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Abstract of Dissertation

Understanding Individual Change in Practice:  
A Grounded Theory Study of Maternity Care Providers 

 
Evidence-based practice is the standard of care in medicine today.  In the 

maternity field, a number of current practices are not based in the evidence while many of 

those that are supported by evidence remain underutilized. Studies investigating efforts to 

incorporate evidence into practice across disciplines reveal that, at the group and 

organizational level, many initiatives are unsuccessful. This is also true in maternity care. 

Research into provider behavior change at the level of the individual has been sparse in 

all medical fields.  

 This study sought to explore the experiences of individual maternity care 

providers (midwives and physicians) who had changed practice from one less based in 

the evidence, to one with more scientific support. For the purposes of having the 

providers share a common phenomenon, the change from early cord clamping to delayed 

cord clamping was chosen. 

 The research was conducted using a constructivist, grounded theory methodology. 

The work of grounded theorist Kathy Charmaz (2010) informed the study.  Seventeen 

providers were interviewed throughout the United States. This included 5 physicians and 

12 midwives. 

 Five major themes and three domains of influence were identified in the analysis 

of the data. The themes that emerged were 1) trusting colleagues, 2) believing the 

evidence 3) honoring mothers and families, 4) knowing personal certainty and 5) 

protecting the integrity of the mother and the baby.  The themes served as ‘drivers of 

change’ for the providers in what emerged as an evolution toward change rather than a 
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decision to change. Three domains of influence developed from the background of the 

stories of change. These were the personal, professional and institutional domains which 

contained situations, discourses, and other forces affecting the flow of the change 

experience. 

 From the findings, the Evolution to Provider Change Model was developed. The 

model contains three phases: 1) moving toward change, 2) integrating change, and 3) 

identifying with change.  

This study provides new understanding about how individual maternity care 

providers change practices and offers an important perspective on the choice to practice 

DCC, a beneficial and evidence-based practice for newborns. 
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Chapter 1: Introduction 

My Journey 

 One day, I taught a class about labor and birth to 40 undergraduate nursing 

students who were just starting to learn about maternity care. Afterwards, an enthusiastic, 

bright-eyed young woman came up to me and explained that she was a future midwife. 

She had a question. She had been doing a lot of reading and, well, she noticed that there 

is ‘all this evidence about how care of mothers and babies should be given – and it is not 

being followed’.  She said that the evidence does not seem to change the way people 

practice and wondered if I had some answers as to why?  And, if that does not change 

people’s practices what does? I did my best not to discourage her enthusiasm and had a 

discussion with her, but underneath I knew I had no answers because these are the same 

questions that have been driving me for years.  They drove me to become a doctoral 

student and are at the heart of this research. 

  I began my journey asking questions like “Why doesn’t knowing the evidence 

change practice?”, “Why don’t or won’t people change?”. Then one day I heard the 

inspiring story of a physician who changed, suddenly - and then affected others around 

him to also change their practices. I couldn’t stop thinking about him. What had 

happened? What do we know about why providers change and begin shifting from less 

evidence-based forms of care to those that are more evidence-based? These questions 

formed the context of this investigation and led to the purpose of this study and its 

theoretical framework.  
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 The focus of my interest had shifted from being an adversary inside an us/them 

worldview to one of scholarly inquiry where I could be a part of the solution.  These 

words from Solving Tough Problems by Adam Kahane (2007) have inspired my journey: 

There is not ‘a’ problem out there that we can react to and fix.  There is a problem 
situation of which each of us is a part, the way an organ is a part of a body. We 
can’t see the situation objectively; we can just appreciate it subjectively. We 
affect the situation and it affects us. The best we can do is to engage with it from 
multiple perspectives, and try, in action-learning mode, to improve it. It’s more 
like unfolding a marriage than it is like fixing a car (personal communication 
from Alain Wouters to Adam Kahane; p. 104) 
 

Problem Statement 

This section will describe the problem of practice and the problem of theory and 

research that led to the purpose of this study and to its design.  

Problem of Practice 

It is estimated that as much as 90% of healthcare spending in the U.S. is 

determined by those who provide the care (Sagar & Sokolar, 2009).  This makes the role 

of maternity care providers critical g4en the fact that the U.S. spends more money on 

health care than any other country (OECD, 2009) and that maternity care represents the 

highest portion of the country’s healthcare dollar. For example, hospitalization related to 

childbirth and pregnancy costs this country an average of $86 billion per year (Sakala & 

Corry, 2008). With 4.3 million infants born each year, childbirth is the number one 

reason for both hospitalization and medical office visits in the U.S. Nearly 23 percent of 

all hospital discharges are for either mothers or their newborns.  Six of the fifteen most 

common hospital procedures performed in this country are childbirth related (Sakala & 

Corry, 2008, p. 2).  Despite all these expenditures, women and babies in the U.S. are 

recipients of care that results in health outcomes which are far below other countries with 
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similar resources (OECD, 2009). Based on estimates for 2011, it appears the U.S. ranking 

for infant mortality will be 47th in the world (out of 222 countries) (Central Intelligence 

Agency, 2012). Women have a greater risk of dying from pregnancy-related 

complications in the U.S. than in 40 other countries (OECD, 2010).  The Centers for 

Disease Control (CDC) states that approximately half of these deaths are preventable 

(2006).   

Evidence-based medicine (EBM) has become a gold standard in healthcare.  It 

was defined by Sackett (1997) as: 

The conscientious, explicit and judicious use of current best evidence in making 
decisions about the care of individual patients. The practice of evidence-based 
medicine  means integrating individual clinical expertise with the best available 
external clinical evidence from systematic research (p. 3). 
 
EBM is considered a relatively new paradigm for research and practice in health 

care. It replaces the former paradigm of clinical care which included clinical experience 

and the understanding of pathophysiological (disease and body) mechanisms as the 

foundation for medical decision-making.  EBM is said to rely on systematic, reproducible 

evidence from scientific studies which consist primarily of randomized controlled trials 

(RCTs) and meta-analyses (MA) (Evidence-Based Medicine Working Group, 1992; 

Kulkarni, 2005). 

The problem is, that despite the evidence, a substantial proportion of U.S. 

maternity practices are not evidence-based (Chauhan, Berghella, Sanderson, et al, 2009; 

Cleary-Goldman, Bettes, Robinson, et al, 2006). In general, this trend results in an 

overuse of technologies not supported by scientific studies and an underuse of forms of 

care which are.  Care practices which were originally developed to address specific 
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conditions and circumstances, have skyrocketed in use – such as the cesarean section, 

induction of labor and epidurals (Sakala & Corry, 2008). 

Overall, it is currently estimated that as a nation, we spend approximately one 

fifth to one third of our health care dollar on care that is unnecessary (Brownlee, 2007, p. 

5).  Maternity care is no exception, with a national cesarean rate of 32.9% in 2009 

representing a 50% increase since 1996. There has been no accompanying change in 

medical diagnoses to explain the increase (NCHS, 2010). The World Health Organization 

has recommended a cesarean rate of 15% worldwide and recent research resulted in 

recommendations that less than 5% is too low and greater than 15% can be harmful 

(Althabe and Belizan, 2006).  

While the overuse of these forms of care dominates the maternity field, many 

practices remain underutilized. These are practices which have been shown to be safe and 

beneficial in well-graded research. Among these are: external version to turn breech 

(head up) babies at term, continuous labor support, non-medicinal measures to relieve 

pain and/or promote progress in labor, delayed and spontaneous pushing, upright 

positions for giving birth,  delayed cord clamping, early skin to skin contact between 

mother and baby and interventions to promote initiation and duration of breastfeeding 

(Sakala & Corry, 2008). 

As noted above, one of the clinical practices with clear scientific evidence of good 

quality supporting its use is delayed cord clamping (DCC). DCC refers to waiting to 

clamp the umbilical cord after the baby is born to allow more of the baby’s residual blood 

volume to flow into her/him from the placenta. DCC allows for the delivery of as much 

as 30% of the term infant’s blood volume that would otherwise be left behind in the 
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placenta. It also results in up to 60% of the red blood cell volume being transferred 

(Eichenbaum-Pikser, 2009; Yao, Hirvensalo & Lind, 1968).  The many clinical benefits 

to both full term and preterm infants are highlighted by Arca, Botet, Palacio & Carboneli-

Estrany (2010) and presented in Table 2.6 on page 48.  

Seven studies of providers’ use of DCC found that use varied from none (0%) to 

69% (Table 2.8 on page 54 provides the results of these studies). The greatest use was 

among U.S. midwives (Mercer, Nelson, and Skovgaard, 2000). The only study which 

included U.S. physicians included maternity care doctors from multiple countries (n = 43) 

and does not specify the number from the U.S. (Ononeze and Hutchon, 2009). This study 

reported that 9.3% always used DCC and that 53.4% sometimes did. Hence, little is 

known about physician practice in this country regarding DCC.  This is significant 

because in the U.S., maternity care physicians attend 92% of the country’s births while 

midwives attend 8% (NCHS, 2009) suggesting that few infants may be receiving the 

benefits of this care.  

To this point, the U.S. is unique among all developed countries in featuring a 

physician-centered maternity care model.  This difference can be evidenced by a 

comparison of the United States to the United Kingdom. In the U.S., there are 

approximately 54,000 maternity care physicians (American Academy of Family 

Physicians, 2010; American College of Obstetricians and Gynecologists, 2010; Klagholz 

& Strunk, 2010).  In contrast, there are an estimated 12,900 midwives (American College 

of Nurse-Midwives, 2007; National Association of Certified Professional Midwives, 

2010). This is a ratio of four doctors for every one midwife. 
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In the United Kingdom there are approximately 6,000 maternity care physicians 

and 36,000 midwives (H.P. Kennedy, personal communication, October 5, 2009).  This is 

a ratio of one physician for every six midwives.  

In summary, U.S. maternity care can be improved by incorporating more care 

practices that are supported by the evidence. The maternity care team which includes the 

provider (midwife or physician), the nurse(s), and support staff, are the people to make 

this happen. Currently, there is an overuse of care not supported by evidence and an 

underuse of care that is. This occurs against the background of a costly maternity delivery 

system that does not produce healthcare outcomes which are comparable to countries 

with similar resources. DCC is an example of an underused, no-cost practice despite clear 

scientific evidence in its favor, and thus will be the focus of this study. While all 

members of the care team can support a change in practice with DCC, this study will 

focus on the role of the physician and midwife and will examine how providers make the 

decision to change from practicing forms of care that are inconsistent with the evidence 

to forms of care which are. 

Problem of Theory and Research 

Two concepts are important in the literature when considering the issue of 

incorporating evidence into practice: decision-making and behavior change.  

According to the Merriam-Webster online dictionary (2011), decision-making, 

which derives from “to decide”, refers to the following: a) to make a final choice or 

judgment about, b) to select as a course of action, and/or c) to infer on the basis of 

evidence.  
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Changing behavior is about “change” which the dictionary defines as: a) to make 

different in some particular, b) to make radically different, and/or c) to give a different 

position, course, or direction to.  The process of deciding is a narrowing down of choices, 

a selection process, whereas changing behavior is to do or become something different 

(Merriam-Webster, 2011).  

Too often, it is assumed that simply knowing the evidence should be enough to 

change provider practice. Green and Seifert (2005) describe a three-phase model 

involving a shift from declarative knowledge to procedural knowledge to adoption. Other 

models for changing behavior  also address some aspect of how the individual 

incorporates knowledge and transitions to new behaviors (Ajzen, 1991; Belizan, 2007; 

Deci, 1985; Fox, 1996; Hader et al., 2007; Prochaska & DiClemente, 1982; Pathman, 

1996; Roger, 1995; Rogers, 2003) .  

The primary focus of research on incorporating evidence into practice has 

examined interventions designed to impact behavior change in medical providers. The 

literature focuses on the organizational level of analysis (e.g., organizational initiatives) 

at the near exclusion of analysis of individual behavior. Given the large number of single 

studies, systematic reviews and meta-analyses were selected for review. A summary of 

their findings will be presented in the following section (Bauchner, Simpson and 

Chessare, 2001; Davis, Thomson, Oxman and Haynes, 1995; Goldman, 1990; Grimshaw 

at al., 2001).  

Multiple populations (different provider types, including medical students) and 

settings (inpatient and outpatient) were included in the reviews. A variety of interventions 

were studied, primarily educational in nature, many of which were common from study 
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to study. Some of these included continuing medical education, site visits, audit and 

feedback, educational material, training, and multi-factorial approaches.  Other, less 

studied approaches included financial incentives and public exposure (for example 

publishing a provider’s induction rates). Findings were mostly inconsistent and the 

studies of varying quality. A multi factorial approach, using several methodologies in a 

single initiative, was the intervention most likely to be found successful. Most notable 

was the lack of studies on the effect of interventions at the individual level. 

A review of the research in the maternity care field revealed very few studies 

about behavior change.  Two reviews of high quality were located which examined 

interventions intending to change behavior around evidence-based care in the maternity 

profession (Chaillet et al., 2006; Chaillet & Dumont, 2007). Beyond these, the remaining 

studies were individual initiatives designed to impact a specific clinical practice or 

practices either in one or more institutions (Althabe, et al., 2008; Belizan, et al., 2007; 

Bingham, 2009; Harris et al., 2000; Reisner, Wallin, Zingheim & Luthy, 2009).  Only 

one study in another country showed promising success (Althabe, et al., 2008; Belizan, et 

al., 2007) while the studies from the U.S. and Canadian initiatives showed  limited 

success or  did not provide sufficient data for conclusions. This research is discussed in 

detail in Chapter 2. 

Out of the four studies examining factors that impact provider decision making 

(Allery, Owen and Robling, 1997; Bauchner, Simpson & Chessare, 2001; Landon, 

Reschovsky, Reed & Blumenthal, 2000; Porter, Crozier, Sinclair & Kernohan, 2007), one 

included maternity care providers (Porter et al., 2007). Two of the studies did however 

shed some light on factors which might affect individual decision-making.  
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Other than the studies mentioned above, no research focused on individuals. Thus, 

there is a gap in our understanding about what happens when a maternity care provider 

decides to change his/her practice(s) from forms of care that are inconsistent with the 

evidence to those that are. 

Purpose and Research Questions 

The purpose of this grounded theory study was to explore the experiences of 

maternity care providers who had made a decision to change a clinical practice from one 

that is less evidence-based to one that is more evidence-based.  Specifically, the study 

focused on providers who changed from the practice of early cord clamping (ECC) to 

delayed cord clamping (DCC)  after the birth of the baby. The main research question 

guiding this study was: 

 How do maternity care providers who changed from early cord clamping to 

delayed cord clamping describe their decision to change practice? 

The following three exploratory questions were designed to help answer the main 

question and fulfill the purpose of the study: 

1. How does knowing the evidence impact the decision to change practice? 

2. How do social, professional & institutional factors impact the decision to change 

practice? 

3. How do individual factors impact the decision to change practice? 

Theoretical Framework 

Charmaz’ (2010) constructivist approach to grounded theory served as a basis for 

this study. Yet, given the nature of grounded theory, no rigid theoretical structure was 

embraced at the start of the study.  Instead, a number of theories were explored as 
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sensitizing concepts or lenses for the research. Cresswell (2009) describes the use of a 

theoretical lens or perspective in qualitative research: “this lens becomes an advocacy 

perspective that shapes the types of questions asked, informs how data are collected and 

analyzed, and provides a call for action” (p. 62). These perspectives were used to inform 

my research, but did not limit it as I remained open to what emerged.  

The following theories and models were those I explored as I embarked on my 

research journey: 

 Casuistry (Tonelli, 2006) 

 Group Anchored Norms (Kelly & Volkart, 1952) 

 Schemas (George & Jones, 2001) 

 Stages of Behavior Change (Prochaska & DiClemente, 1982) 

 Theory of Reasoned Action (Ajzen, 1991) 

 Transformational Change (Miller & C’de Baca, 2001, 2004) 

Casuistry  

Tonelli (2006) proposed that for providers to incorporate new evidence into practice, 

more than empirical evidence should be involved. Suggesting that a casuistic approach is 

a more realistic method, the author proposes five resources: a) empirical evidence, b) 

experiential evidence (what the provider experiences in the situation), c) 

pathophysiological reasoning (incorporating understanding of the way bodies and 

abnormal conditions interact), d) patient goals and values, and e) system features.  This 

broader based, humanistic approach to behavior change in providers weaves a thread on 

which many of the other theories can also be included. It includes the experience of the 

provider as a valid source of knowledge. It also includes the receiver of care in the 
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process, suggesting that the relationship (relatedness) is important. System features are 

included which could include resources, but also the larger culture. 

Group Anchored Norms 

Kelly and Volkart (1952) explore the relationship between individual and group attitudes 

and valuations. From my own experience in the maternity care system, I understand how 

professional cultures can impact individual behaviors and believed the study’s theoretical 

findings could be extremely useful as sensitizing concepts.  In their research, Kelly and 

Volkart tested three hypothesis related to the value an individual places on her/his 

membership in the group. Figure 1.1 illustrates these findings. 
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 Figure 1.1. Group Anchored Norms and Valuation in Group Membership. Adapted from 

Kelly & Volkart (1952) 

 As mentioned above, this was of special interest to me due to the strong maternity 

care culture. This, in combination with the fact that DCC is not practiced by the majority 

of providers led me to believe that some providers who changed their practice would 

have done so when it might have not been the “popular” thing to do, nor was it consistent 

with group norms. 
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Schemas 

  George and Jones (2001) focused on the nature of individual change within 

organizational change and proposed a seven-step model centered around schemas.  

According to this model, the individual starts out with pre-existing schemas (simplified 

theories that are used to make sense of the world). The process of individual change is as 

follows 

 Step 1: Discrepancy with existing schema encountered 

 Step 2: Emotional reaction to discrepancy 

 Step 3: Moderation of emotion, turns to address issue 

 Step 4: Information processing of issue 

 Step 5: Challenge to pre-existing schemas 

 Step 6: Substantive information processing of challenge 

 Step 7: Schema change (p. 423) 

The concept of a schema change is consistent with my professional experience. In my 

view, providers will not practice in ways which are inconsistent with their own schemas. 

However, there is no support in the provider change literature for this concept. I wanted 

to keep this concept in mind as I listened to the voices of my participants. 

Stages of Behavior Change  

Prochaska and Di Clemente (1982) introduced the stages of change model related 

to health behaviors. Since then, this model has been adapted by several disciplines for 

different purposes. This includes using stages to explore the nature of behavior change in 

medical providers. A number of researchers and scholars have also developed stage 
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theories and models for change in medical decision-making. An overview of these 

models is presented in Table 1.1. 

Table 1.1   

Stages of Behavior Change: Models Developed for or Applied to Medical Decision 

Makers 

Author (Year) Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 
Belizan (2007)* Introduction of 

new knowledge 
Dissemination 
of new 
knowledge 

Implementation 
of change 

Maintenance or 
sustainability 

 

Fox (1996) Forces Imagining Assess learning 
needs 

Learning Adoption 

Pathman (1996) Preawareness Awareness Agreement Adoption Adherence 

Prochaska (1992) Precontemplation Contemplation Preparation Action Maintenance 

Rogers (1995) Innovation Communication Adaptation Implementation Maintenance 

Rogers (2005) Knowledge Persuasion Decision Implementation Confirmation 

*Belizan developed her model from focus group interviews of participants in a study whereas others are 

primarily theoretical models 

  

While I did not find any one model of staged behavior theory to be more useful 

than another, I found the concept useful and decided to consider that patterns might 

emerge which would suggest stages of change in common between participants. I did not 

include the theoretical aspects of stages of behavior in my framework because I felt it 

was too complex and might limit my perspective.  

Theory of Reasoned Action  

Perkins et al. (2007) reviewed 20 studies using the application of the Theory of 

Reasoned Action (TRA) and/or the Theory of Planned Behavior (TPB) (Fishbein & 

Ajzen, 1975, Ajzen, 1991) in changing clinician behavior. TPB is an extension of TRA. 

Both theories are based on the concept that people, in general, act upon their intentions. 

That is, they do what they intend to do and they do not do what they intend not to do. In 
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TRA, two central variables affect the strength of those intentions: attitude and subjective 

norms. TPB adds a 3rd variable, perceived behavioral control.  In two of the largest 

studies, attitude was found to be the strongest predictor of intention for physicians, 

however there was variation among all the studies. 

