their effects can be long-lasting, though more research
must be done on this topic.

Tacit Knowledge in Nursing

Tacit knowledge, also referred to as implicit knowledge, is a concept that was introduced

by Polyani (1966). Polyani (1966) explained that tacit knowledge is knowledge gained without

conscious awareness that one is learning it. Polyani (1966) uses the example of one riding a
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bicycle but not being able to describe the mechanics of how they were able to balance and pedal.
This idea can be extended to nursing (Benner et al., 2009).

No English-language reviews or analyses on tacit knowledge in nursing were discovered.
A Korean-language concept analysis of tacit knowledge in nursing was found (Kim, 2018). A
Spanish-language integrative review of tacit knowledge in nursing was also found (Pérez-
Fuillerat et al., 2019). Neither of these were available in English. A small amount of research
was found, and a theory of nursing knowledge that centres tacit knowledge as the foundation for
nursing knowledge has been developed (Decker & Hamilton, 2018).

Decker & Hamilton (2018) proposed a descriptive theory of nursing knowledge,
describing tacit knowledge as the foundation on which all other nursing knowledge is built.
Decker & Hamilton (2018) created a Nursing Knowledge Pyramid (NKP) with tacit knowledge
at the base of the pyramid, as it is the most abstract level of knowledge used by nurses, and the
only type of nursing knowledge that is not explicit. Decker & Hamilton (2018) theorized that
tacit knowledge encompasses intuition and prescient knowledge. They explain that intuition
allows the nurse to appraise and act quickly in nursing situations, while prescient knowledge
allows the nurse to anticipate what will happen using what is commonly known as gut feelings
(Decker & Hamilton, 2018). They argue that explicit knowledge and machine knowledge gets
scaffolded on top of tacit knowledge in nursing practice (Decker & Hamilton, 2018). They argue
that tacit knowledge is pre-theoretical and pre-philosophical, existing due to the nurse’s repeated
exposures and experiences in nursing practice (Decker & Hamilton, 2018). This theory of
nursing knowledge makes a strong argument for this study focusing on the tacit knowledge of
L&D RNs in an area which has not yet been studied, given Decker & Hamilton’s (2018)

assertion that all other nursing knowledge develops out of tacit knowledge.
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Lake et al. (2009) reviewed literature about the role tacit knowledge plays in clinical
decision making and prioritization. They found that tacit nursing knowledge is developed
through exposure to the specific clinical setting and the ability to understand what is happening
with patients within their practice context and through repeated exposures (Lake et al., 2009).

The Canadian Health Research Foundation (CHRF) (2009) performed a pilot study to
attempt to make tacit knowledge, which senior nurses develop over the course of their careers
(Benner et al., 2009), explicit in order to support the development of healthcare workers and to
retain this knowledge as senior nurses move on and retire. The CHRF (2009) specifically studied
the transfer of tacit knowledge from senior nurses to junior nurses on a Canadian maternity unit
that staffed a lot of inexperienced nurses. This unit attempted to make tacit knowledge explicit
through the use of videos where expert nurses were filmed walking through their normal
workdays and narrating why they were doing what they were doing (CHRF, 2009). These videos
were shown to junior nurses during orientation (CHRF, 2009). This resulted in a decrease in the
number of supplemental staff needed to “compensate” for junior nurses’ presence on the unit
(CHREF, 2009, p. 59).

Tacit knowledge was an important component of this study, which aimed to understand
the tacit knowledge expert L&D RNs use when determining which patients are likely to require
an unplanned c-section, as well as deciding what interventions will be most important to
optimize emotional and psychological outcomes for these patients.

Mitigating Negative Emotional and Psychological Outcomes of Unplanned C-Section
There are many negative emotional and psychological outcomes that may impact patients

who give birth by unplanned c-section. Three studies were identified that support the idea that
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preparing patients for unplanned c-sections can mitigate negative psychological and emotional
outcomes.

Miron-Shatz & Konheim-Kalkstein (2020) surveyed a convenience sample of 229
primiparous American women who had c-sections after planning a vaginal birth. They found
that, “Birth satisfaction, on an 18-point scale, increased 0.41 points for each point increase in
present perception of preparedness (p <.002), increased 0.38 for every point increase in
perceptions of emotional support (p <.001), and [increased] 0.39 for every point increase in
perceptions of decisional inclusion (p <.001)” (Miron-Shatz & Konheim-Kalkstein, 2020, p.
173).

Nijkamp et al. (2017) completed a quasi-experimental study to determine whether
preparation for c-section improved patient’s anxiety and sense of control following the
procedure. Their population consisted of 129 patients who were registered to give birth, at one
large teaching hospital in the Netherlands (Nijkamp et al., 2017). Patients who planned c-
sections during pregnancy were given additional antepartum education with a focus on preparing
them for their c-sections. Patients who were planning vaginal births did not receive this
intervention. Nijkamp et al. (2017) used a zero to 10 scale to rate sense of anxiety and control,
with zero being a rating of no anxiety/no control and 10 being extremely anxious/full control.
Results indicated that patients who had unplanned c-sections perceived less control (mean =
2.71) than women in the planned c-section group (mean = 4.68) (p= 0.002) (Nijkamp et al.,
2017). Despite these findings, there was no statistically significant difference in ratings of
anxiety between planned and unplanned c-section participants (Nijkamp et al., 2017). Nijkamp et
al.’s (2017) findings imply that additional preparation for c-section is associated with greater

perceived control following the procedure.
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In their qualitative study, Burcher et al. (2016), explored factors that led to dissatisfaction
and regret in unplanned c-section patients. They interviewed 14 participants who experienced
unplanned c-section at a tertiary care centre in Albany, New York at two-and-six weeks post-
birth. Themes that emerged included poor communication, fear of the operating room, distrust of
the medical team, and loss of control (Burcher et al., 2016). Burcher et al. (2016) suggested that
these findings indicated a need to provide more preparation to patients during the intrapartum
period, stating that “explaining the sequence of events and expectations before moving to the
operating room is a vital aspect in decreasing distress...providing information preoperatively
improves postoperative mood, physical recovery, and satisfaction with care” (p. 349).

Only one study was found that examined whether antenatal preparation for c-section
would improve perception of the birth experience. Fawcett et al. (1993) studied the impact of
preparing pregnant patients for c-section during standard prenatal classes by dividing participants
into an experimental and control group. The experimental group received additional c-section
education in their prenatal classes (Fawcett et al., 1993). Fawcett et al. (1993) then interviewed
participants that had unplanned c-sections from both groups. Fawcett et al. (1993) found no
noticeable difference between the groups in terms of their perceptions of their birth experiences
and explained that this was likely due to the fact that the education about c-section was provided
several weeks prior to labour and birth and indicated that preparation cannot be expected to
“last” (p. 52). This study supports the need to prepare patients for unplanned c-section during the
intrapartum period, so the information is fresh during the experience.

The Nurse’s Role in Care of Unplanned C-section Patients
The L&D RN spends substantial time with the labouring patient during the intrapartum

period (Simpson & Lyndon, 2017). The L&D RN is responsible for providing high quality care
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including physical, emotional and informational supportive care for the labouring patient,
locating them in the ideal position to prepare patients who are at-risk for an unplanned c-section.
There is currently no literature exploring how the L&D RN prepares the patient for this
possibility. There is literature exploring the L&D RN’s role more generally. It is established in
the literature that the L&D RN’s ability to provide support to labouring patients has an impact on
patient outcomes (Bohren et al., 2017; 1999; Fleissig, 1993; Lyndon et al, 2017).

Fleissig (1993) used a mail survey of 1493 mothers in the UK who gave birth vaginally
or by c-section to study information support during labour provided by the L&D RN. Fleissig
(1993) found that 27% patients who underwent unplanned c-sections felt unprepared and
required additional informational support before the procedure (Fleissig, 1993). Fleissig (1993)
concluded that, “One way to increase women’s confidence and satisfaction with childbirth is to
make sure they understand what is happening to them” (p. 75).

Bohren et al. (2017) completed a comprehensive systematic review and meta-analysis of
26 randomized controlled trials (RCTs) from 17 countries that included a total of 15,858
participants. The review aimed to explain the differences in outcomes of patients who received
continuous labour support compared to those who did not (Bohren et al., 2017). This review was
an update of Hodenett et al.’s (2013) systematic review on the same topic. The systematic review
looked at many possible outcomes of one-to-one support during labour, including likelihood of
labour ending in c-section, breastfeeding outcomes, length of labour, and more (Bohren et al.,
2017). One outcome that Bohren et al. (2017) analyzed was that of negative feelings and
negative ratings of the birth experience.

Eleven of the included RCTs studied the outcomes of negative feelings and negative

ratings of birth after c-section. Bohren et al. (2017) found a statistically significant difference
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between the risk ratio of continuous labour support compared to usual care related to the
outcomes of negative feelings and negative ratings of birth. The pooled relative risk (RR) was
0.69 (0.59, 0.79) favouring continuous labour support to mitigate against negative feelings and
ratings of birth with a 95% CI (Bohren et al., 2017). In their discussion, Bohren et al. (2017)
explained that their findings indicate that labour support from either hospital staff such as nurses
or personal friends/family members can improve outcomes by increasing satisfaction with
labour. Bohren et al. (2017) define support as including emotional support, informational

support, comfort care and advocacy (Bohren et al., 2017).

Labour and Delivery RNs’ Views of Their Role

There is limited research exploring the L&D RN’s view of their own role. Simpson &
Lyndon (2017) qualitatively analyzed focus group interviews with 24 expert L&D RNs from 17
American states, who were attending an Association of Women’s Health, Obstetric & Neonatal
RNs (AWHONN) convention in 2015. They found that these expert RNs believed they played a
role in whether their patients required an unplanned c-section. Expert RNs utilized a number of
supportive techniques to help women achieve their desired births, including providing emotional,
informational and physiological labour support techniques while advocating for their patients to
other members of the healthcare team (Simpson & Lyndon, 2017).

In another focus group study, Simpson et al. (2017) held 15 focus groups with 73 L&D
RNs, mothers and physicians to determine whether there is agreement as to what the L&D RN’s
role is in influencing birth outcomes. All the nurses, mothers and physicians had separate focus
groups. Simpson et al. (2017) found that “All three groups focused on the nurse’s role in
supporting and advocating for women during labour. Support and advocacy in this context meant

informing women and their families, being present with women, setting emotional tone, knowing
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and advocating for the women’s wishes and avoiding caesarean birth” (p. 829). This study
reinforces the importance of the L&D RN’s role during the intrapartum period, as recognized not
only by the nurses but also their medical colleagues and patients.

The literature suggests that unplanned c-sections can take an emotional toll on patients
who experience them and identifies the L&D RN as a team member who is able to provide
support, including informational support (preparation) to help mitigate negative outcomes. L&D
RN play a special role in the care of the labouring patient, as they spend the most time with the
patient during the intrapartum period and patients expect and need them to be a supportive
presence. No literature was found that studied how the L&D RN prepares labouring patients who

are at risk of undergoing an unplanned c-section.

Summary

The literature was reviewed to understand what is known about the emotional and
psychological outcomes associated with unplanned c-section and the associated nursing care that
is currently used to promote optimal outcomes for this patient population. There is literature
describing the potential negative emotional and psychological outcomes for unplanned c-section
patients, and literature expressing the need for nursing support, including nursing preparation
prior to unplanned c-section. There is no existing literature related to how labour and delivery
RN provide support and care to this patient population, with the goal of mitigating negative
emotional and psychological outcomes. There is existing literature that describes tacit nursing
knowledge as an important component of the knowledge used by expert nurses in care provision
and decision making, which provides rationale for seeking tacit knowledge in the L&D RNs

interviewed for this study.
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Research Question and Study Aims
This study explored and described how expert labour and delivery RNs supported
patients who were at imminent risk for an unplanned c-section. Using an interpretive description
design (Thorne, 2016), this study aimed to
1) Understand how expert L&D RNs know their patients are at imminent risk for an
unplanned c-section?
2) Explore how expert L&D RNs provide nursing care to optimize psychological and
emotional outcomes for patients who they know to be at imminent risk for unplanned c-

section?
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Chapter 3

Methods

A qualitative interpretive descriptive study (Thorne, 2016) was implemented to explore
how expert L&D RNs determine which patients require preparation for a possible unplanned
caesarean section, and how they provide support to these patients for the purpose of improving
patients’ emotional and psychological outcomes following unplanned c-section. This study has
practical nursing application which supported the use of Thorne et al.’s (1997) qualitative
interpretive description study design. Describing nursing practice that exists but has not been
formally captured is a hallmark of interpretive description research (Thorne, 2016). Interpretive
description focuses on the discovery of patterns and themes that are evident in clinical practice
and allows the researcher to combine their own experience with what is already known through
existing literature, and new knowledge (Thorne et al, 2004; Teodoro et al, 2018).

One-to-one in-depth semi-structured interviews were selected for data collection.
Thorne’s (2016) interpretive description method supports this method of data collection.
Importantly, Thorne (2016) recommends that interviews contain significant depth so that the
researcher can contextualize the ideas brought forth by the participants. Interpretive description
recognizes that interviews focus on subjective experiences and may not be generalizable
(Thorne, 2016). Ultimately, Thorne (2016) views interviews as a “useful core” (p. 87) in the
quest for knowledge development in specific clinical inquiry. Since this topic has not yet been
studied in the literature, development of core knowledge surrounding how nurses prepare
patients for unplanned c-sections is relevant. Throughout the data collection process, Thorne
(2016) suggests inductive analysis of data where small ideas and observations build on each

other and patterns become evident leading to the potential for generalizable findings. What
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differentiates interpretive description from exploratory description is that interpretive description
asks the researcher to filter what they learn through their exploration through a nursing lens

(Thorne, 2016).