Fishbein and Azjen’s (1975) concept of subjective norms affecting provider 

behavior relates to Kelly & Volkart’s Group Anchored Norms (1952). Based on my own 

experience, I believe that normative behavior within the maternity care culture has a 

major influence on what providers may or may not do. Thus, TRA contributes both the 

concepts of provider attitude and subjective norms to my repertoire of perspectives.  

Transformational Change  

Kiecolt (1994) suggested stress or a dramatic event can sometimes cause a shift in 

worldview and may precipitate a change in behavior. Because of the story I had heard 

about the doctor who changed practice suddenly, I believed an important perspective to 

include would be the idea of transformational change.  Miller and C’de Baca (2001) and 

Miller (2004) document their work interviewing 55 participants who experienced 

“sudden, dramatic, and enduring transformations that affect a broad range of personal 

emotions, cognition, and behavior (Miller, 2004, p. 53)”.  From their work, quantum 

change was found to have four commonalities: distinctiveness, surprise, benevolence, 

and permanence.  Further, they distinguished two subsets of quantum change 

experiences: the mystical (epiphany) type and the insightful type (Miller & C’de Baca , 

2001, p. 455-457). These participants were the subject of a follow-up study 10 years later 

which found that the changes were sustained (C’de Baca & Miller, 2004).  
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 Davis-Floyd and St. John (1998) chronicle the results of interviews with 40 

physicians who made the choice to change careers from traditional medicine to holistic or 

humanistic medicine. In categorizing the catalyzing events that brought about the 

transformative decision to change, the authors  found the following themes: 1) 

confronting the limits of technomedicine, 2) patients as teachers, 3) suffering personal 

illness (in self or loved ones), 4) social and spiritual awakening, and 5) starting out on the 

other side (always knew they would choose holistic practice (p. 151). 

While not all changes in behavior are transformative in nature, some may be. I 

wanted to make sure I was open to hearing about such changes. Also, Davis–Floyd and 

St. John’s experience in interviewing physicians provided an interesting framework to 

listen for catalysts for change. 

Theoretical Framework Model 

 As a qualitative researcher, it was my duty not to approach my work with a fixed 

framework within which to fit my data. Rather, it was my job to be led by what emerged 

in the data and analysis. According to Cresswell (2007), in grounded theory “the 

researcher needs to set aside, as much as possible, theoretical ideas or notions so that the 

analytic, substantive theory can emerge” (pp. 67-68).  For this reason the theoretical 

framework of this study was not a single theory set forth like a hypothesis to compare my 

findings to. Rather, the theories and ideas presented here were created to widen my 

perspective for the inquiry. The framework started with a visual representation of these 

ideas to serve as sensitizing concepts for the research – theoretical lenses from which I 

could allow the findings to emerge. Tonelli’s (2006) five resources serve as the basis of 
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the framework and elements from other theories are woven in. Figure 1.2 displays the 

theoretical framework. 

 

Figure 1.2. Theoretical Framework Informing this Study 

Methodology 

 This is a qualitative, grounded theory study based in a constructivist viewpoint 

within the interpretive paradigm. The intent of a grounded theory study is to “move 

beyond description and to generate or discover a theory … (which) might help explain 

practice or provide a framework for further research” (Cresswell, 2007, p. 63). The 

theorist for the study is qualitative methodologist Kathy Charmaz (2010) who provides a 

structure for conducting grounded theory research within a constructivist framework.  As 

opposed to objectivist grounded theory, constructivist grounded theory “depends on the 

researcher’s view; it does not and cannot stand outside of it” (Charmaz, 2010, p. 130).  
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Population and Sample 

The population for the study was maternity care providers (physicians and 

midwives) currently in practice, or who had been in practice within the last three years. 

The sample for the study consisted of providers currently practicing DCC for at least six 

months who previously practiced ECC for at least six months. 

The sampling strategy included criterion sampling and the snowball (or chain) 

approach. Sample size was estimated at the beginning at a minimum of 15 participants. 

This was consistent with published studies in the fields of medicine and nursing that have 

used grounded theory (Bahl, R., Murphy, D.J., & Strachan, B., 2010; Bernheim, S.M,. 

Ross, J.S., Krumholz , H.M., & Bradley, E.H., 2008; Lewis, C.L., Griffith, J., Pignone, 

M.P., & Golin, C., 2009; Lyndon, A., 2010; Mills, J., Francis, K. & Bonner, A., 2008; 

Robinson, F.P., Gorman, G., Slimmer, L.W., & Yudkowsky, R., 2010; Turrill, S. A., 

2000). The final number (17) was based on the concept of saturation and having 

sufficient data to achieve quality data. 

Data Collection 

The study was conducted using semi-structured interviews to explore how 

maternity care providers who changed from ECC to DCC described their experience of 

changing practice.  Interviews averaged from 30 to 45 minutes, some were longer.  While 

in-person interviews were available, all actual interviews were by phone due to 

geographical location or preference of the participant.   Calls were recorded digitally with 

participants’ consent. Memos were kept of each interview to capture reflections, as well 

as methodological and theoretical considerations. (Polit & Beck, 2012). The recordings 

were transcribed by a professional transcriptivist. Additional memos were written as the 
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researcher read the transcripts, listening to the recordings before starting coding. During 

the interviews, the participants selected pseudonyms to protect confidentiality in the 

transcripts and records. The recordings, demographic forms, notes from the interviews 

and transcriptions are secured in password protected, encrypted files on the researcher’s 

computer. 

Data Coding and Analysis 

Charmaz’ recommendations for two phases of coding for grounded theory were 

used (2010). This included initial and focused coding. An important distinction in 

grounded theory is that data collection, coding and analysis occur all at the same time in a 

cyclical, interrelated process.  The coding and analysis resulted in five emergent themes, 

described in Chapter 4. An additional phase of coding called re-coding revealed three 

domains of influence which are also presented in Chapter 4. Consistent with Charmaz 

(2010), conceptual mapping was used as analytical tool to represent these domains. 

 Trustworthiness and quality. Being accountable for personal and professional 

bias is critical as a qualitative researcher. A number of strategies were used to address 

this potential. These included employing reflexivity: purposeful and intentional self 

reflection and reflection on others while in the field (engaged in the research). Critical 

reflection refers to thinking about self, others and other matters after the fact (Daley, 

2010, pp. 69-70). 

 Peer debriefing was also used, employing researchers, colleagues in maternity 

care, doctoral students, committee members and faculty peers to discuss findings and 

check for bias.  Member checks involve researchers sharing their interpretation of the 
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data with participants, eliciting feedback, and checking one’s assumptions. Member 

checks are a critical part of ensuring trustworthiness and were integrated into this project. 

 With regard to the data collection itself, the strategies of rich, thick data, 

suitability and saturation were utilized. Thick, rich data includes rich, full descriptions. 

The interviews were complemented by memos and peer debriefing to help provide this 

rich resource. Suitability of data means that the source of data matches the phenomenon 

you want to study and allowing the individuals to describe their own experiences served 

to meet this criteria. Saturation refers to having adequate data. You are considered to 

have reach saturation when you reach redundancy (Polit & Beck, 2012). Saturation was 

addressed by interviewing as many individuals as needed to reach this state and by 

recoding the original data as suggested by Charmaz (2010). 

Ethical Considerations 

 The approval of the Institutional Review Board (IRB) was received before 

research began. Participant recruitment started in June 2011 and ended in November 

2011. To ensure the rights of the participants, once they had shown interest in 

participating, they were sent copies of an IRB approved Information Form which 

included an a) explanation of the study, b) informed consent (verbal), and c) consent for 

audio recording (verbal). If they choose to participate they were consented verbally on 

the phone. If they agreed to let their interview be recorded, they were consented for this 

on the phone.  

Limitations and Delimitations 

 Limitations of this study included the inability to control who volunteered for the 

study. There was also the limitation of the fact that few providers could qualify for the 



 

21 

study, making the population eligible to volunteer relatively small compared to the U.S. 

maternity care provider population. In addition, qualitative research relies entirely on the 

information that is self-reported by the participant. As such, there is no way to know how 

long an individual practiced delayed cord cutting in reality. 

 Delimitations included confining this study to a single clinical practice. While the 

overarching interest was in learning about providers who make the decision to change 

practice, limiting it to just one practice would make the study’s conclusions limited to 

that practice (i.e., DCC). Another delimitation was picking a practice that was rarely 

performed by physicians which had the potential to limit the number of this type of 

providers in the study. A third delimitation would be the potential impact of the specific 

characteristics of DCC as a clinical practice. For instance, this is a practice that requires 

no additional resources or personnel, it does not require the mother’s permission or buy 

in from multiple team members. Such characteristics can impact a provider’s decision to 

change practice and may be different in other clinical decision-making. 

Definition of Terms 

The following are definitions of the terms commonly used in this study. 

 Delayed cord clamping (DCC): waiting to cut the cord after the baby is born; for 

the purposes of this study - usually at least one minute but more commonly two 

minutes or more – or until the cord stops pulsating 

 Early cord clamping (ECC); not waiting to cut the cord after the baby is born; for 

the purposes of this study - clamping it in less than one minute after the birth 

 Maternity care provider: a physician or midwife providing care to pregnant 

women during pregnancy, birth and/or the postpartum period. 
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 Maternity care physician - may be any one of the following: 

o Obstetrician: a physician specializing in obstetrics 

o Family physician: a physician specializing in family medicine 

o Perinatologist: an obstetrician specializing in complicated/high risk 

pregnancies 

 Midwife – may be any one of the following:  

o Certified Nurse-Midwife: Midwife also educated in discipline of nursing, 

with national certification through American Midwifery Certification 

Board 

o Certified Midwife: Midwife with national certification through American 

Midwifery Certification Board 

o Certified Professional Midwife: Midwife with national certification by the 

North American Registry of Midwives  

o Direct Entry Midwife: Independent practitioner who has been educated 

through self-study, apprenticeship, a midwifery school, or a college or 

university-based program (Midwives Alliance of North America, 2012) 

o or other type of midwife 

Summary of Chapter 1: Significance of the Study 

 This research study was designed to provide new understanding about how 

individual maternity care providers decide to change practices.  Until now, the literature 

has provided few studies to illuminate this process.  Further, it was developed to seek 

findings which might serve to guide future research not only in the maternity care field, 

but in medicine for incorporating evidence into practice. Finally, it was established as an 
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inquiry to help generate important perspectives on providers who have chosen to practice 

DCC, an important, beneficial and evidence-based practice for newborns. 
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Chapter 2: Literature Review 

The purpose of this grounded theory study was to explore the experiences of 

maternity care providers who made a decision to change a clinical practice from one that 

is less evidence-based to one that is more evidence-based.  The research focused on 

providers who made the decision to change from ECC to DCC after the birth of the baby. 

The purpose of this literature review was to establish the empirical evidence basis for an 

exploration of this inquiry. (The theoretical literature for this research was reviewed in 

Chapter 1.) 

Methods of the Review 

A literature review was conducted utilizing sociological, psychological, 

educational, business and medical databases, including: Academic Search Premier, 

CINAHL, the Dissertation and Theses Database, JSTOR, Medline, Proquest Research 

Library, PsychInfo, Pub Med, and Scopus. In addition, sources were obtained by 

searching the databases of individual journals, reviewing the references of individual 

articles and by communication directly with selected researchers. 

For search terms, the following words and/or combinations thereof were used: 

attitudes, behavior change, behavior modification, behavioral change, capacity to change, 

care, culture, change, decision-making, cord clamping, cord cutting, delayed cord 

clamping, discourse, early cord clamping, evidence-based care, evidence-based medicine, 

evidence-practice gap, family physicians, forms of care, immediate cord clamping, 

individual change, intentional change, intervention, maternity, midwives, nurse-

midwives, obstetricians, opinions, physician, placental transfusion, practice, practice 
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patterns, provider, readiness for change, transformational (transformative) change, 

quantum change, and theory.  

In general, inclusion criteria were limited to empirical literature and studies from 

peer-reviewed journal articles dated 1995 and later in English only.  This is because the 

topic pertains to investigating a phenomenon involving the concept of “evidence-based 

medicine”, which was defined by Dr. David Sackett in 1996.  Hence the practices of 

physicians have only been defined in those terms since that time.  However, some earlier 

articles were accepted as classic articles in the human behavior field, especially with 

regard to models of change. These were discovered because they had been referred to in 

articles which fit the inclusion criterion. In addition, if a study or article pertained to a 

setting in a resource poor country, or any country whose findings that would not be 

generalizable to the U.S. healthcare system, it was not included. 

Over 1200 abstracts met the search criterion as described above. Of these, 

approximately 150 met selection criteria for review.  Inclusion criteria for review 

included the above plus the study had to include one or more of the following: 

 relate to one of the areas of interest for this study; 

 investigate interventions to impact provider change of behavior or decision-

making pertaining to evidence-based care, if so, they had to be about 

interventions in medical care in general or maternity care in specific; 

 pertain to the development and incorporation of evidence-based care into 

practice, especially challenges and barriers; 

 address issues facing the maternity care field today; 

 speak to the practice of DCC  
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 concern theory related to behavior change, models of change or 

transformational change 

Seventy-nine articles were selected for use in this dissertation. Exclusion criteria 

for the 71 that were not included were: 

 study did not meet prior criteria, 

 poor quality of article/study (e.g. did not provide data or information 

sufficient to understand topic or support conclusions),  

 individual studies represented in recent systematic reviews, and  

 redundancies between articles (more than one article on same study, more 

than one review with many of same studies included). 

Please see Figure 2.1 for a representation of the literature search. 

 

Figure 2.1 Literature Search Flow Diagram 

 

  

Abstracts Which Met 
Search Criteria (1200)

Article/Study
Selected for

Further Review (150)

Article/Study
Selected for Inclusion
Literature Review (79)

Article/Study Deemed 
Not Appropriate for for 

Inclusion (71)

Article/Study Deemed 
Not Appropriate for 

Inclusion (1050)
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Literature Review Organization 

The literature review is divided into four themes or schema. According to Clarke 

(2006) the situation of interest in research is not separate from the factors that may 

influence it. Everything is a part of the situation; in this case, the providers’ decision to 

change their practice. As I worked with the literature over the past three years, these are 

the areas which emerged within the circle of interest. 

The first three schemas represent the areas of action and discourse that I believe to 

be most relevant to providers’ decisions to change their practice: 1) Evidence-Based 

Medicine and the Evidence-Practice Gap, 2) Decision-Making and Changing Provider 

Behavior in Medicine, 3) Change in Maternity Care. The fourth schema is about the 

specific clinical practice selected for providers to discuss in the proposed research and 

hence, is relevant to this study: 4) Delayed Cord Clamping: Evidence and Discourse. 

Figure 2.2 displays the schema in relationship to the participants’ situation (a change in 

practice). 
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Figure 2.2.  Literature Search Schema  

Evidence-Based Medicine and the Evidence-Practice Gap 

The evidence for evidence-based medicine (EBM) is often ranked for quality. 

There are multiple hierarchies that have been created for such ranking. Djulbegovic 

(2006) pointed out that by 2002 more than 106 different systems for rating the strength of 

scientific evidence had been developed. In addition, 51 schemes for creating practice 

recommendations had emerged (p. 257). Almost universally, at the top of the list is a 

systematic review of RCTs followed by the RCT itself. At the bottom is what is known as 

‘expert opinion’ (USPS, 2010). 
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Once evidence has been produced however, there is a need to translate it into 

practice. The Institute of Medicine estimated that it may take as much as 17 years for 

research to actually change a practice even with leaders actively working on 

implementation projects (2001). An example of this may be seen in the history of the 

obstetrical procedure episiotomy (a surgical cut to enlarge the vaginal opening during 

birth).  Initially introduced in the literature in 1921 by DeLee, the practice became routine 

in the U.S. in the 1950’s without any evidence proving its benefit or safety. In the 1970’s, 

the birth advocacy movement in the U.K. and U.S. began to demand evidence that could 

justify use of episiotomy or ensure that routine use be discontinued.  Hence, RCTs were 

conducted which found no benefit to women and only harm from the intervention. As a 

result, over the past 30 years the practice has significantly declined. Where the majority 

of women once received this surgical cut, the number has dropped significantly. The 

sharpest decline occurred between 1980 and 1995 (Graham, 1998).  

Episiotomy is an excellent example of change in practice. It was as firmly 

entrenched into the culture as many practices are today including early clamping of the 

umbilical cord. 

A review of RCTs on current evidenced based care in obstetrics was conducted by 

Berghella, Baxter, and Chauhan (2008). The review examined 42 forms of care currently 

utilized for low risk pregnant women in labor and birth.  The quality of the evidence was 

graded and then recommendations were made utilizing the U.S. Preventative Services 

(USPS) Taskforce grading systems (2010). In general, many care practices which are 

commonly practiced received lower grades and recommendations and several practices 
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which are less often utilized received higher grades and recommendations, suggesting an 

inverse relationship and gap between evidence and practice. 

In 2006, a national survey of 1573 U.S. birthing mothers was conducted by 

Declerq, Sakala, Corry and Applebaum. Entitled the Listening to Mothers Survey, this 

research was the first to report findings on the maternity care experiences of U.S. mothers 

from the women themselves in a representative population sample. The study revealed 

the care practices women reported that they experienced during labor and birth by 

frequency (versus those reported on birth certificates or discharge summaries). Table 2.1 

illustrates interventions as graded from the Berghella et al. study (2008), with the 

frequency of use of these same interventions as reported by mothers in the Listening to 

Mothers Survey (Declerq et al., 2006). Note the inverse relationship between level of 

quality and rate of use.  

Table 2.1  

Comparison of Evidence and Practice in Maternity Care 

 Berghella, Baxter, and 

Chauhan Study (2008) 

Declerq, Sakala, Corry and 

Applebaum Study (2006) 

 

Care Practice 

USPS 

Recommendation 

Listening to Mothers Survey  

n = 1574 

Intravenous Fluids C 80% 

Routine, early rupture of           
membranes (the “water bag”) 

D 59%  

Episiotomy D 25%  

Support Person (Doula) A 3% 

Upright Positions for Pushing A 3% 

A: Service improves important health outcomes and benefits substantially outweigh harms 
C: Balance of benefits and harms too close to make a recommendation 
D: Service is ineffective or harms outweigh benefits 
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In 2008, the report Evidence-Based Maternity Care: What It Is and What It Can 

Achieve stated “evidence-based maternity care gives priority to care paths and practices 

that are effective and least invasive, with limited or no known harm whenever possible” 

(Sakala & Corry, 2008, p. 21). The report also highlights the underuse of forms of care 

that are consistent with the evidence and the overuse of forms of care which are less so.  

For instance, cesarean section is the most frequently performed operation in the U.S. 

(Sakala & Corry, 2008, p. 2).  The World Health Organization has recommended a rate of 

15% and recent research resulted in recommendations that less than five percent is too 

low and greater than 15% can be harmful (Althabe and Belizan, 2006).  

Still, the U.S. has seen a 50% increase in cesareans since 1996 and had a rate of 

32.9% in 2009 (the latest year for which data are available) (National Center for Health 

Statistics, 2010). In addition, in 2009, mothers had their labors induced in 23.2% of the 

nation’s births which represents a 140% increase since 1990 (National Center for Health 

Statistics, 2011).  This means that just under one-third of all mothers are not having 

vaginal births and nearly one quarter do not begin labor on their own. Some of these 

procedures are for medical indications and some are elective. The gap between evidence 

and practice does not appear to be getting smaller. 

Barriers to Practicing Evidence-Based Medicine 

Cochrane et al. (2007) conducted a systematic review of the literature regarding 

barriers which impede practitioners from “guideline adherence and integration of 

evidence into practice” (p. 95). Thirty-three themes were identified and placed into seven 

categories of barriers.  
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Belizan et al. (2007) conducted focus groups of 50 participants including 

physicians, midwives and administrators from a study by Althabe et al. (2008) of 19 

hospitals in Argentina and Uruguay involving a complex set of interventions designed to 

affect the incorporation of evidence into practice. The study is important because there 

were significant changes in the health outcomes measured, in participant’s readiness to 

change, and in one of the measures’ sustainability 12 months after the end of the study.  

The participants in Belizan, et al.’s  qualitative study identified barriers to their ability to 

make changes and in what domains they operated. 

Obstetricians (n = 27) in Canada participated in a qualitative study by Chaillet et 

al. (2007) which explored their perceptions of the barriers and solutions to implementing 

practice guidelines for vaginal birth after cesarean. The specific answers they provided 

were categorized into four main areas. 

Table 2.2 displays the barriers found in the three studies just discussed.
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Table 2.2 

Barriers to the Incorporation of Evidence into Practice 

Study Authors: Belizan et al. (2007) Chaillet et al. (2007) Cochrane et al. (2007) 

 
Identified 
Barriers: 

 barriers to the introduction of 
new knowledge:  e.g. 
providers don’t perceive 
problems or bad outcomes 
with current methods of 
practice  

 barriers to dissemination: e.g. 
lack of formal meetings 
inadequate medical education 

 barriers to implementation: 
e.g. providers lack skills to 
perform new practice 

 barriers to maintenance & 
sustainability:  e.g. providers 
fear negative judgments of 
peers and supervisors 

 barriers affecting change 
across all stages:  e.g. 
communication and 
coordination problems among 
professionals 

 

Identified areas of barriers and 
solutions (to accomplishing 
VBAC): 
 the hospital level: including 

management and hospital 
policies 

 the department level: 
including local policies; 
leadership, organizational and 
economic factors and 
availability of equipment and 
staff 

 the health professionals’ 
motivations and attitudes:  
including medico-legal 
concerns; skill levels; 
acceptance of guidelines and 
strategies used to implement 
guidelines 

 the patient’s motivations: 
including management of 
mother’s requests for specific 
procedures  

 cognitive-behavioral barriers 
(65):  including lack of 
knowledge and skills; 

 attitudinal or rational-
emotional barriers (58): such 
as lack of confidence, 
authority, accurate self-
assessment; 

 professional barriers (62): 
including influence in 
individual characteristics, 
professional boundaries, peer 
influences; 

 barriers embedded in the 
evidence or guidelines 
themselves (41) 

 patient barriers (30): such as 
issues of culture, education, 
non-compliance; 

 barriers from issues of support 
or resources (69): and 

 system and process barriers: 
for example workload issues, 
referral systems (62) 
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Rather than focusing on barriers, a qualitative study of 45 physicians in Canada 

focused on what they needed in order to adopt evidence-based guidelines into practice 

(Hader, et al., 2007). The following factors emerged from the interviews. The guideline 

needed to: 

 address an area in which there was a perceived need for change, 

 be based on sound, scientific evidence with improved outcomes for patients at no 

increased risk, 

 have the respect and support of opinion leaders and colleagues, 

 be consistent with current trends in the field, 

 be in demand by patients and their families who are able to implement it, and 

 be supported by the system with technology and resources available to make the 

change happen (pp. 603-604). 

In a similar study, Goossens, Bossuyt and de Haan (2008) tested for six factors in 

‘willingness to adopt’ clinical guidelines. These were: a) personal value for the 

professional, b) source of the guideline (from/or not your own profession), c) support by 

management, d) scientific basis (strong or weak evidence – or consensus), e) costs (will 

go down or up), and f) subject (does or does not have your interest). Study participants 

included both physicians (n = 240) and nurses (n = 110).  All six factors were significant 

for both groups adopting of the guidelines (P <0.001).  The two groups had different 

priorities in what was most important to  

them.  The guideline subject was most important for the nurses and having a strong 

scientific basis rated highest for the physicians. Cost measured lowest for both groups. 
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Discourse Around Evidence-Based Care 

While EBM has become a popularized and accepted concept in the mainstream, 

its use and meaning in medicine has a mixed response. There are calls for the recognition 

of alternative models and forms of knowledge as valid resources for practice (Tonelli, 

2001; Malterud, 2006; Davis-Floyd, 1996).  Others have come to criticize the EBM 

movement itself saying that it has gone awry from its original intended purpose (Porta, 

2006). One such critique regards the source and dissemination of the evidence: 

EBM appears to play more and more into the hands of those non-clinical people 
who run the health care show... Clinicians thought of, planned and ran early 
randomized controlled trials because they wanted to know better. Nowadays, the 
methodology has become way more sophisticated, but mostly it is the 
pharmaceutical industry that can afford to run RCTs. As a result, industry owns 
data which are fed via epidemiologists and politicians in a circuit that tends to cut 
off the end-users: doctors and patients (Porta, 2006 pp. 265-266). 
 
Another common concern with EBM is that the evidence is averaged from large 

studies and nationalized or globalized populations. The real world of the patient at hand 

may or may not fit within the lessons that are generalized from the findings of such 

studies.  For this reason, much attention is paid to the concept of medical decision-

making at the level of the provider-patient.  

The strict hierarchy in EBM which holds the RCT and systematic reviews (SR) as 

the gold standard is another issue. Many problems in medicine cannot be studied through 

randomization because it is not ethical to assign patients to many medical interventions. 

(This is especially true with pregnant women.) Hence methodologies such as cohort 

studies which explore what actually happens in the natural course of care are more 

appropriate. Yet these are graded low in quality in the EBM system.  To that point, the 

Cochrane Database of Perinatal Trials which is the gold standard for EBM 
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recommendations in maternity care conducts systematic reviews which include RCT’s 

and reviews of RCTs - all other studies are excluded.   

The significance of understanding the multi-faceted discourse surrounding 

evidence-based care is that one cannot assume it is the evidence alone that causes one to 

change practice. Some hold the EBM movement in disdain, or at least see shortfalls in the 

system. While evidence may play a role in decision-making it is likely that other factors 

might play an equal or more important role.  

Casuistry in Evidenced-Based Care 

Tonelli (2006) introduced the notion of a casuistic approach to integrating 

evidence into practice. Casuistry is defined as “a resolving of specific cases of 

conscience, duty, or conduct through interpretation of ethical principles or religious 

doctrine” (Merriam Webster, 2011).  In the traditional methods of incorporating EBM 

into practice, empirical evidence has existed as the primary source of knowledge.  Tonelli 

proposes that in reality the practice of medicine includes a) empirical evidence, b) 

experiential evidence (what the provider experiences in the situation), c) 

pathophysiological reasoning (incorporating understanding of the way bodies and 

abnormal conditions interact), d) patient goals and values, and e) system features.  This 

broader, richer approach to decision-making, therefore requires a casuistic approach 

according to the author. 

In a response to Tonelli’s (2006) article, Malterud (2006) discusses the need for 

merging patient-centered care with EBM. Critics in the medical humanism movement 

suggest that EBM has removed the patient ‘from the picture’ although this was never its 

original purpose. Others call patient-centered care the opposite of EBM (p. 293). 
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Geanellos and Wilson (2006) also address the shifting of the patient from the periphery to 

the center of EBM and provide a model for the two contrasting systems (p. 303). 

To take a broader perspective, Malterud suggests that we examine the discursive 

nature of EBM. With its roots in positivism and objective science, the author sees it as a 

method of generating knowledge related to reasoning. Inquiry into the discourse of EBM 

utilizing Tonelli’s five domains (2006) is suggested. 

Djulbegovic (2008) was also invited to respond to Tonelli and makes the 

important point that knowledge of evidence is not sufficient for decision-making.  Even 

with Tonelli’s expanded approach, says Djulbegovic, it would be a mistake to assume 

that collecting ‘evidence’ is all one needs to make the decision.  

Another casuistic approach was introduced by Hay et al. (2008) who suggested 

that while EBM was based on generalized data and exogenous populations - local, 

endogenous evidence could be an additional timely and relevant resource.  The author 

introduces the concept of evidence farming wherein the provider customizes care for the 

patient, tracks the outcome of the care and then shares that information in a searchable 

database. This is another patient-centered approach. 

Summary  

Knowing the available evidence is critical in practice, but it is also important to 

remember that not everything has been or can be studied. These two factors provided 

balance in this study: DCC is an evidence-based practice (see p. 44) and more than 

evidence may be involved in providers’ decisions to change practice.   
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Decision-Making and Changing Provider Behavior in Medicine 

Translating evidence into practice is a cognitive learning process according to 

Green and Seifert (2005).  Assimilating new evidence, absorbing the technical or 

procedural extension of it into clinical care follows a 3-stage process. In the first stage, 

awareness, declarative knowledge is gained as explicit knowing, and is conceptual in 

nature. Next, procedural knowledge begins to develop, taking place in a different part of 

the brain and requiring practice to be embedded. In this, the acceptance phase, an 

“if…then” kind of thinking predominates which helps to incorporate the new rules 

associated with the change in practice. Finally, in the adoption phase, the new skill is 

practiced over and over again, in different settings until it becomes very familiar 

requiring less energy to perform (pp. 541-542).  In order for a provider to successfully 

translate evidence into practice each of these phases must be experienced. Too often, it is 

assumed that simply ‘knowing the evidence’ is enough and individuals focus primarily on 

the first phase (Green & Seifert, 2005). 

Interventions for Changing Provider Behavior 

There was a plethora of literature in the area of interventions aimed at changing 

medical providers (mainly physicians) behavior to improve evidence-based care. Thus, 

the currently available SRs and meta-analyses on the topic will be presented in the 

following section.  

Davis, Thomson, Oxman and Haynes (1995) conducted a literature review of 99 

trials on the effectiveness of education-based interventions on changing physician 

performance and health outcomes. These interventions included a) education materials, b) 

formal education (conferences, continuing education), c) outreach visits to providers, d) 
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performance audit with feedback, and e) clinical reminders.  While the authors report that 

62% of the studies “showed an improvement in at least one major outcome measure in 

physician performance or health care” (p. 701), they do not provide information on what 

those outcomes were, nor statistics. Also, there are issues with the quality of the study in 

terms of generalizability. 

The populations of the studies reviewed by Davis et al. (1995) were diverse.  

Thirty four of the 99 studies focused on residents who are not practicing, experienced 

physicians and 15 trials which did not specify what kind of physicians were involved.  Of 

the remaining 65, there were 35 studies of family physicians or general practitioners and 

the balance were split between specialists (including five with obstetricians) (Davis et al., 

1995, p. 701).  Study setting also varied with three quarters in outpatient locations (as 

opposed to hospitals).  It is difficult to apply the findings of this review to a specific 

population and it suggests it is primarily applicable to those working in the ambulatory 

care environment. 

Goldman (1990) reports on multiple studies of attempts to change physician 

behavior. The primary approach was using education to alter behavior in ordering 

laboratory tests. The results consistently showed a lack of sustainability in the two main 

measures of the study: behavior change and knowledge change in the physicians. 

In 2001, Grimshaw at al. conducted a systematic review of 41 literature reviews 

that investigated interventions to support changes in provider behavior. The published 

findings provide in-depth details from the research on each method studied and the 

effectiveness of each within selected reviews. Subsequently, in 2003, Grol and Grimshaw 

discuss the effective implementation of change in patient care and find that “evidence 
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shows that none of the approaches for transferring evidence to practice is superior to all 

changes in all situations” (p. 1225). They call for a comprehensive approach to methods 

that can be tailored to specific practices for specific providers. Table 2.3 provides a 

summary of Grol and Grimshaw’s overview of 54 reviews which evaluated strategies for 

change and their effectiveness. 

Table 2.3 

Effectiveness of Educational Interventions on Changing Provider Behavior from Multiple 
Reviews 
Intervention Number of 

Reviews 
Number 
of Studies 

Effectiveness 

Combined interventions 16 2-39 Most reviews; more effective than single 
interventions; not confirmed in recent 
reviews 

Computerized decision support 
 

5 11-98 Mostly effective 

Conferences, courses 
 

4 3-17 Mixed effects 

Education/different strategies 
 

8 5-63 Mixed effects/dependent on different 
strategies 

Educational materials 
 

9 3-37 Mixed effects 

Educational outreach visits 
 

8 2-8 Especially effective for 
prescribing/prevention 

Feedback on performance 
 

16 3-37 Mixed effects, most effective for test 
ordering 

Financial interventions 6 3-89 Fundholding & budgets effective, mainly 
on prescribing 

Interactive small group meetings 
 

4 2-6 Mostly effective, limited number of 
studies 

Introduction of computers in 
practice 
 

2 19-30 Mostly effective 

Mass media campaigns 
 

1 22 Mostly effective 

Multiprofessional collaboration 
 

5 2-22 Effective for a range of chronic conditions 

Patient mediated interventions 8 2-14 Mixed effects; reminding by patients 
effective in prevention 

Reminders 
 

14 4-68 Mostly effective, particularly for 
prevention 

Substitution of tasks 6 2-14 Pharmacist: effect on prescribing; Nurse; 
mixed effects 

Total quality 
management/continuous 

1 55 Limited effects, mostly single-site non-
controlled studies 

Use of opinion leaders 
 

3 3-6 Mixed effects 

Adapted from Grol and Grimshaw (2003) 
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 Baker et al. (2010) conducted a systematic review of 26 trials for the Cochrane 

Collaboration on the use of tailored interventions to overcome barriers to change in 

professional practice in healthcare. Tailored interventions were defined as “strategies to 

improve professional practice that are planned taking account of prospectively identified 

barriers to change” (p. 5). Nine categories of barriers to change were identified by the 

Cochrane Effective Practice and Organisation of Care Group : information management, 

clinical uncertainty, sense of competence, perceptions of liability, patient expectations, 

standards of practice, financial disincentives, administrative constraints and other. 

 The review results conclude that interventions which were tailored to 

prospectively identified barriers were more likely to improve professional practices than 

either a) no intervention at all or b) dissemination of guidelines, or c) educational 

materials alone (Baker et al., 2010). However, the researchers noted a wide variation in 

effectiveness between studies from lack of effect to large effect and suggest that there is 

no single, standard method for tailoring strategies to identified barriers. 

What Influences Medical Decision Making? 

Landon, Reschovsky, Reed and Blumenthal (2000) surveyed a national 

representative sample of 4,825 primary care physicians using five clinical scenarios to 

understand what factors most strongly influenced decision making. Among the strongest 

influences were personal characteristics of the physician and organizational setting. The 

other three categories, patient population, managed care and market level strategies, had 

little or inconsistent influence on decision making (pp. 896-897). Sirovich, Gallagher, 

Wennberg and Fisher (2008) also found that the geographic location (urban versus rural) 

of the medical practice affected providers’ decisions. 
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Bauchner, Simpson and Chessare (2001) proposed that three domains influence 

behavior change in physicians: a) their own knowledge and characteristics, b) patient 

characteristics and values, and c) external clinical evidence.  The strength of these 

domains shift, depending on whether the provider is encountering an acute care, urgent or 

chronic condition in the patient.  According to Bauchner et al., when matters are urgent, 

the patient’s characteristics and values shrink in importance compared to the evidence 

and physician characteristics. 

One hundred physicians in the United Kingdom were interviewed in a study using 

the critical incident technique by Allery, Owen and Robling (1997). This included 50 

general practitioners and 50 consultants (specialists). Participants were asked to describe 

a change they had made in each of four areas of clinical practice. After analysis, the 1080 

reasons for change given within the interviews were developed into 12 categories with 50 

subcategories. The six most frequently mentioned categories, in order of ranking, are 

listed here in Table 2.4. In addition, the two most frequently cited subcategories for each 

are included. 
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Table 2.4 

Reasons Given by Physicians for Changing Clinical Practice (Allery, Owen and 

Robling,1997) 

Category Subcategory 

  
Organization Hospital 

 General practice 
  
Education Literature 

 Meetings 
  
Contact with professionals Consultant 

 General practitioner 
  
Patient centered Patient need 

 Patient led 
  
Technology/tests Improvement 

 Access 
  
Economic Wish to save money 

 Pressure to save money 
 

In a qualitative study of decision-making in midwives practicing in the U.K., 

Porter, Crozier, Sinclair and Kernohan (2007) found that the primary model used was 

bureaucratic decision-making. This is based on adherence to written policies and 

procedures as compared to what the authors call ‘new professional’ decision-making 

based on collaboration with clients. The midwives’ descriptions of their decision-making 

pointed to three primary influences: 

 context: possible litigation, management strategies, workload pressures, 

medical dominance; 

 midwives’ characteristics: level of experience, reliance on tradition; and 
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 women’s perceived characteristics: willingness and/or ability to participate 

in decision-making (Porter et al., 2007) 

The applicability of this study to U.S. based midwives would be variable as the 

midwifery culture and work life is very different in the U.K. However, the midwifery 

profession worldwide also shares certain aspects of philosophy and culture. 

Theory in Studies of Changing Provider Behavior 

Multiple researchers have cited the high numbers of studies examining the gap 

between evidence and practice and proposed interventions to close that gap.  In doing so, 

many have noted the need for a theoretical basis for such interventions (Eccles, 

Grimshaw, Walker, Johnston & Pitts, 2005, Albanese, Mehicano, Xakellis & Kokotailo, 

2009).  

Robertson, Baker, and Hearnshaw (1995) discussed a multi-faceted approach 

which involved being willing to use one of any number of theories depending on the kind 

of change (institutional, group or individual) and the nature of the change being targeted 

and/or the barriers to change faced.  Their approach details examples of how specific 

theories could be used to address different types of problems typically faced. 

Implementation research is the scientific study of techniques which promote the 

uptake of research findings in order to reduce inappropriate care (Eccles, Grimshaw, 

Walker, Johnston & Pitts, 2005, p. 107). As discussed here, many studies meet this 

definition. However, few provide their rationale and context for the choice of 

intervention(s) in the study. In 2005, the United Kingdom Medical Research Council 

proposed a framework that included interventions intended to enhance the uptake of 

research results into practice. Included in this framework is a recommendation for a 
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theoretical basis for such interventions (Eccles, et al.). Few of the intervention studies I 

reviewed included a theory component. 

Summary  

Interventions designed to change provider behavior show mixed results in the 

literature. Many of the systematic reviews were generally poor in quality and difficult to 

draw conclusions from.  Grol and Grimshaw (2003) and Baker et al. (2010) report on 

encouraging results with tailoring methods to prospectively identified barriers to change. 

There were no studies focusing on interventions at the individual level, i.e. 

measuring changes in individuals, at least not as reported. The four articles on what 

influences decision-making provided similar answers. All four included provider 

characteristics and some version of context or external factors. Three of the four included 

patient characteristics. This provided another lens through which to view and listen to the 

participants in this study. 

Change in Maternity Care 

 Two foci existed in the maternity care literature on changing practice:  

interventions which affected behavior change and initiatives designed to implement 

group level changes. 

Interventions in Maternity Care 

Similar to the literature on changing behavior in physicians in general, maternity 

care research has examined interventions designed to support providers in incorporating 

evidence into practice. A comprehensive, high quality systematic review of the literature 

was conducted by Chaillet et al. (2006) which consisted of 33 qualifying studies. This 

review included research in obstetrics where multiple interventions had been applied to 



 

46 

enhance or improve the incorporation of evidence into practice. In 2007, Chaillet and 

Dumont, published a meta-analysis examining the evidence on strategies for reducing the 

cesarean section rate. The 2007 study included 10 trials which included three strategies. 

The results of both studies are displayed below in Table 2.5. 

Table 2.5 

Results of Systematic Reviews of Intervention Studies in Maternity Care  

 Effectiveness 

 

Interventions 

Chaillet, et al., 2006 

Obstetrics Review 

Chaillet, et al., 2007 

Cesarean Review 

Educational strategies with medical providers Generally ineffective - 

Educational strategies with para-medical 

providers 

Mixed effects - 

Opinion leaders Mixed effects - 

Quality improvement Mixed effects Effective 

Academic detailing Mixed effects - 

Audit and feedback Generally effective Effective 

Reminders Generally effective - 

Multifaceted strategies Generally effective Effective 

 

The authors note in both studies that the prospective identification of barriers is 

crucial to the effectiveness of strategies and that those strategies which include this factor 

are more successful (Chaillet et al., 2006, Chaillet & Dumont, 2007). 

Change Initiatives in Maternity Care 

Studies which examined change initiatives aimed at incorporating evidence-based 

practices into care were rare in the literature. No systematic reviews or meta-analyses 

were found. Of the individual studies located, there were none which focused on the 
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practice or decision-making of the individual care provider.  The five qualifying articles 

are discussed here. 

Althabe, et al. (2008). Nineteen hospitals in Argentina and Uruguay participated 

in a RCT involving a complex set of interventions designed to affect the incorporation of 

evidence into practice (Althabe et al., 2008). These included interactive workshops, the 

use of opinion leaders, site visits, reminders, and audit with feedback and training.  The 

first outcome measure was the use of postpartum prophylactic oxytocin to reduce 

bleeding after the birth. The use of prophylactic oxytocin increased from 2.6% to 12.3% 

at the control hospitals and from 2.1% at baseline to 83.6% at the intervention hospitals 

for a rate change of 67.5% (95% CI [38.9,87.1] P<0.001).   