Ontology & Epistemology

This study was framed by a relativist ontology. The researcher sought to understand the
subjective experiences of the participants through their descriptions of building relationships and
providing care to labouring patients on their respective labour and delivery hospital units
(Levers, 2013; Lincoln & Guba, 1994). While each participant’s expressions of their subjective
experiences were acknowledged to be unique; the researcher also noted several overlaps within
the experiences of the participants, such as when multiple participants described the use of
humour as an important part of building rapport with their patients (Lincoln & Guba, 1994).

Epistemologically, this study took a constructivist approach. The researcher used semi-
structured interviews to understand participants’ knowledge of labour and delivery nursing,
which they acquired from years of being with their patients throughout the intrapartum period
(Lincoln & Guba, 1994). The researcher then interpreted the knowledge shared by the
participants through her own lens as a labour and delivery nurse (Lincoln & Guba, 1994). This
study was also informed by a transactional subjectivist epistemology, through which the
interview between the participants and the researcher were a transaction where the researcher’s
experiences as a labour and delivery nurse was integral to her understanding of the participants’

labour and delivery nursing experiences (Lincoln & Guba, 2013).

Sample
In order to develop a comprehensive understanding of the phenomenon, interpretive description
supports the use of purposive sample using maximum variability (Thorne, 2016; Ames et al.,

2019).
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Sampling Frame

Expert L&D RNs were the population of interest for this study. According to Benner &
Tanner (1987), a minimum of five years of full-time experience is required to be considered an
expert. Five years of current full-time experience is equivalent to 7500 part-time hours of nursing
experience (Ontario Nurses’ Association [ONA], n.d.). This study recruited expert L&D RNs
who worked on Birthing Units that performed c-sections 24 hours per day. This was important to
ensure participants were all exposed to unplanned c- sections as a regular part of their practice.
To ensure a comprehensive exploration of how L&D RNs use their knowledge and experience,
L&D RNs from various Ontario hospital Birthing Units were recruited. This was done in order to
get perspectives from nurses working in a variety of nursing unit cultures and in diverse
communities. In order to get rich, current descriptions of practice, the L&D RNs must have

practiced, within the past year.

Participant Inclusion Criteria:

Registered nurses working in labour and delivery

English speaking

e Five years full-time (or the equivalent 7500+ hours part time) experience working in
Labour and Delivery
o Hospital at which participant works must be rated a Level 2A or higher according to the
Ontario Provincial Council for Maternal and Child Health’s (PCMCH) Standardized
Maternal and Newborn Levels of Care definitions (PCMCH, 2013)
e Level 2A (or higher) birthing units have obstetricians on staff and offer c-
sections 24 hours per day (PCHCH, 2013)

e Must have worked in labour and delivery as an RN within the last 12 months
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e Provided informed consent

Exclusion Criteria

e Non-English speaking

e Less than 5 years full-time (or 7500 hours part-time) experience as a Labour and Delivery
RN

e Works on a Level 1A Birthing Unit (no obstetrician on staff and/or c-sections not
available 24 hours per day)

o Has not worked in Labour and Delivery as an RN within the last 12 months.

Does not provide informed consent

Sampling Method

The interpretive description methodology recommends selecting a sampling strategy
based on the researchers’ determination of what method best fits the research study (Teodoro et
al, 2018). Preliminary exploratory discussions with L&D RNs known to the researcher inspired
curiosity as to how L&D RNs with a varied level of seniority, education, age, and workplaces
use their experience in determining how to best support patients at risk of unplanned c-section. In
order to ensure that expert L&D RNs with a wide variety of experiences and from diverse
Birthing Units are included, a maximum variability purposive sample was sought during
recruitment (Thorne, 2016; Ames et al., 2019). By recruiting a maximum variation purposive
sample, the researcher hoped to develop a comprehensive picture of a spectrum of nursing
approaches from nurses working at hospitals with a variety of resources, staffing levels, and
patient populations. The researcher hoped to represent the voices of expert nurses with a range of
personal characteristics, such as age, location (urban and rural), years of labour and delivery

experience, and levels of education (Thorne, 2016).
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Sample Size

Interpretive description does not place firm parameters around sample size (Thorne,
2016). Thorne (2016) does not believe that data saturation is possible, as the nature of health
research is such that there could always be participants who fall outside of any norm, just like
patients receiving healthcare will never be homogenous. Thorne (2016) argues that researchers
using interpretive description must clearly state recognition that new data could be uncovered
with a larger sample. To select a sample size, Thorne (2016) suggests that determining the usual
number of research participants involved in studies examining similar phenomena is an
appropriate method (Thorne, 2016).

There is no existing research to compare with this study’s area of inquiry. Studies using
interpretive description and one-to-one in-depth interviews with nurses, as in this study, were
examined. Of the published interpretive descriptions that explored their respective topic using
one-to-one interviews with nurses, sample sizes ranged from 59 nurses (Pesut et al., 2020) down
to six nurses (Gibson et al., 2013). Most of the studies contained one-to-one interviews with 10-
12 nurses (Smith et al., 2020; Stevens et al., 2020; Strachan et al., 2018; van Wiltenburg, 2007).
Based on Thorne’s (2016) rationale, the study set out to recruit 10-15 L&D RNs. Acknowledging
that interviewing more people would yield richer description, the possibility of including more
participants was considered throughout the data collection process.

Recruitment

Nurses known to the researcher, thesis supervisor, and committee members were asked to
share a recruitment poster and information letter about the study with nurses they believed might
be interested in participating.

The recruitment poster and letter included the researcher’s contact information. RNs
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interested in participating were directed to contact the researcher by telephone or e-mail. When
potential participants made contact, the researcher asked them questions to confirm their
eligibility and answered questions about the study. If eligible participants continued to be
interested in participating in the study the researcher e-mailed them a letter with more
information about the study as well as the REB-approved informed consent form (Appendix A).
The researcher offered to discuss any questions about the study or informed consent by phone
prior to setting up an interview. Participants who were interested in participating in the study
were asked to complete and email back the informed consent document and to suggest some
times that would work for them for an interview. The researcher selected a mutually agreeable
time for the interview based on the participants’ response and emailed the participant to confirm
the date and time of the interview. The researcher then sent an e-mail reminder to the participant
the day before the scheduled interview, and to confirm the selected date and time was still
convenient for the participant. A $25 virtual gift card was offered to participants to thank them
for their participation. The gift card was listed in the information poster and information letter.
Participants were informed that, should they choose to terminate their participation in the study
prior to the completion of the interview, they would still receive the gift card.

At the time of the interview, the researcher began the conversation with a review of the
informed consent and asked participants to reaffirm their consent to participating and consent to
having the interview recorded prior to beginning the interview. Participants were also offered the
opportunity to ask any questions before the interview was initiated. At the conclusion of the
interview, the researcher reviewed the portion of the informed consent form related to being
contacted by email for member checking. This reaffirmed consent to contact participants during

data analysis.
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Data Collection

Data was collected between February 20, 2021, and July 9, 2021, using semi-structured
in-depth one to one telephone interviews. Interviews were conducted by the researcher, using her
cellphone on speaker mode with a sensitive digital voice recorder placed by the earpiece to
capture the conversation. In order to fully explore how L&D RNs anticipate and support patients
they assess to be at high risk of an unplanned c-section, interviews were semi-structured (see
Appendix C), allowing for flexibility to adjust questions and follow the participant’s line of
thought during the interview, facilitating new knowledge to emerge (O’Leary, 2010). At the
conclusion of each interview, the researcher wrote memos about her thoughts, feelings and how
the data collected from each participant connected with that which was emerging from the other
participants’ data and how the data was changing the researcher’s way of thinking about the
topics discussed.

An initial semi-structured interview guide was developed and used for one pilot
interview, with an L&D RN at the end of January 2021.The purpose of the pilot interview was to
determine whether the interview schedule elicited responses that spoke to the research question
and sub-questions, as well as to get feedback from the pilot participant to determine whether the
questions were comfortable to answer and the interview flowed well (Sampson, 2004). The
researcher transcribed the pilot interview, and it was reviewed by the thesis supervisor to
examine what knowledge was gained from the pilot participant, and whether that knowledge was
useful in answering the research question and sub-questions.

The interview guide used for the pilot was also used for the first five participants, as it
had elicited valuable information during the pilot interview. As themes began to emerge from the

collected data from the first five interviews, the interview guide was adjusted to incorporate
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more direct questions about some of the new ideas that interested the researcher, and which
addressed the research questions. The updated interview guide was reviewed with the thesis
supervisor prior to use and was used for Participants six through 16.

In the first iteration of the interview schedule, the following question was asked to learn
about how L&D RNs know what their patients need from them during an emergency c-section:
“Tell me about a shift you had caring for a labouring patient that you remember as a very bad
shift”. After using this question for a few interviews, the researcher noted that the answers
participants were sharing were too general, so a new question was developed, as follows: “When
you have a patient who has an unexpected outcome in their labour, what do you think they need
from you as their nurse?” This question elicited knowledge from participants that spoke more
directly to the research question. Another example of how the interview schedule was adjusted
over time was related to the researcher identifying that participants assessed their patients for
anxiety throughout their care, and that their assessment of the patient’s level of anxiety informed
how they would prepare their patient for an unplanned c-section. In the second version of the
interview schedule, specific questions related to how and when participants assessed for anxiety,
including: “How do you know a patient is anxious? How do you assess for anxiety?” and “How
does a patient’s anxiety change the way you prepare them for unexpected events?”” By adjusting
the interview schedule based on the inductive analysis of the data, the revised interview
questions were better able to guide participants to speak directly to the research question and
sub-questions.

For logistical reasons, due to the Covid-19 pandemic and challenges related to in-person
travel throughout the province, telephone interviews were the most practical strategy to conduct

interviews for this study. Telephone interviews are a useful way to collect rich data from
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participants (Trier-Bieniek, 2012). Thorne (2016) views telephone interviewing as one of many
good options for collecting data for interpretive descriptions as each method of data collection
provides different options for cuing participants (either verbally or visually). Trier-Bieniek
(2012) reviewed literature related to qualitative interview methods and analyzed 39 of her own
qualitative telephone interviews. She concluded that telephone interviews can elicit more honesty
than face-to-face interviewing due to the “anonymity involved...[and] increasing security with
virtual conversation” (Trier-Bieniek, 2012, p. 642). Given the logistical considerations of
interviewing nurses across the province during a global pandemic and the evidence that
telephone interviews are a good source for rich data, telephone interviews were an appropriate
choice for data collection for this study.

The researcher phoned each participant at the agreed-upon time for the interview and
after re-affirming informed consent, the participant was reminded that, at any time, they could
ask to stop the interview and/or recording or ask for the interview recording to be erased. At the
beginning of each interview, a demographic questionnaire (Appendix B) was completed verbally
by the researcher, who recorded the participants’ responses on the demographic questionnaire.
The demographic questionnaire allowed the researcher to learn about the general characteristics
of the participants. For the purpose of member checking, participants were asked for permission
to receive a follow up call from the researcher at a later date to discuss the themes that emerged
from the interview data in order to ensure that their experiences and thoughts were properly
captured in the findings (Thorne, 2016).

Data Management & Security
Interviews were recorded using a password-protected data recorder and all files were

immediately transferred to an encrypted USB key and stored in a locked filing cabinet in the
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researcher’s office. All field notes and other data were also stored on encrypted files and moved
to the encrypted USB key. A handwritten key connecting names of participants to their
associated numbers was kept in a separate locked filing cabinet in the researcher’s office. Only
the researcher and thesis supervisor have access to the key linking participants’ names to their ID
numbers.

The researcher transcribed the pilot interview and the first six interviews verbatim in
order to immerse herself in the data and deepen her understanding of the data (Thorne, 2016).
Interviews seven through 16 were transcribed by a transcriptionist. Interview files were sent to
and from the transcriptionist after first being encrypted by Boxcryptor encryption software. Once
encrypted, files were transferred via Dropbox.

Completed transcriptions were uploaded to the most recent version of NVivo, which
followed Nvivol2 but does not have a version number and is referred to only as NVivo (QSR
International, 2020). Only the researcher and thesis supervisor had access to the researcher’s
content on NVivo. Data was managed with NVivo software, which allowed the researcher to
upload collected data to a password protected central location and to code data in a customizable
format (QSR International, 2020). Analytic memos and field notes made during data collection
and analysis were stored on an encrypted and password-protected USB key in a locked filing
cabinet in the researcher’s office.

The interview recordings will be kept for two years and destroyed on January 1, 2023.
They will be destroyed by permanently deleting them from the encrypted and password-
protected USB key. Transcripts were immediately anonymized. All participants agreed to this,
and it was part of the informed consent form they signed. Participants were asked if they were

comfortable with their anonymized data being stored for potential future research use and all



29

agreed. Anonymized transcripts of those participants who consented will not be destroyed but
will be stored in a locked filing cabinet in Dr. Christine Kurtz Landy’s office at York University.
They will be stored for potential use for secondary analysis. Participants all consented to being
recorded, both in writing on the Informed Consent form as well as verbally at the beginning of
the phone call, when the researcher requested permission to begin recording prior to starting the
interview.

Data Analysis

Data were analyzed using conventional content analysis (Hsieh & Shannon, 2005). This
is an appropriate data analysis strategy for the interpretive description methodology, which views
data analysis as an inductive process wherein the researcher forms a deep understanding of links
between data and identifies patterns and themes that emerge from the data (Thorne, 2016).
Conventional content analysis is intended for use when there is little existing research on the
subject under study, as is the case for this study (Hsieh & Shannon, 2005).