Reducing  the use of episiotomy was the second measure. Use of this procedure 

dropped from 41.1% to 29.9%  ( a change rate of 10.9 % (95% CI [-16.1, -5.8] P<0.001) 

at the hospitals receiving the intervention and only a minimal change  (43.5% to 44.5%) 

at the control sites. 

Using a questionnaire, readiness to change was also measured before and after the 

interventions.  The change was significant (95% CI [19.6, 56.9] P<0.001). A twelve-

month follow up found that the difference in rate change between the control hospitals 

and intervention sites remained in place for avoiding episiotomy (95% CI [-3.8, 80.0] 

P=0.08) but not for prophylactic use of oxytocin (95% CI [-18.1, -4.3] P=0.004).   

The degree of success of this trial is unusual in the literature. One possible cause 

may be the intensive multi-faceted approach that was employed which required a large 

commitment of time, money and human resources. Another factor may be that the culture 

in which the study was carried out may be more receptive to change than others. 



 

48 

Belizan, et al. (2007). A qualitative study was also conducted of 50 participants 

in the aforementioned trial by Althabe et al. (2008). The qualitative study included 

physicians, midwives and administrators from four public hospitals. Findings from this 

research involved identifying categories of barriers to change (see Table 2.2, p. 31) and 

the stages of change that the participants experienced during the project (see Table 1.1, p. 

13). 

Bingham (2009). This dissertation research investigated the work of 7 ‘front-line 

maternity physician and nurse leaders’.  The qualitative study examined the participants’ 

most successful and least successful quality improvement QI project. Three types of 

strategies were identified in the QI tactics of the leaders: education, data and discourse. 

Project patterns within the QI projects emerged with five critical determinants: 1) amount 

of leader persuasion, 2) whether a leader had fully conceptualized the QI project, 3) 

amount of clinician persuasion, 4) presence or absence of meaningful data, and 5) how 

leaders responded to resisters. 

Harris et al. (2000). The researchers in this study reported success on a 

continuous quality improvement (CQI) program conducted at a Canadian maternity 

hospital with the country’s highest volume of births. The goal was to reduce unnecessary 

inductions of labor. Interventions included setting clear policies for conditions that 

qualified women for inductions, revising the scheduling process, peer review, and the 

addition of a CQI coordinator.  The authors share that “the overall induction rate for the 

institution decreased and this change has been maintained” (p. 1163). However no 

statistical analysis is presented in the article, only raw numbers of induction cases. 

Conclusions about the effectiveness of the interventions cannot be made. 
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Reisner, Wallin, Zingheim and Luthy (2009). A similar effort was reported on 

by these authors who conducted a prospective, before and after study. There were over 

20,000 births in the intervention group and approximately 10,000 births in the control 

group. The purpose of the intervention was to reduce unplanned cesarean sections by 

reducing elective (patient choice) inductions of labor. Inductions in first time mothers 

(primips) decreased from 4.3% to 0.8% (P<.0001). For mothers who had given birth 

before (multips), inductions were lowered from 12.5% to 9.3% (P<.0001). The cesarean 

section rate did not differ from the previous rate for either group (primips or multips). 

Summary 

Althabe, et al. (2008) and Belizan, et al., (2007) reported on the most successful 

published change initiative in maternity care to date.  This study used a multi-faceted 

approach which was reported as an effective approach in the reviews by Chaillet et 

al,.(2006) and Chaillet and Dumont (2007).  This appears to be an effective approach for 

organizational change based on the limited number of studies reviewed, but how 

decisions occur at the individual provider level and what may be effective for them has 

not been researched and remains unknown. 

 The other studies (Reisner, et al., 2009; Harris, et al., 2000) reported varying 

degrees of success with varying degrees of quality. Of greatest significance is the paucity 

of studies to be found. One possible explanation is that researchers may not be as likely 

to publish on initiatives that are not successful, because there are obviously many more 

initiatives than are represented here.  
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Delayed Cord Clamping: Evidence and Discourse 

Delayed cord clamping (DCC) was selected as the evidence-based practice of 

interest in this study. The succinct definition of and clear scientific evidence for this 

practice makes it an excellent choice for this study. The body of literature that is 

amassing on DCC is overwhelmingly positive. It is also something an individual can 

clearly self-measure; there is no ambiguity around this practice (which is present with 

many other clinical practices). It is clear what DCC is and isn’t.  (There are different 

discussions on how long to wait to cut the cord, but when is too early is almost entirely 

universal.) A participant may see themselves as practicing it in degrees (sometimes, 

mostly, always), but they know they are practicing DCC. 

In this section, DCC and ECC will be defined and the literature regarding both the 

significance of DCC and the evidence for its practice will be explored. 

Once a baby is born, a period of time will ensue when the infant is connected by 

the umbilical cord to the placenta, still inside the mother. Cord clamping refers to the 

procedure of placing two surgical clamps on the cord which stops the blood flow between 

the placenta and the baby and then cutting the cord between the two clamps. 

ECC is generally defined as clamping and cutting either immediately after the 

birth or before one minute of life. DCC for a full term infant (born ≥ 37 weeks gestation) 

is defined as waiting at least 2 minutes or until the cord stops pulsating. In some studies it 

has been defined as waiting more than one minute. For a preterm infant (< 37 weeks) 

DCC is defined as waiting until 30  to 45 seconds (Arca, Botet, Palacio & Carboneli-

Estrany, 2010; Mercer & Erikson-Owens, 2010). 
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The significance of the timing of cord clamping is related to the fetal blood 

volume at the time the cord is cut.  At birth in a term infant, two thirds of the blood 

volume is in the baby and one third is in the placenta.  In the preterm period, up to one 

half of the baby’s blood volume is in the placenta at birth.  The transfusion of this blood 

to the baby is dependent on the timing of the cord clamping, the mother’s uterine 

contractions and the position the infant is held in relation to the placenta during this time 

(Mercer & Erikson-Owens, 2010). DCC can support the transfer of up to 30% or more of 

the full term infant’s blood volume and as much as a 60% increase in red blood cell 

volume (Eichenbaum-Pikser, 2009; Yao, Hirvensalo & Lind, 1968). The benefits of DCC 

are related to the effects of the infant receiving this increased blood and red cell volume. 

Evidence for the Practice 

Arca, Botet, Palacio & Carboneli-Estrany in 2010 conducted a systematic review 

of the literature on DCC and in 2007, Hutton and Hassan performed a systematic review 

with meta-analysis.  Both reviews included only RCTs that were graded at a high level of 

quality. A summary of the benefits of DCC found in the trials is displayed in Table 2.6.  

All findings were statistically significant. 
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Table 2.6 

Benefits of Delayed Cord Clamping  

 

Age of Infant 

Full Term Infants 

≥ 37 weeks gestation 

Pre-Term Infants 

< 37 weeks gestation 

 

 

Benefits to 

Infant: 

 in blood flow to brain 

 in blood flow to gut 

 blood pressure (good) 

 iron deficiency anemia 

 breastfeeding duration 

 in costs 

 transfusions for anemia 

 episodes of low blood pressure 

 bleeding in the brain 

 incidence late onset infections 

 days on breathing machines 

 in blood flow to brain 

 in costs 

Adapted from Arca et al., (2010) 

In addition to the above benefits, new data has emerged about DCC as a form of 

“stem cell transplant” (Tolosa et al., 2010). Umbilical cord blood has been harvested for 

more than a decade to capture human stem cells.  These same stem cells are infused into 

the baby when DCC is practiced. The cells play a critical role in the maturation of the 

infant’s organ system and it is thought that several diseases may be preventable through 

the natural stem cell transplant of DCC, especially in preterm infants (Tolosa, 2010). 

In 2011, Andersson, Hellström-Westas, Anserssin, and Domellöf reported on the 

effects of DCC on the iron status of infants at four months (n = 400)). In this RCT, full 

term infants born after low risk pregnancy were assigned to either DCC (≥ 180 seconds 

after birth) or ECC (≤ 10 seconds). The research results showed that DCC at birth led to 

an improved iron status (p < 0.001) and a reduced prevalence of iron deficiency ( p = 

0.01) at four months of age as well as a reduced prevalence of neonatal anemia at two 

days of age (p = 0.02) without any adverse neonatal events. The authors of this study 

point out that “iron deficiency in infants even without anemia has been associated with 

impaired development” (p. 1). 
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Potential risks associated with DCC have been explored. For the infant these 

include concerns about polycythemia (too many red blood cells which makes the blood 

too thick), hyperbillirubinemia (too much billirubin, a by-product of the natural 

breakdown of red blood cells which can lead to jaundice), and respiratory distress 

(trouble breathing).   

Hutton and Hassan’s (2007) meta-analysis of 15 trials found that while infants 

with DCC were at an increased risk for asymptomatic polycythemia, this was a benign 

finding and required no treatment (RR, 3.82; 95% CI [1.11, 13.21]). There were no 

significant differences in hyperbilirubinemia between the ECC and DCC groups at 24 

hours of life (95% CI [-17.55, 25.18]) and at 72 hours (95% CI [-2.47,39.00]). Finally, 

the risk for respiratory difficulties for the infant was also found to be not significant (RR, 

2.48; 95% CI [0.34, 17.89]). In summary, no adverse neonatal effects were reported.  

MacDonald and Middleton (2009) conducted a systematic review on the timing of 

cord clamping at birth and also examined the effects of the timing of the administration 

of uterotonics (medications to prevent hemorrhage).  Like Hutton and Hassan (2007), 

MacDonald et al reported increased iron stores at three and six months of age with no 

significant issues with polycythemia or respiratory distress. Jaundice requiring 

phototherapy was found to be slightly higher in the infants with DCC in this review (3% 

vs. 5%). 

In the recent RCT of 400 infants by Andersson, Hellström-Westas, Anserssin, and 

Domellöf (2011) there were no significant differences between the DCC group and the 

ECC group in terms of respiratory symptoms, polycythemia, or hyperbillirubinemia 

requiring treatment. 
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A final concern about the practice of DCC has been the issue of effects on the 

mother. Some clinicians have worried that waiting to cut the cord might increase the risk 

of post partum hemorrhage (bleeding).  The systematic review by McDonald and 

Middleton (2008) found no significance between ECC and DCC with regard to excessive 

bleeding in the mother, average blood loss between mothers, maternal hemoglobin values 

72 hours after birth, manual removal of the placenta or maternal need for blood 

transfusion. No risk to the mother from DCC has been identified. 

Regarding ECC, Arca et al. conclude that “there is not enough evidence to justify 

early clamping of the umbilical cord” and that “early clamping appears to have no benefit 

for the mother” (p. 1284). 

Provider Practices and Attitudes about Delayed Cord Clamping 

Six studies and one unpublished study have been conducted about provider 

attitudes and practices concerning DCC. A survey of American nurse-midwives in 2000 

was conducted  by Mercer, Nelson, and Skovgaard.  The representative sample (n = 157) 

fell into three groups according to their practices of cord clamping. Those who clamped 

early (EC) before one minute of life (26%), those who clamped between one and three 

minutes (IC, 35%) and the late clampers (LC) who clamped after pulsation ceased (33%). 

The researchers described the beliefs and rationale of practice for each group: 

 EC:  early clamping facilitates management of the newborn; 

 IC: a moderate delay allows for a smoother neonatal transition, but some thought 

timing was really not significant factor; and 

 LC: strongly believed that late clamping supported physiologic birth process 

(Mercer et al., 2000). 
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At the University of Leeds, Airey, Farrar and Duley (2008) surveyed 47 midwives 

about their practice during the third stage of labor (the time from the delivery of the baby 

until the placenta delivers).  Included in this was a question about cord clamping. Ninety-

two percent of the respondents replied that they clamped the cord within one minute of 

life. One third of the infants had their cord clamped within 10 seconds of being born.  A 

report on national practice within the U.K. in 2007 stated that ECC was the most 

common practice in 77% of the births (Winter et al., 2007 as cited by Airey et al., 2008). 

This study did not include research on provider attitudes. 

Ononeze and Hutchon (2009) studied the attitudes of obstetricians towards DCC. 

Questionnaires were collected from 43 physicians representing hospitals from the British 

Isles and other European countries, the U.S., Canada and Australia.  Participants were 

asked if they practiced DCC in deliveries of preterm babies. Those who said they always 

did represented 9.3% of the sample, 53.4% said they sometimes did, and 37.2% never 

practiced DCC. Reasons for not adhering to the evidence varied between groups. Table 

2.7 shows this difference. 

Table 2.7 

Attitude of Obstetricians towards Delayed Cord Clamping: Reasons for Non-Compliance 

 

Reasons given for not following 

evidence: 

Overall reasons 

indicated for non-

adherence 

Reasons indicated by 

those who never practiced 

DCC 

Difficulty to follow in clinical practice 78.2% 37.5% 

Unaware of the evidence 8.6% 50% 

Do not believe the evidence - 6.2% 

No reason 13% 6.2% 

Adapted from Ononeze and Hutchon (2009 
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Bimbashe, Ndoni, Dokle and Duley (2010) published on the views of 

obstetricians in an Albanian maternity hospital regarding care during the third stage of 

labor. While Albania is a low-resource country and therefore does not meet my inclusion 

criteria, I am including this study for two reasons. The first is that DCC is considered 

especially important in low resource setting where equipment and personnel for infant 

resuscitation and treatment may be lacking and there is a higher incidence of anemia 

(VanRheenen, DeMoor, Eschbach & Brabin, 2008) therefore making the benefits of DCC 

that much more important. My second reason is that while these physicians are practicing 

in a country whose system may not be generalizable to our own, they are part of the 

larger discourse of the European maternity care physicians and this study was published 

in a highly visible electronic journal. 

When observed, 100% of the obstetricians in the study (n = 156) clamped the cord 

early (< one minute) with 85% clamping within 20 seconds. This did not agree with their 

answers to a survey where 49% said they clamped at between 20 seconds and a minute 

and 30% thought they clamped at beyond one minute (Bimbashe, et al (2010). 

In 2010, Bewley conducted a study and interviewed obstetricians, midwives and 

neonatologists in a hospital in the U.K. (n = 73). In this study, providers were asked 

questions about aspects of third stage management. When asked what form of 

management of third stage they used most all responders stated ‘active management’ 

84% of the time. When asked when they would cut the cord if using active management, 

63% of obstetricians and 57% of midwives said they would cut within one minute (ECC). 

If the care provider did not use active management and used what is referred to as 
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physiologic management, 74% of the obstetricians and 64% of the midwives said they 

would wait to cut the cord longer than one minute (DCC by their standards).   

Based on these numbers, the total use of DCC in this practice was 45% and ECC 

was practiced 55% of the time. 

(It is important to know that active management of third stage is the most 

common practice in the U.K. and calls for ECC as part of its protocol.) 

In the correspondence section of the British Journal of Obstetrics and 

Gynaecology, Farrar et al. (2011) reported on their unpublished survey of the Royal 

College of Midwives and the Royal College of Obstetricians and Gynaecologists in the 

U.K.  They found that three-quarters of the obstetricians (682/926) and almost one-half of 

the midwives (526/1297) clamped the cord within 20 seconds. 

Sivaraman and Arulkumaran (2011) at the University of London conducted a 

survey on DCC throughout four South London Trusts (n = 148). The survey included 

midwives (51%), student midwives (16%), obstetricians (14%), consultants (13%) and 

other physicians (6%). Eighty percent of those surveyed stated that they clamped the cord 

before 40 seconds. Two percent stated they clamped the cord after two minutes. 

A summary of the findings of the seven studies discussed above are displayed in Table 

2.8. 
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Table 2.8 

Practice of Delayed Cord Clamping by Maternity Care Providers 

 

Study (Year) 

Country(s) 

Provider Type 

ECC 

< 1 min 

Delayed 

> 1 min 

Size of 

Study 

Mercer, Nelson, 

 and Skovgaard (2000) 

 

U.S. 

Midwives 

 

 

26%* 

 

69%* 

 

n = 157 

Airey, Farrar and  

Duley (2008) 

U.K. 

Midwives 

 

 

92% 

 

8% 

 

n = 47 

Ononeze and  

Hutchon (2009) 

Multiple Countries 

Physicians 

 

 

37.2% 

9.3% always 
53.4% 

sometimes 

 

n = 43 

Bimbashe, Ndoni,  

Dokle & Duley (2010) 

Albania 

Physicians 

 

 

100% 

 

0% 

 

n = 156 

Bewley (2010) UK: Midwives  

& Physicians** 

 

 

55% 

 

45% 

 

n = 73 

Farrar et al. (2011) U.K. Physicians & 

Midwives 

 

74% 

41% 

0.4% 

4% 

n = 926 

n = 1297 

Sivaraman & 

 Arulkumaran (2011) 

Physicians & 

Midwives 

 

80% 

 

2% after 2 

min  

 

n = 148 

*Five percent are reported as doing “other” types of cord clamping in this study 
** Rates are based on survey answers 
 
Summary on Delayed Cord Clamping 

The evidence in favor of DCC is substantial. Available literature reviews draw the 

same conclusion – DCC is an evidence-based practice with minimal risks for mother or 

baby and many substantial benefits (Arca et al., 2010; Cook, 2008; Hutton and Hassan, 

2007). Yet few providers practice DCC. Of the seven studies available on providers’ 

attitudes and practices about DCC, only one is solely about U.S. providers (Mercer, et al., 
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2000) and one included some U.S. physicians (Ononeze and Hutchon, 2009). The Mercer 

et al. study is exclusively about U.S. midwives. The midwives’ rate of DCC (69%) at the 

time of the study was higher than any other group discussed here, yet midwives today 

attend only eight  percent of the births in the U.S. Also, the study is now ten years old and 

may not reflect current practice. The Ononeze and Hutchon study included some U.S. 

physicians but no breakdown by country was provided, thus no specific statistics were 

given for the U.S.. 

Summary of Chapter 2 

The exploration of the literature for this study resulted in several important 

insights. Some reaffirmed the information and ideas that inspired me to begin this 

research in the first place. Others opened new doors, giving me new ways to view the 

work. 

Kuhn (1996) describes a scientific revolution, as a non-cumulative, 

developmental episode in which “an older paradigm is replaced in whole or in part by an 

incompatible new one” (p. 92).  Focusing on the evidence itself (grading and 

dissemination) and on interventions to change providers at large has been the existing 

paradigm in the movement to incorporate evidence into practice. Asking those who have 

changed what worked, what was involved in their decision to change comes from a new 

worldview that puts the provider and the situation of individual change at the center.  

Such a shift has the potential to bring new, important, information and perspective and 

served as a core commitment in this study. 

Led by a new paradigm, scientists adopt new instruments and look in new places. 
Even more important, during revolutions scientists see new and different things 
when looking with familiar instruments in places they never looked before (Kuhn, 
1996, p. 111).  
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There is a compelling need for this research. The maternity care system in the 

U.S. is in need of sweeping change and improvement in effectiveness of care. Our system 

of care for mothers and babies has a widening gap between evidence and practice and our 

efforts to impact how providers incorporate the evidence does not seem to have the 

momentum to close that gap.  This literature review shows that what has been studied 

about providers in general and maternity care providers in particular, focuses primarily 

on organizational change and little work has been done to learn about individual change. 

The research orientation has been towards trying to make change happen, not to learning 

about what happened in the individual who has changed. Thus, the purpose of this study 

has been to address this gap in knowledge and to understand the individual decision-

making of maternity care providers who have changed practice from a form of care that is 

not evidence-based to one that is.  
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Chapter 3: Methodology 

 Chapter 1 discussed the current state of maternity care in the U.S. and the 

importance of having maternity care providers in our country choose clinical practices 

which align with the evidence. The gap between evidence and practice was explored.  

Chapter 2 identified a lack of studies which address individual decision-making and 

behavior change in maternity care. In this chapter the methodology for this qualitative, 

grounded theory research is described including the epistemology, methodology, 

theoretical basis, and specific practices of data gathering and analysis. 

Research Questions 

This study was guided by two types of research questions. The primary question 

was:  

 How do maternity care providers who changed from practicing early cord 

clamping to delayed cord clamping describe their decision to change practice?  

Charmaz (2005) discusses the use of guiding interests, sensitizing concepts and 

disciplinary perspectives in grounded theory.  Such sources of knowledge provide the 

researcher with “points of departure for developing, rather than limiting, our ideas” (p. 

17). Based on this concept, a second group of exploratory questions was used:   

 How does knowing the evidence impact the decision to change practice? 

 How do social, professional & institutional factors impact the decision to 

change practice? 

 How do individual factors impact the decision to change practice? 
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Methodological Approach 

 This research is a qualitative, grounded theory study based within a constructivist 

epistemology.  An explanation of the basis of this approach is described below. 

Qualitative Research 

Creswell (2007) identifies many reasons to choose qualitative research, including 

when existing theories or studies are inadequate to explain a phenomenon. In addition, 

the author points out that reducing the experiences of participants to a statistical mean via 

quantitative data can overlook their “uniqueness as individuals” (p. 40).  This makes 

qualitative research the best fit for a study focused on an individual experience in a 

unique situation such as medical providers choosing to change practice. 

Denzin and Lincoln (2005) define qualitative research as work that locates the 

researcher in the world. “It consists of a set of interpretive, material practices that make 

the world visible (emphasis mine) (p. 3). Van Mannen (1990) put it this way: 

“… to do research is always to question the way we experience the world, to want 
to know the world in which we live as human beings. And since to know the 
world is profoundly to be in the world in a certain way, the act of researching – 
questioning – theorizing is the intentional act of attaching ourselves to the world, 
to become more fully a part of it, or better, to become the world” (Van Mannen, 
1990, p. 5). 
 

 It is this quality of being in the world and making the world visible which is 

important in the work of qualitative researchers.  Beginning to understand the decisions 

maternity care providers make to change their practices requires being able to willing to 

get inside their world.  Having a commitment to represent their voice and create 

understanding about their experience requires making their world visible through 

rigorous, ethical research.  
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Constructivism 

Crotty (1998) defines constructionism as “the view that all knowledge, and 

therefore all meaningful reality as such, is contingent upon human practices, being 

constructed in and out of interaction between human beings and their world, and 

developed and transmitted within an essentially social context”  (p. 42). In this sense, 

meaning in the world is not discovered – as if already there – it is constructed. Unlike the 

positivist point of  view which would suggest that things “are” and have pre-existing 

meaning, the constructionist point of view suggests that it is only the interaction between 

humans and their world that allow for meaning to emerge. The ‘constructions’ we make 

occur through our interaction with “information, contexts, settings, situations, and other 

constructors… using a process that is rooted in the previous experience, belief systems, 

values, fears, prejudices, hopes, disappointments and achievements of the constructor” 

(Guba and Lincoln, 1989, p. 143). Crotty (1998) identifies constructivism with 

epistemology and meaning making in the individual and constructionism with the 

collective generation of meaning (p. 58). 

Grounded Theory 

Grounded theory as a research methodology emerged from the work of Barney G. 

Glaser and Anselm L. Strauss and was first described in The Discovery of Grounded 

Theory (1967). Their research model provided a more structured form for qualitative 

investigation at a time when the quantitative approach had a strong hold in science. 

Through grounded theory, Glaser and Strauss moved qualitative inquiry “beyond 

descriptive studies into the realm of explanatory theoretical frameworks, thereby 

providing abstract, conceptual understandings of the studied phenomenon” (Charmaz, 
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2006, p. 6). Grounded theory affords the researcher the opportunity of developing theory 

or theoretical conceptualizations whereas others do not (Creswell, 2007, p. 63).   At the 

core of grounded theory are defining characteristics including: 

 simultaneous participation in data collection and analysis, 

 using the constant comparative method involving making comparisons during 

each stage of analysis, 

 memo-writing to elaborate categories, specify their properties, define 

relationships between categories, and identify gaps, and 

 advancing theory development in each stage of data collection, coding and 

analysis (Glaser & Strauss, 1967). 

A Constructivist Approach to Grounded Theory 

Charmaz describes two approaches to grounded theory: that which is based in 

constructivism within the interpretive paradigm and an objectivist approach which 

derives from the positivist paradigm (2006, p. 130).  In objectivist grounded theory, 

“meaning inheres in the data and the grounded theorist discovers it” (p. 131). 

Constructivist grounded theory “depends on the researcher’s view; it does not and cannot 

stand outside of it” (p. 130).  According to Charmaz, the former attends to the data as real 

and fixed awaiting interpretation by the objective researcher, and the latter views data and 

analysis as a dynamic process developed in a shared relationship between participants 

and researchers (pp. 130-131). This research was embedded in a constructivist grounded 

theory approach. 
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Methodological Theorist 

Kathy Charmaz (2006) provides a rich structure for conducting qualitative 

analysis within the interpretive paradigm. Her work delivers a practical guide to 

constructivist grounded theory research including a) gathering rich data, b) coding, c) 

memo-writing, d) theoretical sampling, saturation and sorting, e) reconstructing theory, f) 

writing, and reflecting. According to Charmaz, rather than the original assumption that 

theory would emerge from the data, separate from the researcher, in her constructivist 

approach “neither data nor theories are discovered. Rather, we are part of the world we 

study and the data we collect. We construct our grounded theories through our past and 

present involvements and interactions with people, perspectives and research practices” 

(2006, p. 10). 

Study Design 

Sample Plan  

Population. The target population for this study was U.S. maternity care 

providers. This included physicians or midwives providing care to women during labor in 

locations such as hospitals, births centers or homes. The physician category could include 

obstetricians, family medicine physicians and/or perinatologists.  The midwife category 

could include certified nurse-midwives, certified professional midwives, certified 

midwives and/or direct entry midwives. For an explanation of these different types of 

providers, see the Definitions of Terms, p. 19. 

 Inclusion criteria. Participants were required to be a) be a U.S. maternity care 

provider currently taking care of women in labor and birth; or have been taking care of 

women in labor and birth within the last 3 years; b) currently practicing DCC and have 
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been practicing it for at least six months; and c) have formerly practiced ECC and have 

practiced that for at least six months or more.  This could include practicing ECC during 

their residency (physicians) or preceptorship/apprenticeship (midwives). 

Sampling strategy. This study used a combination of two sampling strategies: 

‘criterion-oriented’ sampling and the ‘snowball approach’.  Creswell (2007) states that 

“criterion sampling works well when all individuals studied represent people who have 

experienced the phenomenon” being studied (p. 128).  The snowball or chain approach is 

described as identifying cases (or in this instance, individuals) of interest via contact with 

other people who may know other people who are potential participants for the study 

(Creswell, 2010, p. 127).  Polit and Beck (2012) add that a snowball approach also 

involves asking early participants in the study to nominate others who would qualify for 

the study.  

Both methods resulted in bringing participants into the study. Two interesting 

examples of the methodologies working were a) one individual heard about the study 

through a listserve and then went on to distribute the information through a national birth 

organization’s large membership list which resulted in new participants; b) another  

participant, when asked, could not recall how she had heard about the study specifically, 

citing multiple sources where she thought she had gotten the information more than once. 

The following actions were taken to recruit participants for the study: 

 e-mails to leaders of multiple regional chapters of the national professional 

midwifery organization with details on the study and flyers; study was 

announced at meetings and the information was distributed to the 

membership through e-mail 
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 e-mailed study information and flyers to multiple national birth 

organizations who  distributed information through e-newsletter and/or 

their membership lists 

 posted study information, with permission, on international listserve for 

maternity care providers 

 e-mails to researcher’s personal contacts in professional birth community 

with information on study asking them to send on to their contacts 

 researchers in the field currently working on studying DCC shared study 

information with their contacts 

 study participants were asked if they knew anyone who might want to 

participate in the study 

 study participants were also asked to share study information with 

colleagues  

Recruitment materials were approved by Institutional Review Board (IRB) of The 

George Washington University in May 2011. Recruiting began in June 2011 and 

continued through November 2011 until the final interview was complete. 

Sample Size.  Charmaz recommends theoretical sampling to ensure adequate data 

(2006).  She cautions that this is not the same as increasing sample size as to gain 

additional data to confirm one’s conclusions. In her approach (and grounded theory in 

general), one starts with the data, writes memos, constructs tentative ideas about the data, 

conducts further empirical inquiry and observes how that fits with those ideas. This 

process continues in theoretical sampling until the gaps are filled in and the data is rich 

(pp. 102-103). 
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 Based on this concept, I planned for a minimum of 15 participants with the 

understanding that I would have as many as needed to achieve saturation and quality.  

This was consistent with published studies in the fields of medicine and nursing that have 

used grounded theory. (Bahl, R., Murphy, D.J., & Strachan, B., 2010; Bernheim, S.M,. 

Ross, J.S., Krumholz , H.M., & Bradley, E.H., 2008; Lewis, C.L., Griffith, J., Pignone, 

M.P., & Golin, C., 2009; Lyndon, A., 2010; Mills, J., Francis, K. & Bonner, A., 2008; 

Robinson, F.P., Gorman, G., Slimmer, L.W., & Yudkowsky, R., 2010; Turrill, S. A., 

2000). 

 The actual sample size was 17. Eighteen participants were recruited and 

consented for the study, but one participant was found to be ineligible during the 

interview as he had actually never practiced ECC. 

Sample stratification. Originally I had a goal of having my sample represent the 

ratio of physicians to midwives in the U.S. maternity care workforce today which is four 

physicians to one midwife (American Academy of Family Physicians, 2010; American 

College of Nurse-Midwives, 2010; American College of Obstetricians and 

Gynecologists, 2010; Klagholz & Strunk, 2010; National Association of Certified 

Professional Midwives, 2010). In retrospect, this was probably an unrealistic goal for a 

number of reasons. First, the sampling methodologies (criterion sampling and 

snowballing) did not allow for targeting specific professions very well. Second, based on 

studies of provider practices and DCC it is extremely likely that few physicians in the 

U.S. actually practice DCC, limiting the potential pool of participants (Bewley, 2010; 

Bimbashe, et al., 2010; Farrar et al., 2011; Ononeze & Hutchon, 2009; Sivaraman & 

Arulkumaran, 2011). Another reason was the short recruiting period. If the time period 
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had been longer, it might have been possible to increase the number of physicians by 

working through more formal routes with the physician professional organizations. In 

addition, because I am a Certified Nurse Midwife, the resources most easily available to 

me accessed midwives more easily than physicians.   

The final sample consisted of five physicians and 12 midwives. This represents 

71% midwives and 29% physicians.  It should be noted that both the theoretical basis of 

this study and the research questions do not make a distinction between provider types.  

The interest here is in all providers. 

Instrumentation 

 The study was conducted using semi-structured interviews to explore how 

maternity care providers who changed from ECC to DCC described their decision to 

change practice.  According to Seidman (2006), interviewing is the best research 

technique to provide access to “the context of people’s behavior” and the “meaning of 

that behavior” (p. 10).  One assumption behind the use of interviewing is that how people 

make meaning of their experiences affects the way they encounter such experiences. (p. 

10).  Semi-structured interviews are best used when the researcher wants to make sure 

that specific topics are consistently addressed in every interview.  This focused format 

however, leaves room for diverse answers and other topics to emerge (Polit & Beck, 

2012). 

An initial interview instrument was developed and approved by the IRB. Using 

the constant comparative analysis technique which is consistent with grounded theory, 

the interview questions evolved throughout the data gathering period. Each interview 

consisted of 10 semi-structured interview questions with sub-questions used as prompts if 
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needed. Table 3.1 shows the final interview questions and illustrates their alignment with 

the main research question and the exploratory questions.
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Table 3.1 

Alignment of Semi-Structured Interview Questions with Research and Exploratory Questions 

 Main 
Research 
Question: 
Description of  
decision to 
change 
practice 

Exploratory 
Question 1: 
Effect of 
knowing the 
evidence 

Exploratory 
Question 2: 
Effect of 
social, 
professional, 
institutional 
factors 

Exploratory 
Question 3: 
Effect of 
individual 
factors 

1. Tell me about your practice. 
o Setting 
o Clients 
o Services 

   
X 

 

 
2. How do you think your 

colleagues would describe you? 

   
X 

 

 
3. Tell me the story about your 

decision to practice delayed cord 
clamping. 
o When did you change? 
o What was it like?  
o Why did you decide to 

change? 

 
 

X 

 
 

  

 
4. What factors contributed most to 

your decision to change? 
o Was one more important? 

 
 

X 

 
 

X 

 
 

X 

 
 

X 

 
5. How did your colleagues (other 

providers) respond to your 
change in practice? 

 
X 

  
X 

 
X 

 
6. How did the people you work 

with at the birth respond to your 
change in practice? 

 
X 

  
X 

 
X 

 
7. What role did the evidence play 

in your decision to change 
practice.  

 
X 

 
X 

  

 
8. Since changing, have you 

spoken to others about this new 
practice?  

 
X 

  
X 

 

 
9. After you made the change and 

began the new practice, how did 
you feel? 

 
X 

   
X 

 
10. Are there any other questions 

that I should ask to better 
understand your experience in 
changing practice? 

 
X 
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Data Collection 

Once a participant had contacted me, a personal e-mail with the study information 

sheet (as approved by the IRB) was sent to them.  In the e-mail, I asked them to let me 

know if they would like to participate in the study and, to let me know times that would 

be good for scheduling an interview. If I did not hear from them after one week, I 

contacted them again. If I did not hear from them after the second contact, I did not 

contact them again. 

Once an interview was scheduled, I sent a reminder e-mail one day before the 

interview with a second copy of the study information sheet and asked them to make sure 

to read it before the call. I let them know that their consent, should they agree, was given 

verbally over the phone at the time of the interview. If the participant had not read the 

consent form at the start of the call, it was read aloud to them at that time.  

Eighteen semi-structured interviews with maternity care providers practicing 

throughout the U.S. were conducted between June 1st and November 30th, 2011.  One 

provider that was interviewed did not qualify for the study, which left 17 eligible 

participants (5 physicians and 12 midwives).  

Regarding the ineligible provider, after receiving and reading multiple sources of 

information which explained the eligibility requirements - including the study 

information sheet the participant consented to the study and began the interview. Well 

into the interview they revealed that they had never practiced ECC, meaning they had 

never changed their practice. Once I realized this, I chose to complete the interview rather 

than embarrass the participant, but the data was not included in the study. 
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While interviews were available in person, all interviews were conducted by 

phone. All interviews were digitally tape recorded with the participants’ consent.  This 

ensures maximum accuracy for transcription and later analysis (Seidman, 2006). Memos 

were kept of each interview to capture reflections which, according to Polit & Beck can 

be observed but not recorded, as well as for methodological and theoretical 

considerations which arise (2012).  When possible, the day after the interview, the tape 

was reviewed by the researcher and a second memo on the interview was made. 

The recordings were then transcribed.  The transcriptivist was given a specific set 

of format instructions and a guide to terms used in the project. At the time of the 

interview, participants were asked to choose their own pseudonyms to protect their 

confidentiality in the transcription process and throughout the research project. The 

recordings, demographics records, memos and subsequently, the transcriptions are kept 

on the researcher’s computer in encrypted files (password protected). There is a single 

key file which links the participant names to the pseudonyms and this is in an encrypted 

file with a password known only to the researcher.  

Data Coding and Analysis 

Charmaz (2006) recommends two main phases of coding for grounded theory, 

initial coding and focused coding. During initial coding words, lines or segments of data 

are identified or named. In focused coding, selective phrases pull together the most 

important/frequent initial codes for sorting, synthesizing and integration (p. 46). 

An important distinction in grounded theory is that data collection, coding and 

analysis occur at the same time in a cyclical, interrelated process.  Rather than waiting for 

a large body of data in which to immerse one’s self as a first step before coding begins 
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(Creswell, 2007, p. 150), this process can begin as soon as the first interview is complete. 

This is called studying emerging data (Charmaz, 2006, p. 47). Initial Coding in this 

project was used as a means to establish provisional, comparative codes with which to 

test the fit of the initial developing categories and themes and incoming new data 

Coding and data management was performed using ATLAS.ti Version 6.1 

(ATLAS.ti, 2011), a robust software program which allows for multiple explorations of 

qualitative textual data. 

Memos were kept throughout the data coding and analyzing process and were an 

integral part of the data itself (Charmaz, p. 48).  In addition to memos made during the 

interview process, memos were also made during coding and for each focused code. 

Creswell recommended limiting the number of initial codes to no more than 25-30 (p. 

152). I developed 37 initial codes.  

Focused coding included reviewing initial codes to search for categories of 

themes.  Creswell recommends no more than five to seven general themes and goes on to 

describe each theme as a family with the possibility of sub-themes emerging (2006, 

p.153). In this project, during the process of moving the initial codes into focused codes, 

4 themes were developed which are discussed in Chapter 4.  

An additional layer of re-coding was performed for developing a conceptual map 

of the domains which impact providers’ experience of change. According to Charmaz, 

“many grounded theorists… use various types of diagrams – including maps, charts, and 

figures – to tease out relationships while constructing their analyses and to demonstrate 

these relationships in their completed works” ( 2010, p. 117). The software C-Map was 
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used for this (IHMC Cmap, 2012). Charmaz (2010) discusses recoding as an additional  

access to saturation of data. 

Throughout the above described processes, Glaser’s constant comparative method 

of qualitative analysis was applied. Scrutinizing comparisons between data, codes and 

categories developed from focused coding allowed for the beginnings of theory 

development. Based on these developments, data was re-examined and new codes 

emerged which contributed to the richness of the categories. This process of creating bits 

of substantive theory was woven throughout the project, resulting in the model for 

individual provider change discussed in Chapter 5. 

Trustworthiness and quality. Nakkula and Ravitch (1998) describe the “ethics 

of prejudice and misunderstanding” in research (p. xiii). Prejudice comes about as the 

result of those views and opinions in which we are all grounded based on previous 

experience.  These can lead to bias when used as a filter for interpretation of events and 

our views of others.  According to Nakkula and Ravitch, rather than being dismissed as 

character flaws, these prejudices and biases can serve as opportunities for improving 

understanding and communication when the individual is accountable for them (1998, p. 

xiii).  Such accountability can also enhance the trustworthiness of research. To take 

advantage of such opportunities, a number of strategies may be employed.  

Reflexivity and critical reflection. Reflexivity and critical reflection involves 

purposeful and intentional self-reflection while researchers interact with participants in 

the field. Daley (2010), citing Schon (1983) defines these different practices: 

“Being reflexively engaged in research means reflecting in action, whereby a 
researcher questions her and the participant’s claim to knowledge as they engage 
in the social interaction of the research interview… Conversely, adopting a stance 
of critical reflection involves reflecting on action, whereby a critical incident that 
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is located in the past is explored as a learning opportunity for the future” (Daley, 
2010, pp. 69-70). 
 

In my original research proposal, I said “During my interviews, I will pay close attention 

to both what is occurring… between myself and the individual provider I am being with 

(reflexivity) and to what has occurred in the interactions after they are completed, to learn 

as much as possible from them (critical reflection)”. This reflexivity and critical 

reflection is shown my memos. After one of my early interviews, I wrote: 

What I recall was how much more in depth this interview went than the first one. 
Also that SHE led it into the depth, not me… Clearly something is missing in my 
technique and in the way I handle questions… like I get very short answers 
(Leslie, Field Memo 2.1). 
 

After a later interview I observed: 

She had a sense of power about her - about the change, that of course she could 
make a change and others would go along with it. But, did not talk to others about 
it in terms of getting others to change. That’s an important question for me to ask. 
I’m getting a little bit better, but still a ways to go (Leslie, Field Memo, 4.1). 
 

A memo from my last interview said: 

She was anxious to interview and was very supportive of the project. Her story 
was one of self-discovery of DCC. She sought out the information and evidence 
and says that it was a combination of the evidence and her trust in nature that 
brought about the change… She made an interesting comment about how people 
learn birth inside a context of letting others find the evidence for them… I know 
what she means, like there is the standard evidence in which we trust. See images 
of spiral pathways to change, that all lead to the center. Just an image. Can’t make 
sense of it. Maybe it is a single person’s change pathway, some have many spirals 
that build up energy? Others only one or two? Spinning? Solidifies into a change? 
Former practice was a line? Spiral leads away from line? (Leslie, Field Memo, 
18.1) 
 
Peer debriefing. Creswell (2007) recommends peer review or debriefing as a 

means for an external check during the research process (p. 208). First described by 

Lincoln and Guba in 1985, peer debriefing serves many purposes, it: 
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 helps establish credibility by ‘keeping the researcher honest’ via rigorous 

questioning and inquiry from a peer about the process, findings and analysis; 

 offers an opportunity to test hypotheses which may be emerging from the data; 

 provides a chance to discuss the direction of the study and ‘next steps’; 

 allows the researcher the opportunity to experience catharsis, by having a peer 

with which to share their personal experiences (p. 208). 