Data collection and analysis occurred simultaneously so that emergent ideas from the
data that focused on the research objective could “shape” ongoing data collection (Sandelowski,
2000, p. 338). Initially, the researcher immersed herself in the data to gain an understanding of
the ‘whole’ by taking the following steps: Conducting all semi-structured interviews, either
transcribing the interviews and re-reading transcripts or just re-reading transcripts to confirm
accuracy in transcription, and to reinforce understanding of the interviews as a whole (Hseih &
Shannon, 2005; Thorne, 2016). Transcripts were uploaded into NVivo for coding (QSR
International, 2020). In-vivo coding was used to allow ideas to emerge directly from the data
(Hsieh & Shannon, 2005; Saldana & Omasta, 2018). Coding was focused on data that related to

the research objective and questions.
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The first two interviews were coded by the researcher and reviewed with the thesis
supervisor to ensure consistency in coding. The third interview was coded by both the researcher
and supervisor to determine similarities in coding . Interview six was coded by the researcher,
thesis supervisor and one member of the thesis committee. This co-coding helped to identify
emerging codes and confirm that the researcher’s preconceived notions are not detracting from
the analysis of participants’ voices (Hseih & Shannon, 2005; Miles, Huberman, & Saldana,
2014). The researcher and thesis supervisor met repeatedly during the data collection and
analysis process to discuss the emergent codes. Any disagreement regarding codes were
discussed until a consensus was reached. The coding process was inductive, with no pre-existing
codes or categories used (Thorne, 2016). Throughout coding, the researcher kept analytic memos
through notes on NVivo and written or typed notes to self. The researcher also chunked like
quotes from the data together to look for themes, and memoed about what emerged from the
chunking of data. This helped the researcher to understand the data as a whole and how the data
related to the researcher’s ideas and expectations (Thorne, 2016). Analytic memos were kept
both on NVivo during coding and in Word documents in order to note patterns that emerged and
to make connections between chunks of data (Miles, et al., 2014; Thorne, 2016).

Data was organized into themes using an iterative process whereby the researcher
considered a variety of ways in which the patterns identified in the chunks of data fit together
meaningfully (Thorne, 2016). In order to assure the credibility of the synthesis of themes that
were ultimately described in this interpretive description, the researcher engaged in member
checking with three study participants, debriefing with the thesis supervisor and committee

members, and prolonged engagement with the data (Thorne, 2016; Hseih & Shannon, 2005).
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These actions helped the researcher know that the themes that emerged “ring true” to participants
and others who are familiar with the phenomenon under study (Thorne, 2016, p. 176).
Member Checking

Member checking involves going back to the source of the data and ensuring that the
researcher has captured the voices of the participants accurately (Thorne, 2016). Interpretive
description methodology does not recommend member checking in its classic form as Thorne
(2016) believes it predisposes the researcher to simplistically confirm or derail their existing
interpretations of the data. Thorne (2016) does feel that returning to participants with existing
interpretations of the collected data and allowing them the chance to reflect on the researchers’
interpretations and elaborate or expand on them is beneficial. For this study the researcher
reached out to six study participants who the researcher had found to be engaged during their
interviews and who had expressed enthusiasm about participating in follow up calls. Three
participants replied and stated their willingness to discuss the researcher’s preliminary findings.
The researcher phoned all three participants individually at mutually agreeable times and shared
her preliminary themes, explaining each theme and providing participants unlimited time to ask
questions and comment on the findings. In some cases, participants expanded on the findings,
and in some cases, they clarified how their own practice did or did not match the findings. The
researcher took extensive notes during the member checking process and discussed findings with
the thesis supervisor to ensure the researcher was properly integrating the new information
received during the member checking process.
Ethical Considerations

Approval from the Human Participants Review Committee (HPRC) at York University

Office of Research Ethics was received on February 4, 2021, prior to beginning data collection.
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The ethics approval was in response to a proposal submitted by the researcher which included
the sample recruitment letters and poster, informed consent form, demographic survey and
interview protocol.
Vulnerable Participants

No vulnerable populations were recruited for this study (Saldana & Omasta, 2018).
Inducements

A $25.00 virtual gift card for a large bookstore chain was sent to participants at the end of
the interview to thank them for their time. Participants were notified prior to commencing the
interview that withdrawal from the study at any time would not disqualify the participant from
receiving the inducement. All 16 participants chose to complete their interviews.
Risk

There were no anticipated physical, psychological, emotional, social or security risks to
participants who participated in this study, as they were being asked to recall past patient
experiences during their career. If at any time, a participant wished to stop the interview or
withdraw from the study, they were informed that they were able to do so. Participants were
never deceived by the researcher in the course of the study. In the unlikely event that answering
questions related to their nursing practice had caused any distress to participants, the researcher
planned to direct the participant to connect with their Employee Assistance Program (EAP),
available through their employer. This did not occur during any of the 16 interviews.
Anonymity

All identifying data including participants’ names, colleagues they referenced, places of
work, town or city in which they live or work, and any other potentially identifying information

was removed to ensure total anonymity.
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Trustworthiness of Qualitative Data

When working within a constructivist paradigm, a high quality (or rigor) of qualitative
research should be ensured through evidence of trustworthiness (Lincoln & Guba, 1994). The
criteria that must be met to demonstrate that a study is trustworthy include credibility,
transferability, dependability and confirmability (Lincoln & Guba, 1985; Lincoln & Guba,
2013). By assessing these four elements of trustworthiness, the researcher sought to demonstrate
that the research accurately captures the knowledge of the participants in the context of the study,
applicable in multiple contexts, consistent or repeatable in the future, and that findings from the
study were based on the participants’ own experiences, not outside influences such as pre-held
biases (Lincoln & Guba, 1985). The trustworthiness criteria as they relate to this study are
discussed below.
Credibility

Demonstrating a study is credible requires the researcher to take steps to demonstrate that
their findings are in line with reality (Stahl & King, 2020). As reality is viewed as subjective in a
constructivist paradigm, this researcher aimed to demonstrate that the findings are true to the
participants in the narrow context of their labour and delivery work environments (Lincoln &
Guba, 1985).

Credibility was demonstrated in the following ways:

e The researcher prolonged engagement with the data by transcribing the first six
interviews and re-reading all interview transcriptions multiple times, dwelling in the data.
e The researcher engaged in investigator triangulation, by co-coding an interview with the
thesis supervisor and a member of the thesis committee, as well as co-coding parts of two

other interviews with the thesis supervisor.
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e The researcher performed member checking, by reviewing preliminary findings with
three study participants over the telephone. The participants verified that the findings
reflected their experiences as L&D RNs (Lincoln & Guba, 1985; Stahl & King, 2020).
Transferability

Transferability refers to whether a study’s findings can be applied to multiple groups or
settings (Lincoln & Guba, 1985). This is a challenge in qualitative research (Lincoln & Guba,
1985).

The following approaches were used to optimize transferability within this study:

¢ Maximum variation sampling was conducted to include participants from multiple
hospitals (urban, suburban and rural practice settings), multiple acuity levels (Level 11
and Level III obstetrics units), and with a variety of personal demographics including
nurses with different levels of education, years of experiences and ages.

e Keeping comprehensive memos during the interview and coding processes and providing
thick description of findings to support the reader in considering transferability among
practice settings. (Lincoln & Guba, 1985).

Dependability
In qualitative research, dependability refers to the stability of the data (Guba & Lincoln,
1982). When demonstrating that the study is dependable, the researcher should demonstrate that
it could be repeated with the same participants in the same settings (Lincoln & Guba, 1985).
This researcher used the following strategies to support dependability: Saving all raw
data, maintaining analytic memos on the computer and in NVIVO, saving e-mails with thesis

supervisor and committee members regarding methodological questions and solutions, and
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keeping notes from all committee meeting where methodology and data was discussed. This

documentation makes up the audit trail, which serves to support the dependability of the study.

Confirmability

Confirmability refers to the ability for another researcher to agree with the researcher’s
interpretations of the data (Nassaji, 2020). This is sometimes considered objectivity, which is a
challenge in qualitative research as it relies on the belief in an objective reality, which is in
contradiction to the constructivist paradigm (Stahl & King, 2020). To ensure confirmability, the
researcher must ensure the voices of the participants are highlighted in the study findings, as
opposed to any researcher bias (Lincoln & Guba, 1985).

This study demonstrated confirmability in the following ways:

e Utilizing investigator triangulation, by co-coding an interview with the thesis supervisor
and a member of the thesis committee, as well as co-coding parts of two other interviews
with the thesis supervisor.

e Maintaining an audit trail (as described above, in dependability)

e Member checking preliminary results with three study participants via telephone.

e Providing a rich thick description of findings.

Trustworthiness Summary

While qualitative research completed within the constructivist paradigm relies on the
understanding that reality is subjective and bias is inherent in the research process as the
researcher herself is inextricably within the research she is completing, steps were taken to
ensure trustworthiness (Levers, 2013; Lincoln & Guba, 1994). By taking the steps described

above to demonstrate trustworthiness, the researcher was able to ensure that data collected
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represents the subjective experiences of a wide range of L&D RNs and best reflects their practice

experience and thus answers the research questions posed in this study.
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Chapter 4
Findings
Demographic Characteristics
The participants’ demographic characteristic are presented below in Table 1. All 16
participants were female-identifying and ranged in age from 27 to 65. Three participants were
diploma RNs, 11 had completed undergraduate nursing degrees, and two participants had
completed graduate degrees. Half of the participants worked full-time, seven worked part-time
and one participant held casual status, and worked approximately two shifts per bi-weekly pay
period. All participants had at least five years of full-time (or full-time equivalent) L&D nursing
experience, and the participant with the most experience had 43 years of full-time L&D nursing
under her belt. Eleven participants worked at hospitals whose birthing units performed 4,000 or
more deliveries each year, while the remaining five participants worked at hospitals that
performed fewer than 4,000 deliveries, with the lowest number of deliveries being 1,600 per
year. Twelve participants worked on Birthing Units rated as Level 2 units (PCMCH, 2013) and
the remained worked at units rated as Level 3 (PCMCH, 2013).
Table 1

Demographic Characteristics of Participants

Gender N %
Female 16 100
Age
25-34 6 37.5
35-44 7 43.75
45-54 1 6.25
55-64 1 6.25
65-74 1 6.25
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Highest Education
Diploma 3 18.75
Bachelor Degree 11 68.75
Graduate Degree 2 12.5
Years as a L&D RN
5-10 9 56.25
10-15 4 25
>15 3 18.75
Years as a RN
5-10 8 50
10-15 2 12.5
>15 6 37.5
Hospital Level of
Obstetrical Care
Level 2 12 75
Level 3 4 25
Employment Status
Full Time 8 50
Part Time 7 43.75
Casual 1 6.25
Hospital Annual Deliveries
1000-1999 2 12.5
2000-2999 2 12.5
3000-3999 1 6.25
4000 or more 11 68.75

Themes

The nurses were all enthusiastic when sharing stories of their nursing practice, and the
researcher could tell they took pride in providing exceptional care to their patients and families.
Five over-arching themes emerged from the data, explaining how they anticipate and support
patients they assess to be at high risk of requiring an unplanned c-section. The first over-arching

1

theme described the development of the nurse-patient relationship, identified as ‘" on the journey
together”: nurse-patient relationship’. This theme included the following sub-themes:

e Breaking the ice

e Use of humour
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e Establishing goals

The second over-arching theme was ‘identifying red flags’. There were no sub-themes
identified.

e

The third over-arching theme was ““if'it does come the time...they feel a little bit more
comfortable”: Planting the Seed’. This theme included the following sub-theme:
e Making the Unplanned C-Section a More Positive Experience
The fourth over-arching theme was ‘tailoring patient preparation for unplanned c-
sections’. This theme included the following sub-themes:
e Tailoring preparation based on assessment of patient anxiety
e Tailoring preparation for patients based on the nurse’s personal experiences
The fifth over-arching theme was ‘preparing patients for unplanned c-sections’. This
theme included the following sub-themes:
e Preparing patients for non-emergency unplanned c-sections
e Preparing patients for emergency unplanned c-sections

Table 2

Themes and Sub-Themes

Theme 1: On the Journey Together: Nurse-Patient Relationship

Sub-Theme 1: Breaking the ice
Sub-Theme 2: Use of Humour

Sub-theme 3: Establishing Goals

Theme 2: Identifying Red Flags
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Theme 3: “If it does come the time...they feel a little bit more comfortable”: Planting the seed to

improve the experience

Sub-Theme 1: Making the Unplanned C-Section a More Positive Experience

Theme 4: Tailoring patient preparation for unplanned c-sections

Sub-Theme 1: Tailoring preparation based on assessment of patient anxiety

Sub-Theme 2: Tailoring preparation for patients based on the nurse’s personal experiences

Theme 5: Preparing Patients for Unplanned C-Section

Sub-Theme 1: Preparing patients for non-emergency unplanned c-sections

Sub-Theme 2: Preparing patients for emergency unplanned c-sections

Theme 1: “On the Journey Together”: Nurse-Patient Relationship

When participants met their patients, their goal was to assess what the patient needed from them
in order to optimize their wellbeing during the labour and birth process. When participants met a new
patient, “you get to know who they are, where they re coming from, what’s important to them, who'’s
their family, what they want from this experience” (Participant #4 [P4]). This assessment was ongoing,
and participants gathered assessment data through talking to their patients as well as observing their
reactions to the labour process. Participant #7 explained how getting to know her patients allowed her to
build a trusting nurse-patient relationship: “I introduce myself...I can tell by their answers like, what
kind of people that they are...you can’t always get like the really nice...patient...I let them tell me how
they want me to be for them.” All participants spoke about using strategies to support optimal emotional
and psychological outcomes for patients during the childbirth experience. Primary to these strategies
was the development of a trusting therapeutic nurse-patient relationship. One participant summed up this

relationship as: “I tell them we re on the journey together...we're a team...it’s their experience and I'm
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Just there to facilitate it” (P11). Specifically, participants discussed building relationships with their
patients that support their interactions by ‘breaking the ice’ with patients, ‘using humour’, ‘setting

realistic expectations’

Sub-Theme 1: Breaking the Ice

Participants described initiating a therapeutic nurse-client relationship with their patients
by facilitating ice breaker conversations where the nurse and patient can get to know one
another.

Participants used their icebreaker conversations to begin their patient assessment, which
helped them plan care: “I go in and, and introduce myself and I don’t get stuck right into the
admission...[l] just talk about general family stuff and, and their journey to pregnancy
and...what their expectations are” (P11). These early icebreaker conversations also help
participants set the tone for the day, so the patient has a sense of what to expect from their nurse
and from their labour experience. As Participant 12 explains, “/ try and like break the ice and
I’'m like ‘we’re gonna have a good day, we’re gonna have fun, we’re gonna have a birthday
party today’...I just try and take...the edge off a little bit...then I'll go into like ‘okay like, this is
what you can expect from the day’.” By breaking the ice, participants hope that they can build a
trusting relationship with their patient, which will help them maintain the therapeutic nurse-
patient relationship regardless of what complexities the patient’s labour presents.

For many of the participants, the relationship between the nurse and patient hinges on
their ability to understand the unique needs of their patient in order to tailor their care to promote
a trusting bond.

It’s almost like proving to them that you’re dedicated and that...you’re there for

them and I like to always give them like an overview of what they can expect so
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you know, you go in and you introduce yourself personally you get to know their
names um... you ask you know how are they feeling...how, how’s your pain?...
and then you kind of go into talking about, you know, what their expectations
are...Just like having like that small talk is really important. (P9)

By breaking the ice with their patients as soon as they meet them, participants are able to

weave clinical assessment and discussion into a professionally intimate new relationship.

Sub-Theme 2: Use of Humour

Many participants identified that patients experienced labour as a stressful experience, which
they felt they could impact positively by developing a trusting nurse-client therapeutic relationship. One
intervention used by many participants to develop that relationship was the use of humour. Some
participants described using humour to break the ice and initiate the nurse-patient therapeutic
relationship. Participant #8, explains, “I guess I like to have a connection with the patient and her
partner...I like to use jokes just to kind of get a light happy feeling with them.” Other participants
describe using humour throughout the labour and birth process to lighten the mood in the room and
promote ongoing rapport between themselves and their patients. Participant #7 describes:

Usually my humour is what creates that bond because they laugh and they’re like, ‘you
know we’re so glad you’re here. Like you make us laugh and, and, you’ve calmed us
down, we’ve kind of forgotten about the stress of the situation and thank you...we were
scared to death coming in here and you calmed us down because you’re so calm...you’re
funny and...you made it a great experience’ (P7).

Participants who described the use of humour as a relationship building tool believe that, through
the positive relationship, they are able to help mitigate patient stress, which they view as an important

part of their role.
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Some participants described using humour as a particularly helpful tool when the plan for the
patient’s labour needed to change. Participant #2, for example, explained how she lightened the mood
when her patient’s birth plan didn’t come to fruition: “’I’m really sorry that the plan that you had didn’t
happen, but your baby wanted a different kind of birthday party.” Just always try and make it a little bit
Sfunny because it kind of brightens the mood.” This reinforces the importance of using humour as a stress
mitigation tool during labour and birth.

Not all patients respond well to humour, and many participants described assessing how their
patients respond to their humour in order to determine whether it is a helpful technique for the
individual. Participant #10 reflected: “I use a lot of humour ... depending on the patient because not
everybody is receptive to like joking and laughing and whatever.” In describing their use of humour to
build a trusting nurse-patient therapeutic relationship, the participants all recognized that, when used
with patients who they assess to be receptive, it is an excellent tool, but that it may be less useful for

patients who are not receptive to the use of humour.

Sub Theme 3: Establishing Goals.

Participants recognize the negative effects that unplanned c-sections can have on their
patients including feelings of guilt, failure, surprise, fear, confusion and anger. Some participants
identified that these feelings are often due to unmet expectations. Participants described trying to
mitigate these negative emotions through the ongoing development of the nurse-client
therapeutic relationship.

As part of building the relationship, some participants described that they engage with the
patient to establish their goals during the labour process, and then explain the realities of the

labour and delivery process so their patients do not develop unrealistic expectations. One way in
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which some Participants described establishing goals with their patient was through the time
spent reviewing patients’ birth plans with them early in the nurse-patient relationship:
That’s the first thing I’ll do, is I’ll say ‘let’s go over your birth plan, I see you
have this, I see you have that, these are all great ideas, just wanna let you know
that they may not happen, I don’t want you to be disappointed, I...want you to
understand that this is the nature of labour and delivery’. (P10)

By demonstrating interest in what the patient desires while sharing the reality of the unit,
participants built trust with patients which supported the development of their therapeutic
relationship.

Participants unanimously identified their primary goal was having a living and physically
healthy mother and baby at the end of the birth. They also identified the importance of their
patients having positive birth experiences on the patients’ emotional health. Participants
expressed the need to combine these goals. Participant #5 stated:

I say frequently “our goal is the same as yours, we want a healthy mom and a
healthy baby, and we’ll do anything that we can to support your...wishes for a
vaginal delivery, but all we want is a healthy mom and a healthy baby”.

Similarly, Participant #14 explained “my motto, and I say it to my patients multiple times,
is ‘healthy mommy, healthy baby’, that’s all we want. And you know, we get there kind of how we

29

get there and your baby’s...the one who'’s in charge’” (P14). These participants described an
ongoing focus on respecting and acknowledging their patient’s goals, while being open and

honest about their own goals, which helped them to establish mutual goals with their patients.

Theme 2: Identifying Red Flags
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Participants described elements of their holistic clinical assessments that indicate to them
that a patient’s labour may be heading toward an unplanned c-section. They use this recognition
of ‘red flags’ to determine when to prepare their patients for the possibility of an unplanned c-
section. Participant 12 explained:

If you’re having a tracing that’s being really silly and...you’re to the point where
now you’re calling for help and all of a that...I’m gonna say ‘listen, we’re at this
point now where I’m not sure if this baby’s gonna do well enough to be able to
continue on in this labour. It may be best if we end up going to a C-section...I
don’t want you guys to be blindsided.

The most commonly mentioned red flags that tip off the participants to concerns that
labour isn’t progressing normally and may require an unplanned c-section were concerns with
the fetal heartrate with or without the introduction of labour induction or augmentation
interventions, a non-progressive first stage of labour, and concerning maternal factors such as a
maternal fever.

Interestingly, participants often noted that they were able to identify multiple red flags,
either large or small, in a patient’s clinical picture. They described this gestalt as a “‘feeling”
(P#10) that the labour is not going smoothly. On further reflection, the feelings participants
described indicate the existence of a tacit, or implicit, knowledge stemming from these expert
nurses’ years of experience learning about, and observing, labour. Participant #13 reflected:

I think working...in labour and delivery you kind of just get sort of a gut feeling.
Um...the exam’s not great or you can kind of tell by the size of their belly that the

baby looks very large and they’re maybe a smaller person so you’re kind of uh
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worried about CPD [cephalopelvic disproportion] or something like that um...
you, you kind of put that all together.

Similarly, Participant #10 described:
...t is like the big clinical picture. Like if you have someone come in and, and
think it’s going smooth but they’re LGA [large for gestational age] and then you
get to the point where you start pushing and you know this baby’s head is not
coming through, like you kind of knew in the beginning. You know? You kind of
knew at the start that this baby wasn’t gonna come out... her vag.

Having participated in ongoing education and observed and participated in many births
over the course of their years working as labour and delivery nurses, the participants explained
that they put all the red flags they observed together and let their tacit knowledge about which
patients wind up in the operating room for a c-section as a guide for when to introduce the idea

of unplanned c-section (P1, P9, P10, P11, P12, P13, P14).

Theme 3: “If it does come the time...they feel a little bit more comfortable”: Planting the
Seed

Participants identified the importance of making unplanned c-sections a positive
experience for their patients. There are many indications for an unplanned c-section, and
participants explained that they will often ‘plant a seed’ that a c-section might be necessary, even
in patients who don’t have any indications that an unplanned c-section will be required (P13).
Participant #6 explains, “I like to plant the seed if they need a c-section in advance. I say ‘we’re
not planning for it currently but I do want you to keep in mind that this is a possibility moving
forward. We are going to work towards having a vaginal delivery but I'm not sure’”. This is
done in order to take away the shock that participants note can occur when patients are

blindsided by the need for an unplanned c-section, and to improve patients’ emotional responses



47

to the change in their expected birth experience. Specifically, participants described a focus on
‘making the unplanned c-section a more positive experience’.
Sub Theme: Making the Unplanned C-Section a More Positive Experience

Participants note that unplanned c-sections can have negative impacts on the emotional
and psychological health of their patients, largely due to the fact that their birth experience takes
an unexpected turn. Participants describe preparing their patients in advance for the potential of
an unplanned c-section as improving the experience for their patients, which is their goal, as
discussed here:

They’ve spent all this time thinking about it being one way and planning for it
being one way. To have that...ripped out of their hands. Even though they do
consent to a c-section, it happens so quickly whether it’s emergency or for failure
to progress. It can happen so fast and then they, I think a good portion of people
would be like “ok ya as long as the baby’s healthy just do whatever needs to be
done” and they cope pretty well. But then there’s the other half who will cry when
you tell them that we don’t think you’re dilating or the heart rate’s not good. And
they’ll start crying “I just feel like I didn’t want this” or “I’m scared” is a big one
that they’ll admit to. You just try to make that as good as possible. As easy as
possible. Kind of making the most of a bad situation for them (PS).

In order to avoid the negative feelings described above by Participant #8, participants
explained that they helped mitigate this negativity by preparing their patients through education
about what is happening and helping them to maintain focus on the end result —a new baby. “/
feel like the more you explain to people what’s happening, the less likely they are... to be upset

about the experience” (P10). This idea is echoed by Participant #11: “So you just sort of prepare
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and then, if...it turns into a section then it’s less [pause] devastating for the patient because
they’ve kind of got it just a little bit at the back of their mind...” Finally, Participant #12 focuses
on helping the patient remember what the end result of their birth experience will be, while
maintaining a sensitivity to the needs of the patient:
I try to reinforce the fact that, ‘listen if you’re here for an induction, the last
option for me is also giving you a C-section’...I try to just put it down to like, this
is life unfortunately and life changes and sometimes the direction of...where
things are going [pause]...goes in a different way. But hopefully the end result is
that we still all end up in the same place, right? (P12)
While participants are telling patients things they don’t necessarily want to hear, many
participants described this honest discourse as being important to improve patients’ emotional
responses, given how challenging they know the element of surprise to be for patients when

birthing plans change at the last minute.

Theme 4: Tailoring Patient Preparation for Unplanned C-Sections.

While all participants prepare patients for unplanned emergent and non-emergent c-
sections, many noted that they do not use a blanket approach to preparing all patients.
Participants recognized that not all patients respond well to the same type of preparation. Some
patients liked to know everything; others preferred a ‘less is more’ approach. Many participants
noted that it is their assessment of their patient’s anxiety level that influences how they prepared
them for an unplanned c-section. Participant #9 explained: “some people are really afraid
of...everything medicalized...they would just rather not know...the less they know, the less they
worry almost...and they can get very overwhelmed and fixated on certain topics.” Some

participants explained that it’s their ongoing assessment as to how patients cope with different
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elements of labour that tip them off to how anxious a patient is, and participants also noted that
some anxious patients preferred more detailed preparation while others preferred very minimal
preparation.

Some participants recognized that their own encounters with birth and the healthcare
system influenced their approach to patient preparation. Participant #4 described how her
experience as a labouring patient influenced how she prepared her patients:

I think some of the insecurities I experienced as a new and a young mom...I felt
like I wasn’t doing a good enough job or I didn’t have enough information to
make a good decision...If someone had taken the time to get to know me then I
might have made different decisions or felt more confident in the decisions I
made. So, I think that’s why I want to connect with people and have the
information they need to make decisions.

Since participants acknowledged that what worked or didn’t work for them may not be
the same for their patients, participants described that while their own experiences sometimes

influenced their care, they also assess each patient individually.

Sub-Theme 1: Tailoring Preparation Based on Assessment of Patient Anxiety.

Participants described a variety of ways to determine how anxious their patients are
which cues them as to how to adjust their care (see Chart 1). Most participants described ongoing
assessment throughout their care as guiding their approach to discussion about an unplanned c-
section:

How they react to different things that I tell them can give me a picture of how
anxious they are about the whole process. Even the partner as well... how do they

handle an IV? The epidural process? A vaginal exam? If there was an atypical or
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abnormal tracing and I had to do the intrauterine resuscitation method, how they
responded to that and my explanation of that can give me a picture of how
anxious they’re feeling about the whole process.” (P6)

Similarly, Participant #5 described how she assessed that a patient was anxious: “She was
really anxious...somebody who would watch the tracing, who would call...some people will call
you to be like ‘is baby ok?’ ‘why is it doing that?’” Once participants understand their patient’s
anxiety level, they adjust their care to mitigate that anxiety.