I took the opportunity to participate in Peer Debriefing with several different peers 

during the study. Originally, I had thought I would talk about the study only with my 

peers who are maternity care providers. In reality, I did speak with peers in the maternity 

care field and nurse-midwife researchers, but I also spoke with colleagues who are 

advanced nurse practitioners with doctorates, follow doctoral candidates, members of my 

doctoral committee and other researchers about the study as well.  I believe this gave me 

a wider breadth of input to incorporate into the project. 

Member checks. When a researcher shares their interpretation of study data with 

participants and asks for feedback, it sets up a safety net against misunderstanding and 

misinterpretation and provides a rich source of further data. Member checks are a means 

of testing one’s “hypotheses, data, preliminary categories, and interpretations” (Guba & 

Lincoln, 1989, p. 238). Accordingly, they are a “crucial technique for establishing 

credibility (p. 239). 

 After the first four interviews, once the interviews were complete, if time allowed, 

I had a conversation with the participants about some of the emerging themes that I was 

beginning to see in the data.  Their feedback provided a rich source of feedback for future 

analysis. 
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Thick rich data.  Thick description is associated with rich and thorough 

descriptions of the research findings observed in the data gathering process (Polit & 

Beck, 2012).  It is associated with Lincoln and Guba’s concept of transferability which 

suggests that the fuller and richer the data, the better it will describe the event/subject of 

interest within its context. In doing so, it will be more transferable to other contexts when 

represented by the researcher’s text (1989, p.241). Field notes, memos made during 

analysis, notes from peer debriefing and member checks all contributed to the richness of 

the data.  

Suitability and sufficiency. To address quality in grounded theory research, 

Charmaz (2006) emphasizes the need for both the suitability and the sufficiency of the 

data. Suitability refers to having a good match between the type(s) of data collected and 

the situation you are committed to exploring/explaining and sufficiency refers to having 

enough data (p. 18).  Sufficiency can also be measured in the concept of data saturation 

which is the point at which no new information is gathered and redundancy occurs (Polit 

& Beck, 2012). Charmaz (2010) also makes the comment that saturation can be achieved 

sometimes not by seeking more ‘new’ data, but by returning to existing data and recoding 

it. In this study, after 17 interviews, I did not see the need for more data as the five 

emergent themes kept recurring. I did however, return to the original data several times 

and recode to look for nuances within these themes and/or to assist with theory 

development. 

  



 

79 

Ethical Considerations 

To reduce the risk of exposure to harm for study participants, approval was 

secured from the IRB before the study began.  In addition, several steps were taken to 

protect the study subjects during data collection and analysis. These included:  

 providing potential participants with full disclosure information about the study; 

 obtaining verbal informed consent from all participants before the interviews were 

conducted; 

 informing participants of their individual rights as participants in a research study: 

the right not to answer any questions, the right to have the recorder turned off, the 

right to stop the interview at any time, the right to unconditionally withdraw from 

the study with or without explanation, and the right to obtain access to the 

transcription and analysis of the interview data prior to publication;  

 removing all identifying information before the tapes are transcribed;  

 creating a pseudonym for each participant;  

 protecting  all electronic records with identifying information in password 

protected encrypted files with access only by the researcher on one computer 

Researcher Subjectivity 

The following section of this document was written in Fall 2010, prior to 

beginning the data collection and analysis phases of this research. I present it here intact, 

as it was written then, because it represents the potential biases with which I entered this 

qualitative inquiry.  
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Original Research Subjectivity Statement Fall 2010: 

As I approach this research project, I embrace Godamer’s concept of the forward 

arc of projection as described by Nakkula and Ravitch (1998): 

We are projected forward or thrown into new activities with prior expectations 
based on internalized interpretations of our archive of life experiences.  These 
experiences, the meanings of which have been organized and reorganized over 
time to such an extent that they are part of us, part of our interpreted history, are 
largely taken for granted (p. 24). 
 

I do not embark on this endeavor as a tabla rasa, completely objective or without agenda. 

I am the sum of my life experiences and it is those experiences, passions and biases that I 

bring with me to this work. 

I am a Certified Nurse-Midwife and Registered Nurse with my Masters in 

Nursing Science and have worked in the maternity care field since 1989.  I have served as 

both a clinical and academic educator in midwifery at three universities and was the 

director of a large, women’s health care and maternity service for seven years.  In my 

professional advocacy role, I have served in leadership positions on both national and 

international boards of maternal-child health organizations and have served as a 

consultant for U.S. hospitals and institutions abroad. 

In the U.S. there are many settings in which midwives and physicians work in a 

collaborative manner. However there are also environments in which the two professional 

cultures clash and are even competitive or adversarial. In my experience, many settings 

are a balance of all of these elements. Even in the absence of overt biases, there are many 

differences between the education and clinical practices of most physicians and midwives 

and these differences can lead to gaps in professional understanding, and at times, 

respect. I am not exempt from such experiences.  



 

81 

Even amongst midwives in this country there is a broad range of cultures from 

nurse-midwives to non-nurse midwives; from those who practice in hospitals and those 

who provide services in out of hospital settings; and a wide range of practice styles from 

minimal intervention to those whose practice using more technology than others. 

I will need to remain sensitized and aware of my prior experiences and the 

differences between my profession and the professions of providers I am interviewing. 

Without this awareness I may jeopardize my ability to remain open in the data gathering 

and analysis process or be predisposed to forgone conclusions.  

In addition, I have a personal belief that DCC is the ‘correct thing to do’ based on 

the evidence (when the clinical situation does not contraindicate it).  This bias might also 

interfere with my understanding of the reasons people change practice, because indeed 

their reasons may have nothing to do with my reasons. I must guard against using my 

beliefs as a filter for hearing the voices of those I will represent.   

Researcher Subjectivity: Update 

One of my experiences of ‘self’ during the study was that of trying my best to stay 

out the way.  Many of those interviewed were passionate about their reasons for choosing 

DCC and (it seemed to me) wanted to engage me in conversations with them about some 

of the clinical issues they faced. (Or maybe I just wanted to get into conversations with 

them.) In either case, it took some practice for me to learn to be a good listener, but not 

disappear altogether.  In other ways, I found that some of the self-biases I was worried 

about – those to do with inter-professional concerns, never manifested. I found there was 

no difference between the interviews with physicians or midwives, nor in the heart of 

their stories.  
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My bias towards DCC as a preferred form of care delivered an interesting curve 

ball that I wasn’t watching for of going in. Not only am I biased in favor of DCC, but I 

also have my own preferences on how to practice it and how often to practice it. I found 

myself surprised, at times, to hear how others described their practices of DCC – because 

their explanations did not match my practices. This new awareness contributed to my 

understanding of both the diversity of individual interpretations of evidence and practice, 

and the need for better dissemination of information on DCC. 
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Chapter 4: Findings 

Seventeen maternity care providers shared their stories of changing from ECC to 

DCC with me. Their stories were rich with variation in the ways change occurred for 

them. There were different timelines, contributing factors, and players in their 

experiences. One of the unifying threads that ran through almost all of the descriptions 

was one of evolving change. Their experiences consisted of overlapping, stop-start, or 

repeating events. The participants did not express distress at this quality, but rather, in 

their stories, simply wove their way through the disorder of the elements that brought 

them to their change in practice. Some could not recall the order of events in their change 

experience and some could not recall when exactly they had changed at all.  

This chapter starts by describing the study participants and how they explained their 

change in practice. The providers who volunteered for this research were diverse and 

represented a wide cross-section of the maternity care spectrum in the U.S. 

Two different types of findings from the analysis of the participants’ interviews will 

be presented.  The first findings are five emergent themes which were developed within 

the context of exploring the primary research question of the project: 

• How do maternity care providers who changed from practicing early cord 

clamping (ECC) to delayed cord clamping (DCC) describe their decision to 

change practice?  

The second group of findings, domains of influence, was discovered through interpreting 

the interviews using the following exploratory questions as sensitizing concepts. 

• How does knowing the evidence impact the decision to change practice? 
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• How do social, professional & institutional factors impact the decision to 

change practice? 

• How do individual factors impact the decision to change practice? 

Descriptions of Study Participants 

 In reviewing other grounded theory dissertations, I am aware it is a common 

practice to describe each participant separately. I have chosen instead, to provide the 

aggregate characteristics of the group. This is being done out of respect for the privacy of 

the study subjects. Even though pseudonyms were used in this study, the fact that each 

provider involved in the research is a practitioner of DCC may make them a minority 

among their peers, and therefore, more identifiable (especially the physicians). For this 

same reason, in addition to presenting aggregate information, I also chose not to use their 

pseudonym when quoting participants if their provider type could be identified.  

Demographics 

 Everyone who volunteered for the study was female, except for the one 

participant who turned out to be ineligible (discussed in Chapters I and 3). The average 

age in the study was 51, with a range between 32 and 68; and the average number of 

years of provider experience in maternity care was 19.4 years and ranged between 2 years 

and 42 years. 

Pseudonyms 

 The pseudonyms chosen by the participants in the study were: Aisha, Angelina, 

Ann, Anna, Carolyn, Hope, Hypatia, LeAnn, Linda, Maya, Megan, Mermaid, “P”, Sara, 

Susie, Suzy, and Zada. 
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Professions 

The professions of the providers in the study included 12 midwives and five 

physicians. Among the 12 midwives were: 

• Nine Certified Nurse-Midwives, 

• Two Certified Professional Midwives, and 

• One Direct Entry Midwife. 

Among the five physicians who participated were: 

• Four Obstetrician/Gynecologists, and 

• One Family Physician. 

This represents a fairly heterogeneous sample of maternity care providers. The nature of 

the sampling techniques (criterion and snowball) did not provide the capability to target 

specific professions or subgroups of physicians and midwives within their professions, 

yet only two major types of providers are not represented: perinatologists and Certified 

Midwives. (See Definitions of Terms, p. 19 for descriptions of different types of 

providers.) 

Types of Practices 

 Four of the participants described working within a solo practice environment 

with backup from other providers as needed. Practices which involved working with 

other providers of the same profession (physicians with physicians or midwives with 

midwives) were described as the model for seven providers in the study.  Six described a 

collaborative model of practice with groups of midwives and physicians working 

together. 
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Birth Settings 

 The settings in which the providers cared for women and babies varied from 

homes to birth centers to hospitals to international relief work. Several worked in 

practices that offered services in more than one setting. Table 4.1 shows the distribution 

of these settings. 

Table 4.1 

Birth Settings of Maternity Care Providers in Study 

 

Birth Setting(s) 

Number of Providers in Study 

Practicing in Each Setting 

Homebirths 3 

Freestanding Birth Center 1 

Freestanding Birth Center and Homebirths 2 

Freestanding Birth Center and Hospital 1 

Hospital 8 

Hospital with In-Hospital Birth Center 1 

International* 1 

*Resides in the U.S., had U.S. practice, now travels overseas to provide maternity care services. 

How the Participants Described Themselves 

 One of the interview questions I asked was “How do you think your colleagues 

would describe you?” The purpose of this question was to learn how the participants see 

themselves through the eyes of those they work with in their professional community. It 

was common for the providers to say that this was a difficult question. 

The answers to these questions were abstracted from the transcriptions and then 

coded and analyzed for common qualities among the group. Figure 4.1 below shows the 

providers’ self-described qualities. Those that were mentioned by more than one 

participant were included. 
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Figure 4.1:  Qualities Described by Participants: How Their Colleagues Would See Them 

 The category of get the job done emerged as the most common among the group. 

At its most basic, it came through as the participants’ saying that others saw them as 

‘reliable’, ‘diligent’, ‘hard working’, and willing to do their share of the ‘workload’. One 

provider shared:  

I will tell you that in jest, one of my newest, soon-to-be colleagues, called me the 
Chuck Norris of delivery (laugh) which I don't know that I take kindly to but, I 
suppose that means that you know, I get the job done so to speak whether it be 
administratively or clinically - helping women have babies, I don't know 
(Pseudonym withheld). 
 

A more subtle aspect of getting the job done was seen when providers saw themselves as 

problem solvers: “Well I guess I’m a problem solver and you know I sort-of like to 

resolve things, you know not just let them come back again and again” (Maya, P20:33). 
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 More than half of the participants also felt their colleagues saw them as patient 

advocates. Sara said she felt “I’m a strong patient advocate to the point of annoyance for 

my co-workers” (P4:94). Yet, being a patient advocate can mean many things. There are 

people who have the quality of being able to cross bridges and build bridges. 

I am known for being able to, or willing to-, able and willing to talk to patients 
who maybe have a fear of doctors or are a little bit difficult to communicate with 
and so sometimes I can persuade those people to go along with the medical model 
and get a good outcome for them where they might wit-, sort-of plant their feet 
with other people. Other times, because I am taking care of those people, if they 
do plant their feet, then I get seen as being a little, you know maybe giving into 
my patient (Pseudonym withheld). 
 

These top two categories were followed by being a good clinician and being different. 

How Providers in this Study Changed Practice 

 As discussed in the literature review, studies about changing provider behavior 

are numerous, but focus almost exclusively on group change. Because of this, I wanted to 

know if any of the study participants had changed to DCC as the result of a group 

initiative. None had. Susie moved to a practice where DCC was the standard of care for 

all practitioners and so changed as the result of a previous group decision - but was not 

part of an initiative designed to effect group change. Therefore, all choices to change 

practice in this study were made on an individual basis. 

The Nature of the Change 

 The research question for this study is an inquiry into how providers make their 

‘decision’ to change practice. In retrospect, the choice of the word ‘decide’ may have 

been less than optimal. It may not accurately represent what happens when providers 

actually make a change in practice. As discussed before, according to Merriam-Webster 

(2011), to decide is “to make a final choice (emphasis mine) or judgment about; to select 
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as a course of action”. Based on the findings in this study, providers rarely decide to 

change practice in a single, defined moment of time, like a final choice. Instead, change 

generally occurred along a continuum of time after and through a sequence of events. For 

some, it took years, for others the time was relatively short. Obviously, along this 

continuum, many smaller decisions were made that propelled the provider toward their 

change, but were not the change itself. This could include decisions to talk to people, to 

seek information, and to agree to a mother’s request to try DCC at one birth. In listening 

to the participants’ stories, all of these were part of the experience of changing practice. 

But none represented a singular, final choice to change practice. Thus, rather than 

deciding to change practice, it may be more accurate to say that providers evolve to a new 

practice. During her interview, Linda described it this way: “so I think it just came to be 

the logical thing to do after a while” (P7:49,61). 

 Evolution, according to Merriam-Webster’s Collegiate Dictionary (2012) is a 

”process of continuous change from a lower, simpler, or worse to a higher, more 

complex, or better state”.  It is this quality of continuous change from one state to another 

that emerged consistently in the stories of the providers. One expression of this evolution 

emerged in the way that some participants could not recall a precise moment when they 

decided to change: 

• “I can’t tell you if it was a cataclysmic event, I can’t tell you what happened but 
that’s when, in retrospect, I think my practice probably changed…” Carolyn 
(P5:121) 

• “So, to me, there was never a decision that was made, it just seemed logical”. 
Linda (P7:61) 

• “And I’ll just say that honestly it was, I don’t remember the moment that that 
changed…” Ann (P10:73) 
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This quality of evolution by individuals into the new practice is reminiscent of 

Roger’s Theory of Diffusion of Innovations (1995, 2005).  There are those that change 

quickly (like innovators and early adaptors in Roger’s theory) and those that change over 

longer periods of time (like the late majority and laggards). Roger’s theory however 

applied to group, not individual change. 

 There can also be a step-wise transition into the new practice. This might involve 

practicing DCC at some births but not others, e.g. only when requested by certain 

mothers. “It didn’t happen naturally all the time, and when somebody asked me I would 

do it... Now in this practice, I just do it more often than not” Maya (P20: 10.1:53). 

Another provider described to me that she started DCC in the hospital’s birth center first 

and then gradually added it into her practice at her births on the labor and delivery floor. 

Drivers of Change 

 In the interviews, I noticed that it was not uncommon for the providers to need 

time to piece together how their own process occurred. Rather than describing decisions 

as a discrete event, individuals were usually led through a process of change by multiple 

factors. These factors took on the quality of drivers that moved them on their journey of 

change because each one had the quality of adding momentum.  Patterns of drivers 

emerged. Some were more complex than others suggesting that some evolutions required 

more drivers for change while others occurred with less complexity. Sara shared: 

Well, first it was from word of mouth from midwives, and then it was patients 
were asking for it, and then I read a, an article… that suggested that it improved 
the hematocrit of the kids, and I read another article, and I don’t remember where, 
that said there was no harm to the fetus from that, despite worries about elevated 
concentration of the blood with regard especially to their hematocrit, 
hemoglobin/hematocrit red blood cells, and bilirubin and, you know, I recently 
led, and read another article… but I had decided well earlier than this, after one or 
two articles and a lot of discussion from people saying why aren’t you doing this, 
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and it, since it does no harm and probably does a baby good and is gentle, and 
keeps mothers content, I decided to do it (Sara, P4:33). 
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Emergent Themes 

 Through the cyclical process of continuously comparing my observations from 

memos, coding and analysis and my experiences in new interviews, five themes began to 

emerge in the data. These five themes do not provide clear cut pathways of understanding 

as to how all providers in the study made their change in practice. Rather than common 

threads which run throughout every participant’s experience, some themes were woven 

into some stories and some into others. 

As I worked with these themes, I began to see them within the concept of drivers 

of change. They came to represent the most common drivers identified in the provider’s 

stories. Table 4.2 on page 101 shows how these themes were distributed among the 

individual participants’ experiences. 

Theme 1: Trusting Colleagues 

Within their busy lives working in maternity care, providers encounter their 

colleagues often. This may be in personal encounters, in clinical settings, at meetings, or 

through electronic means. Some of these encounters involve the passing of information, 

such as talking about a clinical practice, sharing the evidence regarding it, or even 

modeling how to perform the procedure. These encounters can occur, once, twice or 

many times. At some point along that continuum, the provider may extend trust to the 

colleague as a source of information. Based on that trust, the provider may act. That 

action may be to seek more information, do research, talk to others, or to eventually 

change practice. However, it is the trust that is the catalyst for action, not just the 

encounters. Many other encounters occur, but not all encounters lead to action. 

…so what I did in the past is if it was in the birth plan I did it, but otherwise it 
just, did not seem like an extremely important thing to me so, I operated more out 
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of convenience than based on the evidence. Until, in the past couple of years, one 
of my colleagues reminded me of the evidence and I just realized that, that it was 
probably true, that I hadn’t done any major harm by not practicing delayed cord 
clamping with these healthy full term babies but, I just, being reminded of it more 
recently by my colleague made me think about the fact that merely not doing any 
harm is not good enough for the babies and their mothers so I decided to do a 
good job instead of merely not doing a bad one, and now practicing delayed cord 
clamping (Aisha, P11:20). 
 
In the interviews with the participants, trusting the input of colleagues emerged as 

a frequent theme. Of all the components which led to providers changing practice, the 

involvement of colleagues was the most prevalent (10/17). This relationship of change to 

colleagues however did not manifest as a form of peer pressure or what Kelly and 

Volkart describe as high valuation of group membership (1952) where the participant 

changes because they value being consistent with those around them.  

The dynamics of the relationship of the colleague(s) to the provider’s evolution of 

changing practice varied. Three distinct kinds of interactions were observed. 

Colleagues as a source of evidence. In this first interaction, a colleague 

introduces the provider to the subject of DCC and/or the evidence for the new practice. 

The fact that the colleague has brought the information/evidence to the provider’s 

attention may lead them to take further action, most often seeking more 

evidence/information. LeAnn was introduced to DCC through a colleague in another 

practice who told her about DCC and the evidence supporting it. This led LeAnn to seek 

out other evidence. During this same time, several of her patients were coming in 

requesting DCC. The combination of these factors led to her decision to change practice. 

On the other hand, a colleague’s input may become a primary source of influence: 

There was a study being done… and it got me thinking that if it was beneficial for 
preemie babies, why wouldn't it be beneficial for full-term babies and one of the 
con-, one of the sort of old wives tale, I don't know if it's old wives tale but, one 
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of the, in the obstetrics literature the concern for hyperbilirubinemia in babies that 
you gave them too much blood… In talking to (the research colleague), she pretty 
much said that I think that there isn’t a lot of data to support that and that her 
clinical experience had been that (a) delay in cord clamping did not result in 
babies who needed to have prolonged hospital stays for hyperbilirubinemia and 
stuff like that. So I just said well, let's try it and see  (Suzy, P6:29). 
 