Many participants described their assessment of patient anxiety as a key factor in how
they prepare patients for unexpected events like unplanned c-sections. Some participants
recognized that patients they flagged as anxious required one of the following: no information
about changes in the labour process, an earlier warning of change and a slower flow of
information, or additional detailed information. Participant #2 explained that some anxious
patients want to receive no information about the trajectory of care: “There are a lot of really,
really anxious moms who don’t want to know anything. And certain words, even the word blood
grosses them out and they want to know nothing. ” Participant #3 described care for anxious
patients who require earlier warnings and spaced-out teaching:

I give them a lot of extra head’s up about potentials that might be coming...And
try to pace it as much as we can if possible...kind of like gently bringing the
into the process of what’s going on as best I can...answering their questions and
providing a little more comfort care.

Finally, Participant #10 discussed preparing anxious patients who they assess as needing
additional and more detailed information: “A lot of the times people who have anxiety wanna

hear everything. They wanna know every single thing that’s happening...so with them I have to
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be prepared to answer every single thing.” The participants’ descriptions of both identifying

flags that patients are anxious in labour and their vastly different methods of preparing anxious

patients for unplanned c-section demonstrated the length to which L&D RNs individualize care

during the intrapartum period. Ultimately, the participants described taking their cues from their

patients and providing preparation with an aim at mitigating the anxiety of those patients who

they assess as anxious.

Chart 1

Patient Anxiety Flags Identified by Participants

Physical Characteristics

Reactions to Care

Questions

Body language
indicating patient is on
alert for complications,
such as sitting up straight
in bed

Fidgeting

Crying

Eyes darting

Negative reactions to
intravenous insertion,
epidural insertion,
and/or vaginal
examinations
Negative response to
nurse’s explanation of
intrauterine
resuscitation
Negative reaction to
clinical words such as
the word ‘blood’
Patient states, “I’'m
anxious”

Patient initiates
relationship with new
nurse stating “I don’t
want a c-section”

Asking repetitive
questions
Apologizing for
asking questions
Asking numerous
questions
Fixation on the
fetal heartrate
monitor, including
questions about
fetal wellbeing
based on monitor
readings

Sub-Theme 2: Tailoring Preparation for Patients Based on the Nurse’s Personal Experiences

Participants draw on their personal experiences with labour and birth, parenting and the

healthcare system to provide care. For Participant #1, preparing her patients thoroughly for what

is to come is important because she remembers her sister’s unplanned emergency c-section as
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being very traumatic, due to the fact that neither she nor her sister were given anticipatory
guidance. “I think seeing my sister deliver and seeing what kind of emotional situation she had
and how devastated I was. I never want a family member or even my patient themselves to go
through [that]” (P1). For Participant #6, preparing patients thoroughly for unplanned c-sections
is about following the golden rule, as she explains: “I think a lot of this stems from how I would
want to be treated. I am somebody who, I'm very type A and I need to know why and I need to
know what’s happening and as much explanation as I can get...I’m treating my patients the way
I want to be treated. ” While these participants apply their own experience to the provision of
care, this was more about participants wanting to create a safe and trusting environment for their
patients, as opposed to participants attempting to project their experiences onto their patients.
Interestingly, some participants also share their own experiences with patients in order to
promote a bond with the patient by relating to their experience, and in order to help make the
unknown feel less intimidating. Participant #7 explains how drawing on her personal experience
helps her to provide care in the presence of red flags during labour, and builds her bond with her
patient at the same time:
After a post-epidural dip, I’ll be like, ‘you know what, one mother to another, the
same thing happened to me. And my daughter is 17 and alive, we’re fine’...
Because they see me as a fellow mother who’s helping this person become a
mother. And, it... helps me to build that bond with them too.
Some participants reported that patients value knowing that their nurse has been through

the experience of giving birth.

Theme 5: Preparing Patients for an Unplanned C-section
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All participants discussed how they prepare patients for unplanned c-section. Two
important sub-themes emerged: ‘preparing patients for non-emergency unplanned c-section’ and
‘preparing patient for emergency unplanned c-section’.

Participants differentiated between types of unplanned c-sections. An emergency c-
section is one where the life of the mother and/or baby is being immediately threatened and
action must be taken urgently to save one or both lives. An example of rationale for an
unplanned emergency c-section is an umbilical cord prolapse, as described by Participant #11:

I’m examining them and there’s the cord, I’ll say ‘you know what, sweetheart...I
just examined your baby...and the cord is in my hand. So, I gotta push this head
up...and we’re going for a section...but I’'m gonna be with you...we’re gonna
push the [emergency] button, I’'m gonna stay on the bed and we’re going in there.

In these emergency situations there is no time to sit down and prepare the patient in
advance, and all preparation must be done while moving the patient towards the operating room.

On the other hand, a non-emergency unplanned c-section is one where participants
identify smaller red flags that their clinical judgement and experience tell them may be leading to
an unplanned c-section in the future, such as a patient whose labour has stalled early in the first
stage. In these non-emergency situations, participants described a slower and more gradual
introduction of the idea of a c-section to patients, such as Participant #10 who gives an example
of how she might introduce the idea of a non-emergent unplanned c-section: “I’m gonna take
this blood work because [’ve seen a few things in your baby’s heart rate that concern me...I put
it in their heads that this may result in going to the OR.” When the nurse sees red flags but uses

their clinical judgement to determine that the c-section will not occur immediately, they take the



54

time to sit with their patients and prepare them more slowly so that the potential decision for the
obstetrician to ‘call’ the c-section is less shocking to the patient.
Sub Theme 1: Preparing Patients for Non-Emergency Unplanned C-section

When participants identify one or more red flags indicating to them that a labour may not
end in a vaginal birth, but there is no current obstetrical emergency, they described several
strategies to prepare the patient for possible c-section. This included preparing the patient to hear
what the physician might tell them about the possible need for c-section. Participant 14 shared,
“If...I can tell that we re potentially heading in the direction of needing a c-section I will often
try to have a conversation with my patient before the OB is even present in the room.” They do
this because they believe the trust and rapport they have established with their patients make
them the best person to share this sort of news, as explained by Participant #13, who stated, “/
think it’s a little bit easier to... to hear that information from someone you 've seen more often,
you feel like you kind of have a relationship with, you trust...it makes it a little bit easier
to...accept that.”

In addition, participants consciously took time to be present with their patients and share
with them the signs they are noticing that an unplanned c-section may be needed and prepare
them for this possibility. Participant 15 explained:

If it’s someone that doesn’t need an [immediate] emergency c-section...I’ve
pulled up a chair, I’ve sat right beside them and I was like ‘ask me anything and I
will tell you everything and I will tell you what to expect’...I can sit there at the
beside with them and I think they appreciate knowing what’s gonna happen

or having their questions answered.
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Nurses emphasized the importance of these strategies to help patients, and their support
people, feel some sense of control:

I think women and husbands, or partners, can feel like a loss of control in the
whole process...[so] I am very transparent with my patients. I don’t sugarcoat
anything. If I feel like...your tracing’s not good and I’'m having to intervene with
intrauterine resuscitation I tell them “I did this because” and I usually flip the
monitor and show them. (P6)

In a non-emergency situation, the nurse is able to focus completely on the patient’s
emotional and psychological response to the information they are sharing and titrate the
information depending on their assessment of the patient’s needs.

Sub Theme 2: Preparing Patients for Emergency Unplanned C-Section

When an obstetrical emergency occurs, that is an immediate c-section needs to occur to
save the life or the mother and/or baby, participants identified that they do not have time to sit
with their patients and provide gentle, tailored preparation. Instead, participants describe using
eye contact (P10, P14, P16), touch (P10, P11), and anticipatory guidance while performing
technical tasks in order to prepare patients for leaving the labour room and entering the operating
room (P9, P10, P11, P13, P14, P15) hoping this helps make the patient feel supported. They
also describe following up after the emergency is resolved and debriefing with emergency c-
section patients in the recovery room (P1, P5, P6, P8, P9, P10, P13).

Participant #13 describes her standard method of preparing a patient during an obstetrical
emergency, on the way to the operating room. Participant #13 explained that she focuses on
making sure the patient is able to anticipate what is to come, and also feels reassured by her

ongoing nursing presence:
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I’1l try to come like straight into the patient’s face and just sort of explain what’s
going on. Just so that they have one thing to kind of focus on with so many other
things going on. So, if I can, like if I have a moment to just go by the patient and
be like ‘this is what’s happening’, um you know, if it’s a prolapse or whatever
‘this is what that person’s doing down there, someone’s gonna be doing this,
someone’s gonna be doing that, this is anesthesia, they’re going to help to make
you comfortable’. Just kind of explaining what’s going on, even if not all of it’s
being necessarily absorbed. I feel like it kind of, it kind of gives them something
to focus on instead of... having all these things happen to them and you’re just
kind of like almost dissociating from it.

While there is no time for the nurse to tailor their preparation to the individual patient’s
needs, in an obstetrical emergency, the nurse still uses their nursing presence and relays all
relevant information to the patient, so they know what to expect in the coming moments.

Participants described prioritizing the patient’s emotional state during obstetrical
emergencies and unplanned emergency c-sections (while tending to their technical tasks), as they
recognize the immense fear and loss of control patients feel in these moments. Participant #14
uses anticipatory guidance and echoed Participant #13’s prioritization of making eye contact.
She also utilizes therapeutic touch, as described here.

Eye contact is a huge thing and making sure that I know that they’re scared
because it’s a very scary experience. But kind of that reassurance and the, then
talking to them and once you get them into the operating room, giving them the

heads up that it’s bright and it’s cold and there’s a lot of people in this room but
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like I’m right here beside you, very often holding your hand, and will get your
through this. (P14)

Importantly, some participants described debriefing with patients who required
emergency unplanned c-sections in the recovery room after the birth. Participant #1 explained,
“So I always make sure, even after a c-section if something happens, I'm like, ‘hey mom. Do you
understand why we did it? Do you have any questions? Do you have any worries? ™ The
participants who debrief with their patients state their goal is to make sure the mother
understands what happened and why, so they are not left with feelings of guilt or confusion.
Summary of Findings

The majority of the participants were between 25 and 44 years old, Bachelor-prepared,
and working in busy labour and delivery units with 4,000 annual deliveries per year or greater.
When discussing how they anticipate which patients will require an unplanned c-section during
labour, the participants described multiple red flags that cue them that their patient’s labour may
be heading toward a c-section. Red flags include deviations from normal such as atypical fetal
heartrate and abnormally slow progression of labour. Many participants discussed a less concrete
method of identifying which patients will require an unplanned c-section, using their tacit
knowledge to identify many small red flags and, leading to what some described as a gut feeling
as to which patients will require a c-section.

Participants discussed methods they use to prepare their patients if they anticipate the
need for an unplanned c-section. This preparation begins with the development of a robust nurse-
client therapeutic relationship, which begins when they initially meet their patients and break the
ice by getting to know their patients, often through the use of humour. Participants also described

an awareness of the challenges that unmet expectations pose to patients who experience
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unexpected events in labour, such as unplanned c-sections. Participants described using an
honest approach and letting their patients know about potential outcomes early on, planting a
seed as to any potential they see for the need to change course and welcome the patient’s baby by
c-section.

Participants overwhelmingly expressed the importance of individualizing care and
preparation for patients based on ongoing assessment of patient and their responses to the labour
experience, particularly to their level of anxiety during labour. While assessing their patients,
participants described titrating the amount and content of their preparation to meet the patient’s
needs. Participants also differentiated methods of preparation for unplanned c-sections that are
emergent, such as in the case of an immediate threat to the baby’s life, compared to an unplanned
c-section for an urgent but not immediately life-threatening cause.

These findings will be further discussed in relation to existing literature, implications for

future research and limitations in the discussion section.
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Chapter S

Discussion

Introduction

In 2020-2021 caesarean sections were the number one surgical intervention in Canada,
with 106,728 performed, accounting for 31% of all births (CIHI, 2022a); 17.6% of low-risk
primiparous patients in Canada had unplanned c-sections during the same timeframe (CIHI,
2022b). A review of the existing literature has shown that unplanned c-sections can have
significant negative impacts on the emotional and psychological health of patients who
experience them (Aliem & Ramadan, 2018; Chen et al., 2020; Moameri et al., 2019). This study
is one of the first to examine how L&D RNs anticipate that a patient will need an unplanned c-
section and how they therapeutically support patients who ultimately have an unplanned c-
section to optimize their emotional and psychological health. Understanding how nurses care for
patients who will deliver by unplanned c-section is vital to optimizing patients’ physical,
emotional and psychological wellbeing, which has significant clinical relevance as c-section
rates continue to rise in Canada and internationally (Betran et al., 2021; CIHI, 2022a).

This study contributes new knowledge about the role of the L&D RN by giving these
nurses a voice about their intrapartum nursing practices. The participants in this study described
how expert L&D RNs anticipate that a labouring patient are likely to require an unplanned c-
section, and how they support patients who are at risk of this outcome. The results of this study,
which are presented in Chapter 4, will be discussed below. Implications of findings, study

strengths, study limitations and areas for future research are also discussed.