Colleagues as models. The second interaction involves colleagues serving as 

models for the provider. That is, they are already practicing DCC and as such, they help 

make it possible for the provider to learn the skill and/or observe the results of the 

practice. One provider shared: 

And then as I began to work with midwives and began to attend home births 
about a year after my residency was done, and my patients were beginning to 
more and more vehemently say it’s not only that I don’t want you to cut the cord, 
I do not want you to clamp the cord, and honestly I didn’t get it. I did not 
understand it but I began to do it for 2 reasons, one is women wanted me to stop 
clamping their baby’s cord and I was watching midwives not clamp cords… 
(pseudonym withheld). 
 

 Colleague as experts. Two providers in the study were in contact with colleagues 

who were conducting research on DCC. In their stories, these colleagues served as 

experts. In both cases, the word of these expert colleagues held a strong influence on the 

choice to change practice. 

I'm a good colleague of (name) who's done a lot of research on this, and you know 
(they) started talking about, you know, doing this research before (they were) 
doing the research, that this was also intriguing to (them) and as (they) did more 
research (they) shared it with me and then it sort-of solidified that yeah, this is, 
you know, the thing to do. So I just sort of knew about it but then, I didn't ever 
read a research study on it, I have to tell you but, you know, my colleagues who 
did all the research confirmed for me that it was the thing to do so… (pseudonym 
withheld). 
 

 Study participants as resources for colleagues. While input from colleagues 

was identified as an important driver of change for the participants in the study, I 

discovered that their speaking to other colleagues was not a frequent event. LeAnn 
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shared: “I’d rather imagine most of my colleagues probably don’t do that, delayed cord 

clamping - and I haven’t been a real proselytizer on the subject (P16:194)”. 

I often asked the providers if they shared about the practice of DCC with their 

colleagues. Data on this question is available on 14 of the 17 subjects. Five (5/14) 

providers spoke to medical learners (residents and midwifery students). 

… whenever I have a birth with one of the residents and I’m supervising them, 
they act like it’s a huge medical emergency, and I tell them, do not clamp the 
cord, do not clamp the cord, and they are astonished, I don’t know who’s teaching 
them or training them, but they, this is totally a foreign concept to them. So I’ve 
started copying (an) … article on nuchal cord management which has the great 
physiology stuff, and I have copies of the JAMA meta-analysis in my locker, and 
when, you know, I’d really like you to read this because there’s no reason why the 
cord has to be clamped within seconds and there are plenty of good reasons why 
it’s not a good idea, and they’ve been very grateful because they say they’ve 
never heard this (Carolyn, P5:69). 
 

 Four (4/14) spoke to a colleague (another practitioner) about their practice (some spoke 

to both colleagues and medical learners), while five (5/14) said they did not speak to 

anyone.  

I tend not to try to proselytize to people who do not have an interest and I guess 
that my impression is that my colleagues already think that I am totally weird, the 
way that I do things and I can’t imagine how having a conversation about cord 
clamping would change their practice… (Hypatia, P8:153). 
 

This means that 29% (4/14) of the participants discussed the practice with other 

colleagues while 59% (10/17) said that colleagues were an influence in their change 

process.  This gap suggests there may be missed opportunities to play a part in other 

providers’ evolutions of change. 

Theme 2: Honoring Mothers and Families 

In the interviews, honoring the requests of mothers and families was a strong 

component of the providers’ evolution to change practice.   
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Family centered care. As participants described encounters with the families 

who asked for DCC, a strong ethic for mother/family centered care emerged. Family-

centered maternity care is described by Phillips as “individualized, and recognizes the 

importance of family support, participation and choice” (2003, p. 2).  The participants 

who cited respecting their clients wishes as an element in their changing practice 

displayed a quality of honor in their interviews. 

That doesn’t even, you don’t even think about delaying the cord clamping 
because you’ve never seen that because it’s not normal from what you’ve learned, 
and so to have someone come to you and ask for it then you’re like, oh, okay, why 
would someone want that? And where, in the culture I practice in, in (city), it’s 
very, you know patient centered care, and autonomy is very much respected, more 
than what I’ve heard about other areas of the country and so when a bunch of 
people come in wanting something, I think people will be like well, is it 
reasonable? Okay, I guess it’s not dangerous, so we can respect that kind of thing 
(Megan, P12:45). 
 

I chose the word ‘honor’ because when one accedes to a request, one honors that request.  

In addition to consider changing practice as a response to the requests of one’s clients is a 

form of honor to those clients. 

… was a push from parents, a desire to you know, that one of the questions when 
they interviewed would be you know do you cut the cord right away and, or I 
don’t want the cord cut right away, I want to wait until it stops pulsing and so I 
would accede to their wishes, I would agree to do that because they wanted to… 
(Hope, P15: 63). 
 
Provider-patient partnerships. Also present in the interviews were stories of 

families and providers working together as partners in healthcare.  

The concept of provider-patient partnerships evolved after a long history of 

medical paternalism.  Charles, Whelan, & Gafni credit this largely to the women’s 

movement and consumer advocacy (1999). The families were also sometimes the first 

contact with the concept of DCC for the providers. This is consistent with Davis-Floyd 
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and St. John’s concept of patients as teachers as one of the catalysts for the 

transformation of ”doctor to healer”  (1998, pp. 152-153). 

I had a couple who were in a, kind-of a low intervention belief system… I was in 
private practice at the time, we really didn’t get too much of that, but this 
particular couple, you know, wanted very little medication, little intervention and 
so on, and they had requested specifically that we delay cutting and clamping the 
cord until it stopped pulsating, and that was actually kind-of novel to me, I hadn’t 
really heard about that too much. But I thought okay, that’s fine, we can do 
whatever you want, and we did (Angelina, P9:29). 
 
The ability of these families to speak up for what they wanted is not typical of 

today’s childbirth consumer. It likely has its roots in what Beckett (2005) described as 

“second wave” birth activism in the 1970’s, which initiated a mother-driven movement to 

demedicalize childbirth. Birth plans evolved out of this movement as did the notion of 

empowering families to make their wishes clearly known to their providers. Beckett also 

describes a third wave of birth activism today. This third wave is focused on advocating 

for the right to freely use obstetrical technologies, to not be held to ideals of natural 

childbirth. This includes the use of epidurals, elective cesareans and inductions. 

However, Leslie and Davis Floyd (unpublished) suggest that a fourth wave also exists 

today which stands on the shoulders on the second wave activists. These women are 

actively using birth plans and making requests for more physiologic care such as the 

clients described in this study.  

As one of the drivers in the evolution of changing practice, honoring mothers and 

families was the only component in this study which stood as a solo reason for changing 

practice. For Hope, Maya and Mermaid, it was the requests of the women and families 

alone that initiated their changing practice (see Chart 4.2, p. 101). This suggests that the 

requests of families can be a powerful driver of change. 
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Theme 3: Believing the Evidence 

The concept of believing the evidence emerged initially from the interviews of 

participants who talked about other clinical practices which they hadn’t changed because 

they ‘didn’t believe the evidence’. It was evident that a belief in the evidence was a 

prerequisite for action. Throughout the stories of the providers, they spoke about looking 

to the evidence to verify either that the practice lived up to what they had heard, had 

benefits, and/or would not harm the mother or baby. Hence, it was their belief in the 

credibility of what they saw or heard that gave the evidence its power. 

I mean it was just, it was such a gradual transition for me and I really think what 
solidified it, and made me sort-of like really, really believing in my heart of hearts 
and teaching other people about it is due to an article on nuchal cord (Carolyn, 
P5:145). 
 
Contrary to what might be a simplistic view that knowing the evidence alone 

should be enough to drive changes in practice, based on the findings in this study, it 

rarely does. The evidence in favor of a practice serves as one of the drivers of change, but 

is usually part of a group of drivers in the evolutionary process a provider experiences.  

Its importance may be ranked high among the other components, but in this study, it was 

never a sole factor in driving change.  However, the evidence was an important 

component in the change process when it was one of two or more drivers. I found it 

important to note that more than half of those who described the evidence as a factor in 

their choosing to change practice were also influenced by colleagues. 

 Evidence and pre-existing beliefs. The most synchronous form of believing the 

evidence came when the evidence aligned with preexisting beliefs or schemas as was the 

case with Anna: 
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…for me, the research on this, on this issue of delayed cord-clamping, just fit 
right into what I believed, so it was easy but, there was no downside or risk to, to 
doing it and/or to doing it even more or more wholeheartedly once I saw that the 
research supported what I was doing (Anna, P3:229). 
 

Linda’s practice of DCC was well established before the majority of the studies 

supporting its practice emerged. Her comment was “and so then when the research came 

out, and they started, people started talking about it, it was kind-of a big duh to me, I 

mean well yeah, you know” (P7:81). 

The roles of evidence. There were different roles that the evidence played as a 

driver of change. Gaining knowledge was always a goal of seeking out the evidence. The 

kinds of evidence providers sought were not always ‘the latest study’, but included 

science which would support the pathophysiological basis of the practice.   

I started coming across information supporting delayed cord-clamping and I 
started researching the physiology of … how the baby responds to labor, the 
physiological changes that happen in the baby during the events of labor and the 
function of the placenta and in my research, I started to learn that a lot of the 
baby’s blood volume is shunted away from the baby’s body into the placenta, and 
it was the rationale, just, just understanding the physic-, the, the neonates 
physiology, I started to question the practice of immediate cord-clamping and 
then I researched a little bit more on polycythemia and the, you know the clinical 
issue of polycythemia… and I started to realize that the values of polycythemia 
were probably, normal values were attributed to hypovolemic babies and so I just, 
in my understanding, it just made logical sense that the cord wouldn’t be 
immediately clamped and cut, and for many reasons, intuitively first, and then 
also based on what I was reading in the research, it lead me to change my practice 
to delayed cord-clamping  (“P”, P17:45-53). 
 
Another role that the evidence played was to address the issue of harm. This was 

consistent with the medical ethical principle of non-maleficence or ‘first, do no harm’. 

Providers wanted to know if there was a potential for harm to the mother or baby with the 

practice of DCC. Once satisfied with the answer they sought, they changed their practice 

or felt justified in their decision to change. 
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I read another article, and I don’t remember where, that said there was no harm to 
the fetus from that, despite worries about elevated concentration of the blood with 
regard especially to their hematocrit, hemoglobin/hematocrit red blood cells, and 
bilirubin and, you know, I recently read another article of, about that and the 
couple of articles and which of course supported it … but I had decided well 
earlier than this, after one or two articles and a lot of discussion from people 
saying why aren’t you doing this, and it, since it does no harm and probably does 
a baby good and is gentle, and keeps mothers content, I decided to do it. (Carolyn, 
P4:122) 
 

 Finally, the evidence played the role of being a source of information for 

providers to share with others. This served multiple functions. It allowed for telling 

colleagues about the evidence for DCC and sometimes, to help justify their decision to 

practice DCC. 

Because there for the first time, I really had in my hot little fist, a paper that said, 
this is the physiology, this is what happens, here are the references, this is why I 
don’t do this, and this is why you should read this paper (Carolyn, P5:137). 
 
I believe this may be a critical role that the evidence plays for providers who 

change practice as a way of linking their identity to the change and then by helping them 

to cement the change within their environment. In some ways this is similar to Lewin’s 

third step in his three-step model of change called refreezing (Burnes, 2006). During 

refreezing, the goal is to stabilize the new behavior within the environment. Lewin’s 

model was created for group, not individual change as Lewin did not believe individual 

change was sustainable without a shift in group norms (Burnes, 2006). 

Theme 4: Knowing Personal Certainty 

 Beyond the validation from colleagues, the support of the evidence and the 

advocacy of their patients, several providers described their process of change being 

impacted by a personal sense of knowing that ‘it just made sense’, that ‘it was logical’ or 

that it was “the right thing to do”. This type of knowing seemed to provide a personal 
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certainty that appeared to be an important element in the evolution to change for several 

participants in this study. An important aspect of this driver of change is that it does not 

flow from outside sources but from within. 

“It just made sense”: Different than accepting that the evidence may provide the 

scientific basis and safety of a clinical procedure, the fact that something may also need 

to make sense or be logical at a personal level could be an important finding in 

understanding the nature of changing practice in medical providers. 

Anna described it this way: “Well, I guess that, I guess that it just makes 

physiologic sense and so you know I think that I probably yeah I think that it makes 

physiologic sense and so I do it. That's really it” (P3:129).  For Linda: “there was never a 

decision that was made, it just seemed logical. (P7:53).” Sarah’s description of the shift 

in knowing was that it was like a light bulb lighting up: 

And once I, it was pretty, it was [a] pretty stark realization that not only do we not 
need to clamp the cord early, but based on what I had gathered, I’d determined 
that it was important, in fact, to leave the cord intact…  So, it was a pretty easy 
switch to make… It was like the light-bulb went off, and I wondered why in the 
world have I been doing that [ECC] all along (Sarah, P22: 149-157). 
 
“Doing the right thing”:  Another in vivo code consistent with this theme of 

inner knowing emerged in the interviews called “doing the right thing”. Participants 

described how the new practice felt like the right thing to do, like they were doing what 

was right for the mother and the baby. In some cases it seemed this way to them before 

they changed practice and it was one of their prime motivations to change. Zada said that 

for her it was: “Knowing that it was right, it was the right thing to do. It was better for the 

family unit, certainly better for the baby’s transition” (P13:206).  Other providers 

described it as how they felt after changing practice.  “P” shared: “It felt great, it felt 
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fascinating, it felt like it was, it felt like I was doing the right thing by the baby”  

(P17:105).  For Sara: “I felt like I was doing a good thing, a good thing for these 

babies…so I felt good about my decision, I felt I was doing the right thing” (Sara, P6: 

177-181). 

Theme 5: Preserving the Integrity of the Mother and Baby 

The majority of the midwives and physicians in the study spoke about the benefits 

of DCC as a way to help keep the mother and baby together after the birth. There was a 

sense of needing to protect and preserve the integrity of the mother and baby as a single 

entity. This was an emergent theme which I was surprised to find.  While it was not a 

driver in the choice to change for most of the providers (4/17), the issue of mother-baby 

integrity appeared in many stories, often as part of the narrative of what happened once 

they were actually practicing DCC. 

Audrey Naylor, pediatrician and CEO of Wellstart International first used the 

term MotherBaby. Of the term, Naylor says “I strongly believe that mothers and babies 

are an independent, biological unit… Words are powerful. If we use a single word for 

this Motherbaby unit, it may help.” (personal communication). This view that the mother 

and baby are a biological unit not to be separated can be seen to extend from the 

pregnancy, through labor and birth through the breastfeeding period.  This construct is 

consistent with the participants’ expressed view that the mothers and babies were meant 

to be kept together after the birth.  

The fact that infants are often routinely separated from their mothers soon after 

they are born played an important role in some of the providers’ evolution to changing 

practice. Providers realized that if they didn’t cut the cord immediately after the birth, the 
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baby couldn’t be separated from the mother.  In this first quote, DCC is a means to 

keeping the MotherBaby together. 

So, one of my motives for doing it, whether I knew it or not, whether I knew it 
was good or not, was, well it wasn’t harmful, I know, and it was going to allow 
the mom to stay with, the baby to stay with the mom (Anna, P3:65). 
 

Some stories described DCC as a protective maneuver. In addition to keeping mother and 

baby together, it was used to prevent others from separating them. Emotions were 

expressed around the issue of babies being pulled away from mothers. 

…I’ve got to tell you, my own personal response, the reason is it so appealed to 
me was because I have a real problem with the nursery room nurses trying to take 
the baby. As soon as you cut that cord they want to take the baby away and do all 
their little procedures and mom doesn’t get to hardly see the baby much less touch 
it. So, delayed cord-clamping and the research has given me a good reason to not 
separate mom and baby so that they can stay together for a longer period of time 
(Angelina, P9:33). 
 

In some cases, there was a covert quality to the use of the practice for this purpose. 

So, part of what I used to do when I got to a hospital that wasn’t used to me not 
handing the babies over very fast was that I really got slow about cutting the cord, 
it was never like a time issue for me before, but I got really slow about it (laugh) 
because obviously the nurse wasn’t going to take the baby anywhere and a couple 
times they took it to the end of the cord and went oops and brought it back. But I 
was clearly the only one who left the cord attached. (Linda, P7:133). 
 
Preserving normalcy/respecting nature. Other motivations were promoting 

bonding time and preserving the special moment and atmosphere that occurs with the 

birth of the baby.  

Oh, well it feels better, it feels right ‘cause you know, once the baby is out, I think 
everybody should just pay attention to the baby and to the mother and the 
overwhelming emotion and changes that are going on in that room are you know, 
there’s something that everybody should be with, everybody should be in the 
same you know, paying attention to that instead of worrying about clamping the 
cord and getting the eye ointment and that’s later and where I practice now, it’s 
definitely more of the way things happen (Maya, P20:145). 
 

Keeping the mother and the baby together was also viewed as important because it 
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protected the normal.  Support of normalcy has been identified by Kennedy as the highest 

ranked process in midwifery care (2004). 

Oh my gosh, you know I really felt like in making that change I was being a 
midwife. Like I was guarding normal, protecting families, protecting babies or at 
least doing right by them (pseudonym withheld). 
 

Here, the change to DCC made the participant feel she was fulfilling her ideal of being a 

midwife.  

The discourse of “who owns the baby?”  An especially unexpected finding in 

this study was a powerful discourse about who gets to take care of the baby right after 

birth. Anna described it as “a little bit of push-pull with, you know, who’s in charge of 

the baby” (P18:181).  This discourse is woven through the professional relationships and 

also occurs at the institutional level in policies and procedures. One provider described 

being told that they must hand the baby over to a nurse-practitioner at every birth due to 

hospital policy, regardless of whether the baby was in need of special attention or not. 

This required ECC.  In another instance, hospital policy required cord gases on all 

newborns, regardless of status, necessitating cutting the cord early. (Cord gases are a 

blood test using the baby’s blood in the cord. It requires cutting out a segment of the 

umbilical cord after it has been cut and separated from the placenta.) 

 The most common discourse involved what seemed to be providers’ perception 

that nurses at delivery wanted to take the baby away. Some said they thought this was so 

that nurses could get their job done. In the end, the overview of the conversations left me 

with an impression of a turf war over who would have control of the baby in the 

immediate postpartum period. 

I was not able to come up with anything I could say to the nurses to keep them 
from taking the baby to the nursery. But if I stopped cutting the cord, they 
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wouldn’t take the baby to the nursery… Because they would, even as I was saying 
to them, do not take the baby out of the room, I (laugh) I’m a physician giving 
you a direct order to leave the baby in the room, they would walk out of the room, 
but - they would not pick-up a clamp and a pair of scissors and cut the cord 
(Pseudonym withheld). 
  

This finding reflects a larger issue than just being a component of change. It suggests a 

powerful discourse which deserves further exploration. Recommendations for future 

research in this area will be made in Chapter 5. 

Catalyzing system change.  In the act of preserving the integrity of the Mother 

and Baby, the potential exists for impacting the practices of others in the birth setting and 

even effecting  system change.  I observed that with some participants, DCC could be a 

means of opening the door to new ways of supporting members of the maternity team to 

help keep the mother and baby together and getting their jobs done. 

Keeping the baby connected to the mom actually it changed some of the nursing 
practices… like they would come over and they would do the foot print while the 
baby was lying on the mothers belly and they would do, you know, the vitamin K 
while the baby was lying there, you know, everything was done while the baby 
was on the mothers belly so by changing the cord cutting practice I was also 
changing how the baby was handled, the whole attachment and bonding 
experience between baby and mother, the skin to skin contact, you know so many 
things were changing as a result of that (Hypatia, P8:137). 
 

Findings from Investigating the Exploratory Questions of the Study 

In addition to the main research question, three exploratory questions served as 

guiding interests or sensitizing concepts for this study (Charmaz, 2010). The findings 

regarding each of these three questions are discussed here. 

The first question was:  

 How does knowing the evidence impact the decision to change practice?  

The evidence was such a strong factor in the participants’ experiences of change that it 

emerged as one of the five final themes of the study: believing the evidence which has 
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been previously discussed. All findings on the evidence and its relationship to the 

providers’ evolution to change have been presented within that section.  

The second and third questions were:  

 How do social, professional & institutional factors impact the decision to 

change practice? and  

 How do individual factors impact the decision to change practice? 

The first section in this chapter discussed how and why the providers in this study 

changed their practices and introduced the five themes which emerged from the analysis 

of the interviews.  In addition, the interviews were rich with descriptions of the social 

environments and arenas in which the changes took place. Within these arenas are what 

Clarke (2005) calls the human and non-human players: the elements, issues, discourses 

and cultural factors which influenced action in the situation of change. 