How Expert L&D RNs Anticipate an Unplanned C-Sections
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One of the main findings in this study was related to how experienced nurses used tacit
knowledge when interpreting their patients’ dynamic assessment findings. Tacit knowledge
helped participants identify ‘red flags’ which acted as prompts that their patient was at increased
risk for an unplanned c-section. Tacit knowledge was conceptualized by Polanyi (1966) as
“scientific intuition” (p. 4), a way of knowing that is difficult to articulate, formed through a
combination of formal learning and extensive experience in a specific setting (Polanyi, 1966).
Tacit knowledge in nursing is often explained as a “gut feeling” or just a “feeling” (Decker &
Hamilton, 2018, p. 296-297) constructed unconsciously but rooted in experience recognizing
patterns in patient care (Tanner, 2006). Tacit knowledge has also been defined by researchers as
“gestalt knowledge” (Brummell et al., 2016, p.48).

Physical findings, including lack of fetal descent in the pelvis, an atypical fetal heartrate,
a non-progressive first stage of labour, fetal intolerance to Oxytocin, maternal fever, and
maternal vaginal bleeding were objective findings used by participants to identify patients whose
risk for unplanned c-section was increasing. The researcher probed further into how participants
anticipate unplanned c-sections, by asking the question: Can you tell me about a time you sensed
a patient needed a c-section before the obvious clinical signs presented themselves? This
question led to the exposition of tacit knowledge. Some participants described having a “gut
feeling” (P1, P6, P11, P13) or “that feeling” (P9, P10, P15) or saying they “can tell” (P14) about
the trajectory of the labour based on their years of experience in L&D nursing. Participant #13
stated: “after a certain amount of time...working in labour and delivery you kind of just get...a
gut feeling”, which concisely summarizes what several of the other participants described.

This is the first known study to identify the use of tacit knowledge in intrapartum nursing.

The findings of this study indicate that the ability for participants to derive that an unplanned c-



61

section will likely be required is informed by two things: participant gut feelings and overall
assessment findings. The assessment findings are a culmination of clinical observations and a
deep understanding of subtle changes in their patient’s course of labour. This finding supports
Benner’s (1982) description of the expert nurse as a nurse who uses tacit knowledge by
combining their academic knowledge with their years of experience in a specific care
environment to make quick and accurate decisions without being able to articulate their decision-
making process. The use of tacit knowledge in nursing practice is supported by studies from
critical care nursing (Hassani et al, 2016), emergency room nursing (Brummell et al., 2016;
Lyneham et al., 2008), and mental health nursing (Lin et al., 2022; van den Huevel et al., 2019).
These findings are the first in the field of obstetrical nursing to identify the tacit knowledge
within expert practice related to unplanned c-sections.

Data analysis revealed that participants’ ability to use tacit knowledge was based on their
years of experience in the field, which allowed them to identify patterns in labour processes.
Tanner (2006) explains that patterns emerge when nurses observe the way patients respond to
certain situations and reason through what these responses say about the patient and dynamic
assessment findings. The participants had seen patterns of small changes adding up to a c-section
in the past and, without being able to describe how they came to their conclusion, applied that
past experience and anticipated that it was time to begin preparing their patient for a change in
delivery mode. The participants combined the explicit knowledge they gained through training
and academics with their experiences on the L&D floor, learning to identify patterns in patient’s
labours, to generate tacit knowledge that guided them in their clinical decision making (Benner,

1982; Decker & Hamilton, 2018; Tanner, 2006)
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Combining “scientific intuition” (Polanyi, 1966, p.4) and the results of ongoing clinical
assessment to anticipate outcomes and guide nursing actions is tacit knowledge, as reflected in
Hassani et al.’s (2016) qualitative descriptive phenomenological study. Hassani et al. (2016)
conducted semi-structured interviews with 12 Iranian critical care nurses and found that critical
care nurses perceive intuition and gut feelings as signals that something is wrong with their
patient and action is required. Hassani et al. (2016) identified these gut feelings as being
“unconsciously automatic” (p. 37). Hassani et al. (2016) also found that; like participants in this
study, along with their gut feelings and intuition, critical care nurses looked at psychological and
physiological changes in their patients. The work by Hassani et al. (2016) supports the findings
of this study that nurses utilize tacit knowledge to inform their clinical decision making.

Participants in this study spoke of their gut feelings when describing the meaning of
dozens of little changes, they assessed in their patients cueing them that an unplanned c-section
is imminent and, therefore, that they must begin to prepare their patient. The participants were
describing a tacit knowledge based on the clinical changes they observed and how they knew
what to do with that knowledge. Their inability to articulate how their assessment findings
translated into ‘feelings’ is a key feature of tacit knowledge (Decker & Hamilton, 2018; Tanner,
2006). Decker & Hamilton (2018) developed a nursing theory to describe how nurses, such as
the participants in this study, develop tacit knowledge. Decker & Hamilton (2018) theorized a
Nursing Knowledge Pyramid (NKP), where tacit knowledge formed the base of the pyramid with
all other types of knowledge building upon the tacit knowledge. They placed tacit knowledge at
the bottom of the pyramid because “all knowledge is rooted in tacit knowledge” (Decker &
Hamilton, 2018, p. 297). Decker & Hamilton (2018) theorized that tacit knowledge can be

developed through the integration of machine knowledge (knowledge that is stored on computers
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and can be accessed by nurses, such as the results of research studies that are indexed in a
database) and explicit knowledge (knowledge that is expressed through the written and spoken
word, such as that which is taught in a classroom) (Decker & Hamilton, 2018). This theory helps
to explain how study participants, who are experts in their field, have developed the tacit
knowledge they described using in their perinatal nursing practices.

Exploring how expert L&D RNs use tacit knowledge to anticipate unplanned c-section
was important as participants described how this anticipation prompted them to prioritize patient
preparation for unplanned c-section during their nursing care. The gap in this research is
significant, in that, only one literature review on the topic was found. Lake et al. (2009)
completed a literature review to determine how tacit knowledge is used in nursing to guide
nurses’ clinical decision making. The authors found that nurses’ clinical decision making
determined how they prioritized care while reviewing 461 books, theses and papers published
globally between 1966-2003 (Lake et al., 2009). They found that as nurses gain practice
expertise, they increasingly use their tacit knowledge to inform their clinical decision making
and prioritize patient care needs (Lake et al., 2009). As nurses gain expertise, they become more
confident in using pattern recognition and personal discretion in determining what care to
prioritize through cues they pick up from their patients during clinical assessments (Lake et al.,
2009). The findings of this current study support, and are supported by, Lake et al.’s (2009)
findings. Participants in this study did not use the term ‘pattern recognition’, rather they
described ongoing nursing assessment of the patient and fetus during labour and combining those
findings with their gut feelings to inform their clinical decision making. They also described
patient factors that guided them to suspect their patient is at higher risk of an unplanned c-section

(e.g., patient height versus expected size of fetus). While these assessments may be done by
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novice nurses as well as expert nurses, Lake et al. (2009) found that novice nurses “may be
overwhelmed” (p. 380) by the assessment data and may not be able to distinguish relevant
patient data that would guide their decision making and prioritization. Similarly, in this study,
some participants attributed their ability to develop and act on gut feelings to their experience
(P11, P14). Since tacit knowledge is an important part of anticipating unplanned c-sections, L&D
RNs who possess expertise may be in a better position to know when to prioritize patient
preparation for unplanned c-section than novice nurses.

This study found that expert L&D RN utilize tacit knowledge, an intuitive sense of what
is happening and how to react in clinical practice, to anticipate the need for unplanned c-section
(Polanyi, 1966). This study contributes to the emerging body of literature that demonstrates that
tacit knowledge is developed by expert nurses through a combination of their education and
clinical experience, and that it is used in several nursing areas. The findings of this study
supported, and were supported by, existing literature on tacit knowledge in nursing. There is a
clear gap in the research related to the use of tacit knowledge in perinatal nursing.

Therapeutic Use of Humour in Maternity Care

One serendipitous finding of this study was participants’ use of therapeutic humour to aid
in the establishment and maintenance of the nurse-client therapeutic relationship, as well as to
help keep patients calm and reduce stress during challenges in the labour process. No previous
studies were found that examined the use of humour in perinatal nursing; however, the use of
humour found in this study aligns with the existing literature on therapeutic humour in areas
outside of perinatal nursing (Sousa et al., 2019). Incorporating humour into nursing care for the

purpose of improving patient health and well-being has been defined as therapeutic humour. The
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term therapeutic humour is used interchangeably in the literature with the phrase therapeutic use
of humour (Dunn, 1993; Old, 2012).

Participants in this study used therapeutic humour as a key intervention in the
development of trusting and therapeutic nurse-client relationships, and as a strategy to diffuse
stress during uncomfortable clinical situations. Participants described a trusting nurse-patient
relationship as one where they helped patients relax and open up to them, providing the nurse
with the information they needed to support optimal emotional and psychological outcomes for
patients during the childbirth experience. Similarly, Dean (2004) studied the nurses' use of
humour in the palliative care setting and found that nurses used humour as a tool to initiate the
nurse-patient relationship and set the tone for the day. In addition, they used humour to break
down barriers and connect with patients early in the care relationship as therapeutic humour
could add warmth to the therapeutic relationship, relaxing the patient (Dean, 2004). Sousa et al.
(2019), conducted a scoping review on the use of therapeutic humour by nurses and found 17
studies on the use of therapeutic humour in oncology nursing, dialysis nursing and palliative care
with similar outcomes, demonstrating that therapeutic humour improved trust between nurse and
patient and promoted patient wellness by reducing feelings of stress and pain.

Participants in this study described using different types of humour. Some described
making intentional jokes, while others described infusing subtle lightheartedness into their care,
without identifying it as humour. One participant identified their form of humour as sarcasm
(P15). Sousa and colleagues (2019) had similar findings reporting that humour took different
forms including telling jokes, making comments on the perceived silliness of clinical situations,

sharing funny personal experiences and also sarcasm.
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In this study participants discussed very specific obstetrical situations when they used
humour to support patients. Specifically, they identified that after a good therapeutic relationship
was established, they diffused stressful situations by using lighthearted language to describe a
potentially serious situation. Participant #4 explained variable fetal heart decelerations (which
are often caused by compression of the umbilical cord in labour) to her patient, comically, as
“the baby making armpit farts with [the umbilical cord]”. Participants explained that using
playful language to discuss clinical situations put patients at ease, brightened the mood in the
room and built trust between their patients and themselves. Likewise, the use of lighthearted
language has been reported as a strategy to help diffuse stressful situations oncology and
palliative care patients (Dunn & Moore, 2005; Dean, 2004).

What constitutes humour is subjective, and humour is “paradoxical, situational,
multifaceted” (Sousa et al., 2019, p. 1142); it must be used cautiously, and nurses must be able to
assess when its use is appropriate for their particular patient. Participants in this study shared this
perspective on the use of humour. How and when therapeutic humour was used by participants
depended on the individual patient. Participants noted that therapeutic humour was not an
appropriate intervention for all patients and identified careful assessment of patients’ reactions
(which could be interpreted as cues) to humour to tailor the type of humour (regular jokes
escalating to sarcasm) they would use and if, in fact, they would use humour at all. This was
evident when Participant #15 discussed using sarcastic humour to lighten the mood for nervous
patients but acknowledged that she needed to assess the patient’s reactions to her regular jokes
before moving on to sarcastic jokes, stating that it “depends on who...the population is”. While
participants identified the importance of assessing patient reactions to their use of humour to help

them determine whether the patient would be a good candidate for use of sarcasm and other,
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more pointed, humour, none of the participants articulated what specific cues they looked for to
determine whether humour was the right therapeutic tool for their patient. Dunn’s (1993)
research on the use of therapeutic humour in psychiatric nursing similarly highlighted the
importance of the nurse taking cues to use humour from patients. Dunn (1993) found that nurses
used “intuition and gut feelings” (p. 471) to determine when the use of therapeutic humour was
appropriate. None of the participants in the present study shared using intuition and gut feeling.
Old (2012) stated that knowing when to incorporate humour is a skill possessed by the expert
nurse who combines patient assessment and context and simply “‘gets’ that it is appropriate to
add some humour” (p. 18). This suggests that tacit knowledge may come into play when nurses
determine when and how to use therapeutic humour in their care.

The present study is the first known contribution to the literature that identifies use of
therapeutic humour as a labour and delivery nursing intervention. Therapeutic humour has been
studied in some nursing contexts, such as oncology nursing, dialysis nursing and palliative care,
but never in perinatal nursing (Sousa et al., 2019). Further qualitative research into how L&D
RN assess for cues, that their use of humour as an intervention, resonates positively with their

patients would be useful.

Planting the Seed About Unplanned C-section

Unplanned c-sections have been shown to have potential negative emotional and
psychological impact on patients who experience them (Bossano et al., 2017, Chen et al., 2020,
Moameri et al., 2019). There is evidence to show that patients who are well-prepared for their
unplanned c-sections experience greater satisfaction with their births, which can mitigate against
negative emotional and psychological outcomes (Miron-Shatz & Konheim-Kalkstein, 2020).

Participants in this study described their patients as having better emotional and psychological



68

outcomes if they are prepared for the possibility of an unplanned c-section compared with those
who have the procedure sprung on them. All participants described the importance of preparing
their patients for changes in their plans for a vaginal birth when they anticipate an unplanned c-
section may be required. Hodnett (1996) developed a theory of labour support, which she defined
as, “one of the most important intrapartum nursing functions” (p. 257). In her discussion of
nursing labour support, Hodnett (1996) described good support as helping reduce negative
emotions and outcomes surrounding birth and identified L&D nurses as optimally positioned to
provide this support, which includes information support. The term that some participants used
to describe preparing their patients early for unplanned c-section was ‘planting the seed’.

‘Planting the seed’ about an unplanned C-section was an intervention that participants
implemented when they anticipated their patients may require an unplanned c-section. Many
further described this intervention as initiating preparation for the change in the patient’s care
plan gently by ‘planting the seed’ (or dropping hints) to patients that their expectation of a
vaginal delivery may need to be adjusted. Participants believed that patients are often upset when
their expected birth plan, usually a vaginal birth, is no longer possible. Their intention with
‘planting the seed’ was to give the patient time to adjust to the potential change in their birth
plan, modify their patients’ expectations, and to reduce stress if an unplanned c-section was
ultimately required.

The intervention of healthcare providers ‘planting the seed’ of change in a patient’s plan
of care prior to the change occurring in order to optimize emotional and psychological outcomes
has not been discussed in the perinatal nursing literature, but has emerged in research in the field
of palliative care medicine (Mor¢ et al., 2018; Norton & Bowers, 2001). Mor¢ and colleagues

(2018) completed a qualitative study, engaging in semi-structured interviews with 13 physicians
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and one nurse practitioner who worked in either primary care or palliative care in San Francisco,
California. Their aim was to discover how practitioners engage in discussions with patients about
an unfavourable long-term prognosis (Moré¢ et al., 2018). One of Mor¢ et al.’s (2018) findings
was that practitioners prioritized ongoing discussions about patients’ poor prognosis over time.
These ongoing conversations began with the practitioner “planting the seed” (p. 4) by
introducing the idea of challenging topics such as the need to craft advanced directives and then
moving on to something else, returning to the conversation later. These health care providers
viewed discussions about a prognosis as a “process” (Mor¢ et al., 2018, p. 4) and planting the
seed opened the door for future discussion, giving patients time to adjust to their new reality. The
present study’s findings related to planting a seed are directly supported by the findings of Moré
et al. (2018).

Participants viewed planting a seed when they realized a patient’s course of labour was
heading toward unplanned c-section, which is often viewed negatively by patients planning a
vaginal delivery, as a way to give the patient time to reflect and ask questions: “kind of plant it
and then have them kind of think about it, be able to ask the questions that they need to ask”
(P13). Participants discussed giving patients as gradual a lead-in to the idea of an unplanned c-
section as possible, similar to the palliative care process of introducing challenging topics early
on. This study’s finding related to ‘planting the seed’ when an unplanned c-section is anticipated
in perinatal nursing has received little attention in the literature. Unplanned c-section is
associated with lower fulfilment and higher distress for patients who experience them compared
to those who do not give birth this way (Bossano et al., 2017). Participants in this study were

very aware of the potential negative emotional sequelae of unplanned c-section. They used
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planting a seed as an intervention to mitigate negative emotions associated with unplanned c-
section.

Participant #6 explained that planting a seed that a patient may need a c-section by telling
them, “we re not planning for it currently but I do want you to keep in mind that this is a
possibility moving forward. We are going to work towards having a vaginal delivery but I'm not
sure” acts to “mitigate” (P6) negative feelings that arise in patients who are told of an unplanned
c-section at the last minute. Similarly, in the end-of-life care research, there is evidence that
‘planting the seed’ about what is to come with a patient’s prognosis early in the care planning
process makes it easier for patients and their families to grasp difficult news (Norton & Bowers,
2001). Norton & Bowers (2001) performed a grounded theory study, interviewing 18 end-of-life
(EOL) care providers, consisting of physicians and nurses, to learn how providers help patients
make decisions surrounding palliative care. Norton & Bowers (2001) found that before engaging
in discussions about EOL decision making, they must first “lay the groundwork” (p. 264). This
involved “planting the seed [which] entailed beginning to help the patient and family understand
that the patient may not survive” (Norton & Bowers, 2001, p. 264). Recognizing the significant
impact an unplanned c-section has on a patient, the nurse’s ability to plant the seed as soon as
they sense an unplanned c-section may be necessary is intended to mitigate the negative
emotions of the experience. While EOL care differs in many ways from perinatal care, these
findings are in line with this study’s findings about ‘planting the seed’ to give patients and
families time to adjust to unwelcomed news in EOL care (Norton & Bowers, 2001).

This study’s results highlighted the importance that expert L&D RNs placed on the
‘timing’ of preparing patients for an unplanned c-section through the provision of informational

support. Previous research has emphasized the importance of providing information to labouring
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patients to improve their perception of the labour experience (Fleissig, 1993; Lyndon et al.,
2017). Lyndon and colleagues (2017) completed a qualitative study looking at how mothers,
physicians and L&D RNs view of the role of the L&D nurse. They found that both L&D nurses
and mothers viewed information provision about what will happen in labour as a key part of the
nurse’s role to help the mother achieve a positive view of her birth (Lyndon et al., 2017).
However, Lyndon et al. (2017) did not report on the timing of this information provision in their
publication. No research relating to the utility of introducing new information to labouring
patients as early as possible was found in the literature. Participants in this study believed that
the early introduction through hinting at a likely change in the plan for labour, referred to in this
study and in some EOL literature as ‘planting the seed’, helps patients adjust to the change,
improving emotional and psychological outcomes. While this concept was not found in the

obstetrical literature, these findings mirror findings in medical palliative care literature.

Study Strengths

This qualitative descriptive study gave a voice to expert labour and delivery nurses to
share their knowledge and practice, in addition to illuminating the tacit knowledge they use to
provide nursing care to labouring women who are likely to deliver by unplanned c-section. It
presented concepts not identified within the current body of perinatal nursing literature. As
discussed in the literature review, much work has been done on how patients respond to various
nursing interventions during the intrapartum period. There is limited research focusing on the
L&D RN'’s view of their role and their perception of their impact on patients. This study’s results
contribute to this small yet important body of literature.

A strength of the study was the researcher’s professional role as an expert L&D RN. This

experience provided the researcher with insider knowledge of the topic under study. The
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researcher’s expertise allowed her to have detailed and highly technical conversations with
participants. These conversations led the researcher to a deep understanding of participants’
stories through the lens of someone who has the lived experience at the bedside on multiple
birthing units. The researcher’s expertise not only helped her to develop the interview schedule
and add appropriate probes as needed throughout the interviews, but also to develop the data in a
way that rings true in the perinatal nursing context.

While bias is inevitable in qualitative research, the researcher took steps to ensure the
trustworthiness of the data through a number of means, including prolonged engagement with the
data, member checking, and keeping memos throughout data collection and analysis.

Another strength of this study was its robust sample size of 16 expert L&D RNs, which
exceeded the 10-15 participants the researcher had planned to interview. Thorne (2016) does not
believe that data saturation is possible in interpretive description and; therefore, does not
recommend a certain number or range of participants for interpretive description studies.
Hennick & Kaiser (2021) completed a systematic review looking at ideal sample sizes to reach
thematic saturation in qualitative research (the point at which data begin to repeat and no new
ideas are introduced) and found that interviews with nine to 17 participants reach that threshold.
This study utilized a sample size of 16 participants which increased the robustness of findings.

A strength of this study was the use of a maximum variation purposive sample to allow
for a broad spectrum of experienced L&D nurses’ practices to emerge. Participants’ personal
characteristics varied widely, as did their places of employment. Participants were drawn from
across the diverse Greater Toronto Area and one participant was from a hospital in a small city in
eastern Ontario. This variation added rich thickness to the description contained within the study

and enhanced transferability of results.
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Study Limitations

This study was limited by the fact that all participants worked and resided in Ontario,
Canada, potentially limiting its transferability to expert L&D nurses residing outside of Ontario.
While a sample size of 16 expert L&D RNs provided rich, thick description, the RNs were drawn
from only eight birthing units, primarily from the Greater Toronto Area. A larger sample size
with a greater geographic catchment may have yielded richer findings.

The study was also limited by the data collection method of telephone interviews due to
the global pandemic in Canada at the time of data collection. While telephone interviews have
been shown to be a practical data collection strategy, and a useful tool to elicit honest answers
from participants resulting in rich, thick data, the researcher was only able to interpret the
participants’ meaning based on their words, as opposed to picking up on non-verbal cues (Trier-
Bieniek, 2012).

Implications for Practice

The need to make fast and accurate decisions in rapidly evolving clinical situations is
critical in speciality care areas such as on labour and delivery units. The findings of this study
demonstrated that tacit knowledge, which is found in expert nursing practice, helps L&D RNs
make crucial decisions that inform patient care (Benner & Tanner, 1987). This study’s findings
can guide hospital leadership to consider the importance of staffing nurses who have reached
expert level, instead of simply aiming to fill vacant nursing roles with any available nurses.
Participants described the importance of identifying subtle clinical changes and the development
of a robust nurse-patient relationship to make clinical decisions. There is a need for experiential
learning and ongoing mentorship of novice nurses by expert nurses so the novice nurses can

observe these skills in practice. Recognizing the importance of the role of the expert nurse could
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inform the way in which hospital maternity units plan their staffing in the short-term and long-
term.

As labour and delivery is a clinical specialty unit, it is common for new nurses who have
not had specialized training to receive extensive preceptorships on the unit when they are hired.
During their preceptorships, novice and beginner nurses are generally partnered with expert
nurses. The study’s findings support the need for development of training protocols for expert
nurses, who are known to possess tacit knowledge, who are willing to act as preceptors.
Developing training protocols to teach expert nurses to explicate their tacit knowledge for new
hires could improve the practice of novice and beginner labour and delivery nurses by helping

them to understand the expert nurse’s thought processes and assessment techniques.

Implications for Education

This study found that expert L&D RNs perform nursing interventions which have not
been reflected in the perinatal nursing literature, and which participants described as part of their
care, but did not identify explicitly as interventions. This may be a function of the expert L&D
RN making use of tacit knowledge to unconsciously interpret and act upon what their patient
needs without being able to articulate it (Polanyi, 1966). Important obstetrical nursing knowledge
may therefore be taken for granted in practice by both frontline staff and administration. Not
recognizing nursing interventions as such has implications for nursing education, as student
nurses may not receive education on aspects of nursing practice that are taken for granted by the
profession. Novice L&D RNs who have not had the opportunity to develop tacit knowledge may
not be able to intervene as effectively as expert L&D RNs. This could mean, for example, that
they do not prioritize preparing patients for unplanned c-sections early enough to allow the

patient to digest the information (Benner, 1982).
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Future research on how to make the expert L&D RN’s tacit knowledge explicit can
improve practice for novice and beginner L&D RNs, whose patients will benefit from the
incorporation of tacit knowledge into their nursing practice (Benner, 1982). Specifically, novice
nurses would benefit from being taught explicitly how to anticipate an unplanned c-section,
when and how to incorporate humour into their nursing practice, and how to determine the right
time to begin providing information support in the form of planting a seed as to the potential

need for unplanned c-section.

Implications for Future Research

This study has explored and described how expert L&D RNs anticipate and support
patients who are at imminent risk of unplanned c-section. The study found that expert L&D RNs
use interventions not previously discussed in the perinatal nursing literature. Further research
regarding the use and effectiveness of nursing interventions such as use of therapeutic humour
and planting the seed in optimizing perinatal patient outcomes is needed.

The next step for nursing research is to determine whether the nursing interventions
participants discussed are efficacious at optimizing the emotional and psychological outcomes of
patients whose labours end in unplanned c-section. High quality randomized controlled trials
(RCTs) would be ideal to examine the effectiveness of the interventions participants discussed in
this study (Hariton & Locascio, 2018).

Research regarding the clinical outcomes of patients who receive intrapartum nursing
care by experts and non-experts requires further exploration. Qualitative research, involving
interviews with patients whose labours resulted in unplanned c-sections, can explore the value of
expert perinatal nursing care from the patient’s perspective. Exploration and understanding of the

role expert perinatal nurses play will help shape the future of perinatal nursing from the
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perspective of nursing research, education and clinical practice and has the potential to improve

patient outcomes.

Dissemination Plan

The knowledge gained from this study will be disseminated to stakeholders through three
channels: journal publication, conference presentation and presentation to nursing advocacy
bodies. This research will be disseminated to the perinatal nursing and nursing leadership
communities through publication in a peer-reviewed journal such as the Canadian Journal of
Nursing Research, the Journal of Obstetric, Gynecologic & Neonatal Nursing (JOGNN), and the
BioMed Central (BMC) Nursing Journal. The researcher also plans to present the study and its
findings at conferences, such as the Clinical Nurse Specialists of Canada (CNS-C) conference,
the International Council of Nurses (ICN) NP/APN conference and the Canadian Association of
Perinatal and Women’s Health Nurses (CAPWHN) conference. In order to begin a discussion
about the role of tacit knowledge and the expert L&D RN with policymakers, findings will also
be disseminated through nursing advocacy bodies such as the Registered Nurses Association of

Ontario’s (RNAO) Maternal-Child Nursing Interest Group.

Conclusion

Unplanned c-sections can have significant emotional and psychological impacts on
patients who experience them. L&D RNs are optimally positioned to anticipate these labour
events, and to provide support aimed at optimizing patient’s emotional and psychological
outcomes. The results of this study explored and described how expert L&D RNs anticipate
which patients may be at imminent risk of unplanned c-section, and how they supported patients
who are at imminent risk. Findings of this study included the use of tacit knowledge in expert

L&D RNs’ anticipation of unplanned c-sections, the use of humour as a tool for expert L&D
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RN throughout intrapartum care, and expert L&D RNs’ decision to plant the seed of change in
their patient’s mind once an unplanned c-section is anticipated. Further exploration of how
expert L&D RNs use tacit knowledge to anticipate unplanned c-sections and determine when and

how to use humour and plant the seed of unplanned c-section for their patient is warranted.
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an unplanned caesarean section birth, and to then support those patients in order to optimize their
emotional and psychological outcomes.

Purpose of the Research: The purpose of this study is to explore and describe how Labour &
Delivery (L&D) Registered Nurses (RNs) use their knowledge of labour and delivery to
anticipate when a labouring patient is at-risk for requiring an unplanned caesarean section birth,
and to then support those patients in order to optimize their emotional and psychological
outcomes, in addition to safety of mother and neonate. The new knowledge will help to inform
the development of nursing interventions to improve health outcomes in patients who deliver by
unplanned c-section. The research findings will also be used to educate nurses, new to nursing in
labour and delivery, about how to anticipate, assess and effectively support patients at risk of
unplanned c-section.

How many participants are in this study? This study will recruit 10 to 15 expert Labour and
Delivery RNs from across Ontario.

The researcher will be conduct one-to-one in-depth telephone interviews with practicing L&D
RNs working in Ontario. With permission of the participants, the interviews will be audio-
recorded. Participants will also be asked for permission to be contacted for a follow-up phone
call in which the researcher will share research findings and ask participants whether the findings
have captured their experiences. The study findings will be reported in Jessica Katz’s Master’s
thesis at York University.

‘What You Will Be Asked to Do in the Research:
Your participation in the study will involve the following:
You will be asked to contact the researcher by email or telephone to express your interest

in participating in the study. In addition you will be asked to share a telephone number
where you can be reached and the best time of day to contact you by telephone.
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The researcher will email you an information letter about the study and the Informed
Consent Form by e-mail for your review. The researcher will then call you at the time
you specified to confirm your interest in participating in the study, answer questions
about the study. confirm your eligibility and review the Informed Consent Form. A
mutually agreed upon time will be set up for the in-depth telephone interview. You will
be asked to sign and email the signed informed consent form to the researcher before the
interview. The researcher will email you a reminder about the upcoming interview a day
before the interview.

The researcher will call you at the mutually agreed upon time for the one-to-one
telephone interview which will take approximately 45-60 minutes. The interview will
focus on exploring your labour and delivery nursing practice specific to the care of
patients who are risk for unplanned caesarean birth. Before starting the interview, the
researcher will reconfirm your consent to participate in the study and ask your permission
to record the interview. Before beginning the interview, you will be asked to complete a
demographic questionnaire .You will also be asked for permission to follow up with you
by phone at a later date to discuss the research findings to ensure that your experiences
and thoughts are properly captured in the findings. You will be given a $25 gift card to
thank you for your participation. If for any reason you withdraw from the study during or
after your interview, you will still receive the gift card.

Risks and Discomforts:

We do not foresee any risks from participants’ research participation. You may decline to answer
any questions for any reason during the interview.

Benefits of the Research and Benefits to You:

You will benefit personally by gaining knowledge about your nursing practice and reflecting on
techniques you use when caring for labouring patients. The scholarly community will benefit by
the introduction of this new line of inquiry into how L&D RN use their knowledge and
experience to care for patients at imminent risk of unplanned c-sections. This new knowledge
may lead to future studies into this and other areas of nursing practice that have not yet been
articulated. The healthcare community will benefit through improved patient care. The results
can inform the development of nursing interventions for labouring patients, including the
education of beginner L&D RNs in techniques to mitigate negative patient psychological and
emotional outcomes.

Voluntary Participation and Withdrawal:

Your participation in the study is completely voluntary and you may choose to stop participating
at any time. Your decision not to volunteer. to stop participating, or to refuse to answer
particular questions will not influence the nature of the ongoing relationship you may have with
the researchers or study staff. or the nature of your relationship with York University either now,
or in the future.
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If you decide to stop participating, you may withdraw without penalty. financial or otherwise.
and you will still receive the promised inducement.

In the event you withdraw from the study, all associated data collected will be immediately
destroyed wherever possible. Should you wish to withdraw after the study. you will have the
option to also withdraw your data up until the analysis is complete.

Confidentiality:

Unless you choose otherwise, all information you supply during the research will be held in
confidence and unless you specifically indicate your consent, your name will not appear in any
report or publication of the research. Confidentiality will be provided to the fullest extent
possible by law.

Data collection will be completed by telephone interviews, recorded using Softphone technology
and stored on an encrypted and password protected USB key. which will be kept in a locked
filing cabinet in the researcher’s office. All interviews will be anonymized and will be identified
by number with no names appearing in transcriptions. The key connecting names of participants
to their associated numbers will be handwritten and kept in a separate locked filing cabinet in the
researcher’s office. Only the researcher and thesis supervisor will have access to the key linking
participants names to their numbers. Only the researcher and thesis supervisor will have access
to the data. Fictitious names will be assigned to participants to maintain anonymity in the thesis,
research presentations and publications. Interview recordings will be destroyed on January 1.
2023. Anonymized interview transcripts will be stored indefinitely in a locked filing cabinet in
Dr. Christine Kurtz Landy’s office at York University. They will be stored in order to be used for
possible future research by the researcher.

Questions About the Research? If you have questions about the research in general or about
your role in the study. please feel free to contact me at katzjess@yorku.ca or my supervisor,
Christine Kurtz Landy at kurtzlem@yorku.ca and/or 416-736-2100 ex 44970. You may also
contact the Graduate Program in Nursing at gradnurs@yorku.ca and/or 416-736-5271.

This research has received ethics review and approval by the Delegated Ethics Review
Committee, which is delegated authority to review research ethics protocols by the Human
Participants Review Sub-Committee, York University’s Ethics Review Board. and conforms to
the standards of the Canadian Tri-Council Research Ethics guidelines. If you have any questions
about this process, or about your rights as a participant in the study. please contact the Sr.
Manager & Policy Advisor for the Office of Research Ethics, 5% Floor, Kaneff Tower, York
University (telephone 416-736-5914 or e-mail ore@yorku.ca).

Legal Rights and Signatures:

I consent to participate in Knowing Labour: Exploring
How Labour & Delivery RNs Anticipate and Support Patients at Risk of Unplanned C-Section
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conducted by Jessica Katz. I have understood the nature of this project and wish to participate. I
am not waiving any of my legal rights by signing this form. My signature below indicates my
consent.

Signature Date
Participant

Signature Date
Principal Investigator

Additional consent
1. Audio recording

O I consent to the audio-recording of my interview(s).

Signature: Date:

Participant: (name)
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Appendix B
Demographic Survey
Demographics Participant Code

1. What is your gender? o Female o Male o Other

2. How old are you?

3. What is your highest level of completed nursing education?
0 Diploma o Bachelor’s degree o Master’s degree o Doctorate

4. Did you complete your nursing education in Canada? Yes o No o If no, where did you
complete your nursing education?

5. How long have you worked as a Registered Nurse RN (in any field of nursing)? o < 1
year O 1-2 years O 3-5 years 0 5-10 years o 10-15 years o > 15 years

6. How long have you worked as a Labour and Delivery RN?
0 <1 year o 1-2 years o0 3-5 years 0 5-10 years o 10-15 years o > 15 years

7. Do you have any other background in maternal-newborn healthcare (eg midwifery,
medicine, prenatal teacher)? o No o Yes: If yes, please describe your background:

8. What competencies do you perform on your Labour & Delivery unit (select all that apply
to you)?

O Maternal Triage 0 Antenatal/Prenatal Inpatient Care o Nursing During the First Stage

of Labour (0-10 cm dilation) o Nursing During the Second Stage of Labour (10cm

dilation to birth of the baby) o Vaginal Births o0 Nursing During Unplanned/Emergency
C-Sections (at any stage of labour) o0 Circulating for Planned/Scheduled C-Sections (no
labour) o Scrubbing for C-sections 0 Postpartum Care o Charge RN o Advanced

Practice RN/RN Educator o Other Management/Leadership Role (describe)

0 Other Bedside Nursing Competencies (describe)

9. What is your current employment status in your Labour and Delivery nursing position? o
Full Time o Part Time o Casual/Occasional

10. If part time or casual, how many hours (on average) do you work per month:

11. Where is the hospital you practice as an L&D nurse located (name of
city/town/community)
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12. What level of maternity care does your labour and delivery unit provide:

0 Level 2a, 2b or 2c (moderate risk, deliveries at 32-34 weeks+, can deliver multiples,
supports VBAC, can care for mild/moderate fetal and maternal anomalies/complications)
0 Level 3 (high risk, complex maternal and fetal conditions, access to specialty NICU
and adult ICU if needed, delivers higher order multiples)

13. At your hospital, who is responsible for providing medical management to your laboring
patients (select all that apply) o Obstetricians 0 Family Physicians o Midwives O
Other

14. Approximately how many deliveries per year does your hospital do?

15. In your daily practice on labour and delivery, do you spend the majority of your time
caring for laboring patients in the first and second stages of labour? Yes o0 No O

16. If no, what does your daily practice mostly consist of?

17. As the primary RN for a patient in labour, do you provide continuous care from labour
room to operating room if they require an unplanned or emergency c-section? o Yes O
No

18. If not, at what point during the process do you stop managing the care of a laboring
patient who is anticipated to require an unplanned or emergency c-section?
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Appendix C

Semi-Structured Interview Questions: Used for Interviews 1-5

Introduction Questions
1) Can you tell me why you have chosen to work in Labour and Delivery?
[Probe]
2) What is a typical day like for you at work on Labour and Delivery?

[Probe]

3) Tell me about a patient’s labour and delivery where you were the primary nurse and
everything went really well.

[Probe]

4) Tell me about a shift you had caring for a labouring patient that you remember as a very
bad shift.

[Probe]
Risk of Unplanned C-section

5) Tell me about a time you had something unexpected happen while caring for a patient in
labour.

[Probe]

6) Have you ever had a patient whose labour wasn’t progressing the way you had anticipated?
Tell me about it.

[Probe]

7) Have you ever had a patient whose labour was progressing as anticipated and then
something went wrong? Tell me about it.

[Probe]

8) Tell me about a time you had a patient in labour who needed an unplanned c-section.

[Probe]

9) How do you know if a patient in labour will need a c-section?
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[Probe]

10) What goes through your mind when you suspect your patient may need an unplanned c-
section?

[Probe]
Individualizing Care

11) Tell me about how you get to know your patients.
[Probe]

12) Tell me about a shift where you connected really well with a patient.
[Probe]

13) Tell me about a shift where you had trouble connecting with your patient.
[Probe]

14) How would you describe what skills are essential to your role

[Probe]
Labour Support

15) Can you tell me what the ideal patient experience would look like for a labouring patient on
L&D?

[Probe]
16) Can you describe for me the relationship between an L&D RN and their patient?

[Probe]

Updated Semi-Structured Interview Questions: Used for Interviews 6-16

Introduction Questions
e Can you tell me why you have chosen to work in Labour and Delivery?
e What is a typical day like for you at work on Labour and Delivery?
e Tell me about a patient’s labour and delivery where you were the primary nurse and

everything went really well.
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e Tell me about a shift you had caring for a labouring patient and their labour took an
unexpected turn? (Unexpected outcome)

e When you have a patient who has an unexpected outcome in their labour, what do you
think they need from you as their nurse? Transparent, don’t sugar coat anything, plant the
seed — why? What does that do for them?

C-Sections: Anticipating the Event

e [I’d like to ask you specifically about c-sections. I’'m wondering what signs you see when
you have a labouring patient who ends up needing a c-section?
o Possible probe: do you ever know or suspect before the OBs?
e Can you tell me about a time you sensed a patient needed a c-section before the obvious
clinical signs presented themselves?

C-Sections: The Patient Experience

e In your experience how does unplanned C-section impact your patients?
e What type of nursing care do you believe is really important to mitigate the negative
impacts (psychological, emotional, or anything else you deem important)
e What actions do you take to support the patient who undergoes an unplanned c-section
e Why do you think those actions are helpful or unhelpful?
Possible probe: How do you decide/know when to initiate X intervention?
e What is your nursing goal for your patients who will need an unplanned c-section?
o What do you do to achieve that goal?
e What are some common interventions you implement to improve the emotional

experience for emergency c-section patients?
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In a scenario where you anticipate a patient may need a c-section, how do you decide
what sort of supports to offer the patient?
When you see signs or have a sense that your patient is headed toward an unplanned c-

section, how do you prepare them?

Anxiety in patients (Only if nurse mentions it)

How do you know a patient is anxious? How do you assess for anxiety?

Once you’ve assessed that a patient is anxious, how do you help a patient deal with their
anxiety? How does a patient’s anxiety change the way you prepare them for unexpected
events?

What do you hope to achieve by altering your care for a patient who is anxious?

Re: Educating Patients if the nurse mentions it (otherwise ask these about whatever

intervention they mention)

Why do you educate your patients? What’s the rationale for providing education?

What outcome do you hope to achieve by providing education?

Personal Experience

Before becoming a L&D nurse did you have any personal experience with labour and

birth? Either yourself or with a friend or family member?

If yes, how do you believe your own experience has influenced the way you provide care
o Ifno, have you had any personal experience since becoming an L&D nurse?

How has your personal experience with labour and delivery influenced the way you

provide care?

Individualizing Care

Tell me about how you get to know your patients.



100

e Tell me about a shift where you connected really well with a patient.

e Tell me about a shift where you had trouble connecting with your patient.

Labour Support

e How would you describe your idea of the best patient experience for an L&D patient who
experiences an unplanned c-section like for:

a. obstructed labour

b. a more urgent emergency c-section like severe fetal distress

e Beyond the physical safety of mom and baby, what do you believe nurses should do to
care for women in these situations? Why?

o How do nurses do this?
e Can you describe for me the relationship between an L&D RN and their patient?

a. What do you think is important for the nurse to do to establish the relationship?