In my conversations with the participants, we discussed how they felt about 

factors within these arenas which were part of their experiences of changing practice. 

Their responses were coded and analyzed and three domains of influence were developed 

as categories. 

Domains of Influence 

Consistent with the lens provided by the exploratory questions, the categories 

which developed were for influential factors in professional, institutional and personal 

domains. The domains are discussed briefly here and then presented through visual 

representation by a concept map in Figure 4.2 (pg. 105). As discussed previously 

conceptual mapping was used in the analysis of this data. “Because maps are visual 
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representations, they helpfully rupture (some/most) of our normal ways of working and 

may provoke us to see things afresh (Clarke, 2005, p.30)”. 

Several elements are represented within each domain on the concept map. Here, a 

brief narrative introduction to the three domains is provided with representative data from 

the interviews for some of these elements. 

 Professional domain.  In the professional domain, influences ranged from issues 

such as meeting the needs of clients, relationships within individual practices, to working 

with providers of different professions. One participant expressed this concern: “I see 

pediatricians as a kind-of a barrier, which is interesting ‘cause you’d think that they 

would want to know about that… (Megan, P12:121)”. 

 Hypatia talked about the concept of standards of care. It was apparent that she 

knew she was not working in a vacuum where colleagues in her community were not 

aware of what she was doing. 

… standards of care are applied based on national standards for one’s profession 
but also local standards based on what your colleagues are doing locally and so I 
knew that and it’s something that I always felt like I had to keep somewhat in 
mind… so you don’t want to put yourself in a position where you’re either going 
to potentially leave yourself vulnerable to a lawsuit or to where your colleagues 
are just really against you in some way… (Hypatia, P8:213). 
 
Relationships within the same professional practice were another issue in this 

domain. Most practitioners reported either support from their practice colleagues or a sort 

of benign neglect where everyone ‘did their own thing’. 

And the, with great respect to my group, despite my disagreements with regards 
to some issues around high-risk women, they’re very supportive of pretty much 
everything I do, and, and, I think that’s because I tend to have a rationale that’s 
evidence-based for why I do what I do (Sara, P4:158). 
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Even within the same profession, multiple types of providers exist (see Definitions of 

Terms, p.   19). Relationships within professions and between professions was also 

important. 

You know, some of the midwives have said to me that they think I’m different 
from most CNM’s because I’m, I relatively comfortably bridge the gap between 
like licensed or more traditional midwives and Nurse-Midwifery. I came from the 
east coast where I only did hospital births and instead I really prefer healing with 
herbs and food and doing home birth, that’s really my favorite, and so they’ve 
said to me, you know you really seem like a pioneer because you can, you can be 
in both worlds and also work with the doctors with ease (pseudonym withheld). 
 

 Institutional domain. This arena was rich with influence for the providers who 

worked within a hospital setting, or had worked there at one time. (There were no real 

references to an institutional domain for those in the freestanding birth center or 

homebirth settings.) The primary focus of the discussions about the influences from this 

domain revolved around the care of the baby after birth.  

There were three discourses represented in the institutional domain. The first, 

‘who owns the baby’ has been previously discussed. Another discourse that ran through 

the findings was about the need to ‘hurry up’ around the birth of the baby.  One physician 

described her training: 

… and I learned births from other OB’s and in general, it was very, probably the 
average OB birth, you know active pushing, most people had epidurals, we didn’t 
do episiotomies but babies born, cords clamped and cut immediately. I mean it 
almost feels like when you’re doing it, like it’s an emergency to clamp and cord, 
or clamp and then cut the cord because you have to get the baby over to the 
pediatrician or you know wherever, and you’re learning how to do it efficiently 
so, it was very quick (pseudonym withheld). 
 

Even when DCC was being practiced, one of the participants shared she still encountered 

this influence of urgency in the institutional culture: 

The hospital I was practicing in before this which is not a major medical center 
also, was still pretty conservative, and you know if I did not clamp the cord 
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immediately, I was asked, didn’t you forget to clamp the cord, aren’t you going to 
clamp the cord, can you give me the baby now, you know any of those things and 
I’d be like you know, just go to the bathroom or something (laugh) just relax… 
Yeah it’s just the standard thing it’s work, it’s my work, let me get my work done 
(Maya, P20:151-161). 
 

A third discourse was “doing things the way we have always done them”. This was 

discussed in the participant’s stories of how they had learned the practice of ECC and 

childbirth. 

So all I knew was you cut the cord right away and we did, and they broke down 
the bed, and the woman was up in stirrups, we had LDR rooms so in general the 
women had their babies in the labor rooms, although I worked in hospitals where 
once the baby was crowning, we had a mad dash back to the delivery room and 
did that whole crazy routine but always the woman was on, in lithotomy position 
and with her legs in the stirrups and so the baby would be born into the providers’ 
arms into the physicians are-, into my hands and the babies you know, and you’re 
wearing gloves and it’s slippery and there’s nothing underneath the baby. So there 
was this whole technique about how to not drop a baby and free other hand to cut 
the cord right away. Like that was just the way you ta-, this is how you catch a 
baby, don’t drop it, cut the cord so you can hand it off to the nurse, and the baby 
was handed off to the nurse (Ann, P10:89, 93). 
 

Another issue affecting providers who desired to make a change was the autonomy they 

had (or did not have) within the institutional setting. 

My first job, the one I had for the longest time, was at a major medical center and 
that was just not the way things were done and if you did that, even if it was a 
patient request, if you did delay the cord clamping, you know, even the nurses 
would say something to you… So when I left that and I was working in a smaller 
practice, that, you know where I was really you know in charge of myself and 
how I practiced, I had some women who asked me for that, and even though I 
knew, I mean the little bit of reading I had done about it, I was comfortable with it 
happening, you know I, it didn’t happen naturally all the time, and when 
somebody asked me I would do it (Maya, P20:20,53). 
 
Personal domain. The values and beliefs of the individual provider were a strong 

influence in their evolution of change. The participants often talked about their own 

views of the process of change and integrating new knowledge. 
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The problem with evidenced-based literature, or knowledge, is that the, the 
decision making, the so-called truth, is seen in the eye of the interpreter of the 
data, and as one of my old philosophy professors said, where you sit is where you 
stand. So when somebody has an inherent bias, based on what their life or 
professional or whatever experiences are, they will skew the data in their 
interpretation, not necessarily skew the data, but not necessarily (be) unbiased in 
their interpretation of it and so that you can have a whole trend based on a bias, in 
my mind’s eye and we should do research about that, whatever. But I don’t think 
its necessarily to be trusted because humanity has a Achilles’s heel which is to 
make oneself look good and one’s viewpoint to look good, it takes a really good 
person to be really honest, and in that regard, I question it.  Where was I starting 
with this, oh yeah, so, so I think empirical knowledge is also to be greatly valued, 
right? (Sara, P4: 257). 
 

Sara continued a little later to say:  

…but I think that we do have a risk when we leave only in studies and what they 
say, consensus agreement based on studies and ignore empirical knowledge and 
gut reactions entirely because they’re not evidence-based, that we may make great 
harm happen even though our common sense would have told us to not do that 
thing, anyway, I tend to lean more in the direction of evidence-based but I think 
we have to also take into account what our empirical knowledge base is, we also 
call that, experience and wisdom (Sara, P4:290). 
 

This respect for gut instinct and wisdom was evident in Sara’s description of her change 

to DCC as a practice. 

Several of the providers interviewed shared about making recent changes in their 

professional practice, reflecting on personal choices to put themselves in better 

circumstances. These included changing institutions, changing settings (for example from 

hospital to homebirth), or changing type of practice (for example from obstetrics to 

gynecology). Personal birth history was mentioned by one participant as being a 

motivation for many of her choices as a practitioner.  

When sharing how they thought their colleagues might see them, the providers 

expressed feelings about themselves as being different. This quality also came out in 

other parts of their stories. Participants described themselves in terms such as ‘pioneer’, 
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‘outlier’, ‘alternative’, ‘crunchy granola’, ‘weirdo’ and ‘swimming upstream’ (like a 

salmon). The quality of being different as a personal factor which may have influenced 

the change process is also discussed in Chapter 5 (page 117).  

…so you know it’s definitely being a practitioner who does things differently puts 
you on the spot, causes people to start rolling their eyes or sneering and yeah, I 
would say yes it was a difficult place for me to be in and but I couldn’t see doing 
it any other way… (Hypatia, P8:181). 
 
In the personal domain, one’s belief about science and nature also affected the 

journey towards a change in practice. How a provider put together their beliefs and the 

evidence helped them to make cognitive sense of the new practice, DCC. 

Yes, the evidence and the, the, it wasn’t, it wasn’t just the evidence, it was the 
evidence combined with the trust in instinctual birth and nature’s way of birthing. 
Now most mammals, their babies drop out and the cord breaks. But human babies 
don’t drop out, and the cord doesn’t break, and if there were no midwife around 
and nobody ever told this mother what needed to happen next, she wouldn’t 
quick, start gnawing off the cord. It just wouldn’t happen that way and so that 
just, the research, along with looking at what would undisturbed birth really be, 
led me to conclude that delayed cord-clamping not only was it okay, but with the 
research, what it showed was that it’s actually beneficial. There’s a reason human 
babies cords don’t snap when they come out (“P”, P17:133-149).  
 
A personal conflict which several participants mentioned was the dilemma they 

faced when families wanted cord blood banking. This involves removing blood from the 

cord on the placental side, after it has been cut. The blood that is gathered is then stored 

for potential future use of the stem cells it contains. The providers’ concerns varied in 

degrees, but all focused on the idea that DCC could reduce the amount of blood that 

would be available for the cord blood collection that the parents wanted. One provider 

said that her policy was DCC or Cord Blood Banking and that her families had to choose 

one other. Megan addressed the issue more as a conflict in her values: 
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But for me, it’s really just about, you know, patient centered care, that’s what they 
want and (an) issue that comes up is if they’re doing cord blood donation, you 
never know how to balance that very well (Megan, P12:141). 
 

Conceptual Map: Domains of Influence. The following illustration represents the 

elements within the domains of influence which emerged in the voices of the providers in 

this study. 
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Figure 4.2: Conceptual Map of Domains of Influence which Impact Evolution to Change in Practice 
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Summary of Chapter 4 

 The providers in this study shared their experiences of changing from ECC to 

DCC. Based on their descriptions, the concept of an evolution of change was proposed 

versus a decision to change. Through the analysis of the findings the concept of drivers of 

change was developed to represent the momentum that the elements the participants 

described contributed to the evolution. The five themes of trusting colleagues, believing 

the evidence, honoring mothers and families, knowing personal certainty and preserving 

the integrity of the mother and baby emerged as the primary drivers of change in this 

study.  

 From an overview, there is no “one size fits all” experience of changing. It is a 

usually a somewhat chaotic and unpredictable experience from one provider to the next.  

Based on the findings of this study, providers appear to most often change practice as a 

result of a combination of factors (less often, just one).  Colleagues and the evidence, in 

combination, are powerful drivers for change. The requests of families are another. 

Building on this evolutionary, modular nature of changing practice may be important in 

future efforts to improve evidence-based maternity and medical care. 
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Chapter 5: Interpretations and Conclusions 

…all we would have to do would be to stop an intervention that was a left-over 
from, from a time of history that, that represents an aberration – (the) most 
profound change in the, you know, in childbirth practice in the history of the 

human species, which was the idea that we would suddenly start treating 
childbirth as a surgical procedure; and use general anesthesia and use forceps 
and all that kind of stuff from all those interventions; and that included the, you 

know, the immediate clamping of the cord to keep the baby from getting any more 
of the chloroform, which probably was a good idea under those circumstances  

(Hope [P15: 12.0:119) 
 

In this chapter, based on the findings of the present study, a theoretical model is 

proposed to provide understanding about how individual providers change practice. This 

model is compared to existing theory and studies described earlier in this document. In 

addition, a connection between the study findings and Fuzzy Trace Theory by Reyna 

(2008) is briefly introduced to explore a potential for future research.  Implications for 

research and practice are discussed. 

The Evolution Practice Change Model 

 As discussed in Chapter 4, the quality of evolution was seen in the way that the 

participants in this study described their experiences of change. The providers did not 

seem to just ‘decide’ to change as a singular event or process. A larger, longer story of 

change emerged in the descriptions of the participants – one that went beyond simply 

changing a practice. Their evolution was set into motion by a number of different factors 

or drivers of change.  The five themes discussed in Chapter 4 identified those drivers 

which were most powerful for the providers in this study. Beyond the momentum created 

by these drivers, the evolution continued as the providers transitioned into practicing 

DCC on a regular basis and began to see themselves within that context. The stories of 
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the participants’ evolutions provided rich data for the development of a theoretical model 

for helping to understand individual provider change of practice. 

Phases in the Evolution of Change 

 Three phases were seen in the providers’ common experiences of evolving 

through their changes. These were: a period of movement toward changing, a period of 

integrating the change into practice, and a final phase of identifying themselves as 

someone who was a provider of the new practice.  There was variation in how long each 

participant spent in each phase, and the phases could overlap one another. 

Phase I: Moving Toward Change 

 In this phase, something occurs to begin the provider’s journey forward. This 

‘something’ is termed a driver of change. Based on the findings in this study, common 

drivers of change are trusting colleagues, believing the evidence, honoring patients and 

families, knowing personal certainty and preserving values of care.  

I developed the broader driver of preserving values of care from the theme 

preserving the integrity of the mother and baby. The latter is specific to the practice of 

DCC and the circumstances in which it occurs, but its essence reflects a commitment to 

maintaining the values of care which the provider has. 

An important distinction here is that the drivers of change are different for each 

individual.  This is true both in terms of which driver(s) bring an individual toward 

change and how many. Multiple drivers were the most common scenario for participants 

in this study, although one driver can be enough to initiate the evolution to change. 

 The drivers initiate a momentum forward toward change for the provider.  This 

then results in some form of action. One action may be to seek more information (such as 
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evidence, or input from colleagues or patients). Another action may be to begin to 

integrate the change into their practice (an overlap of phases). Both types of action could 

occur. 

Phase II: Integrating Change 

 In Phase II, the provider arrives at taking action in the clinical arena and initiates 

the change in practice. Two main patterns of integration were observed in this study: 

staged integration and rapid integration. (It should be noted that no provider can offer any 

clinical practice 100% of the time, because there are always some contraindications to its 

safe use at times.) 

 Staged integration. In staged integration, the provider begins by only partially 

introducing the new practice - maybe only for selected clients (those who request it or 

only in certain clinical scenarios, for instance). They may want to see positive results or 

the lack of harm at first. Another possibility is that they may only provide the care when 

they see a need for it, not yet convinced by the evidence of its full benefits. In this type of 

integration, the provider usually, eventually transitions to a full change to the new 

practice - occasionally, not. In this type of integration – it is not uncommon for Phase I 

and Phase II to be occurring together. Staged integration can take months, years or 

decades. 

So, you know, I don’t know when that kind-of came to be but you know, probably 
twenty years ago, and then I think when I learned about the good aspects of it 
physiologically I think I just made it a concerted effort to do it more often, or to 
actually say, okay, well I’m delaying the cord-clamping (laugh), something like 
that (Anna, P3:69). 
 

 Rapid integration. The provider makes the transition to the new practice quite 

quickly in this form of integration. Convinced by the drivers of change that moved them 
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forward to the point of integration, once they are there, they seem to be at a point of rapid 

action and able to make the switch in a more timely manner.  

I just decided to stop clamping the cord, and it probably took me, I didn’t have to 
belabor the issue, I wasn’t afraid of not clamping the cord… So, I would say that I 
started thinking about it and reading information and I would say over the course 
of probably 2 months, from when I started learning about delayed cord-clamping 
and neonatal physiology, placental physiology - I decided to just stop (“P”, P17: 
93,97, 101). 
 

 Whether a provider integrates rapidly or in stages, the important quality of this 

phase is that the new practice has to be integrated into the current array of practices 

which take place within pre-existing professional, institutional and personal environments 

already in play.  Thus, the integration is more than simply ‘doing’ the new practice. It 

involves changing one’s own existing rhythms and rituals as well as those of others in the 

birth environment, especially in the hospital. A ripple effect can move throughout the 

social worlds surrounding the provider as they integrate the new practice (see concept 

map, Figure 4.2, p. 105). 

Phase III: Identifying with Change 

 The third phase in the evolution to change is the synchronization of the provider’s 

identity with the new practice. This identification with the new practice can be expressed 

in different ways. In this study it was communicated in the way the providers described 

how they include DCC as a standard of care for their clients and how they now see 

themselves as someone who ‘provides’ this practice.. It is part of their repertoire.  

And a lot of my patients are actually asking for that anyway. They would come in 
and have a birth plan where they want to delay cord clamping so, it’s, for my 
patient population, a selling point to say oh, you don’t have to put that in your 
birth plan, we just automatically do it this way. They get relaxed and happy 
(LeAnn, P16:28).  
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 The identification can also be seen in the passion the provider has for the new 

practice as expressed here by Susie: 

And I feel like that’s one of the greatest gifts that we can give to babies, is to let 
them have every ounce of blood that is meant to be pumped into them. I think 
those who say that it doesn’t matter, just don’t get it, I think they just don’t 
understand the importance of offering this life blood, literally, the baby’s, I think 
in some ways it’s gotta be on the same par with people not understanding the way 
that we eat literally makes or breaks a pregnancy and have a huge impact on a 
baby’s long-term well-being. So if we say that, you know cutting a baby’s cord 
early doesn’t matter… it makes me want to cry actually, I just feel so passionately 
about it (P14:107). 
 

When the provider has completed this identification of self with the practice, the 

evolution into a change of practice is complete. 

The Possibility of a Pre-Change Potential Phase 

 Within this research, the findings did not support a pre-change phase such as is 

often described in other stages-of-change models (see Table 1.1, page 13). However, the 

idea that there may be a pre-change readiness or potential in existence before Phase I is a 

possibility. The identified driver knowing personal certainty revealed that providers’ 

experienced feelings like ‘it felt right like the right thing to do’ and ‘it just made sense’. 

This suggests that there may be a pre-change field of potential ‘rightness’ or ‘sense’ 

which is triggered when something comes along that aligns with that potential. This was 

not studied in this research, but further investigation is warranted. A representation of this 

possible pre-change potential phase is included in the model. 

The Context for the Model 

 Every clinical practice has its own unique characteristics. These can influence the 

nature of the experience of changing from a former practice to the new practice. 

Examples of such characteristics would be 1) whether or not patient consent is required, 
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2) institutional/other resources required, 3) potential costs, 4) required involvement of 

other staff, and/or 5) policy changes or other administrative issues. Therefore, the 

dynamics of the Evolution Practice Change Model take place within the context of the 

specific change of practice which is occurring. 

 In this study, the characteristics of changing from ECC to the new practice, DCC, 

were as follows 1) no new patient consent was required, 2) no additional resources were 

required from the institution or provider practice, 3) there were no additional costs 

involved, 4) no additional staff was required for the practice of DCC, however, there was 

clearly an impact on other staff as discussed previously (see page     ); and 5) no policy 

changes or administrative involvement was required to change practice. 

 These characteristics made the change from ECC to DCC a fairly autonomous 

practice choice for maternity care providers to make. Clearly, not every clinical practice 

change, even those supported by the evidence, would provide such an unencumbered 

option. For example, if a provider wanted to begin offering women the option of having a 

vaginal birth after a previous cesarean birth in a hospital where this practice was currently 

not allowed, many of the characteristics noted above would need to be addressed as part 

of the evolution to practice change process. 

The Evolution Practice Change Model is illustrated below in Figure 5.1.  



 

121 

 

Figure 5.1: Evolution Practice Change Model (Leslie, 2012) 
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Exemplar of the Evolution Practice Change Model: 

 To further illustrate this theoretical model, the following exemplar is presented 

from this study: 

LeAnn was approached by a colleague who was transferring a client to her.  As an 

advocate for her client, the colleague asked that she try to make sure to wait till the cord 

stopped pulsing before cutting the cord. LeAnn was willing with the provision that she 

would watch and see how the baby did. She did, in fact, delayed the cord clamping until 

the cord stopped pulsing. Later, the same colleague brought LeAnn some evidence on 

DCC. 

 Subsequently, LeAnn saw an article about DCC on her own which showed 

positive results. In addition, patients were coming in and telling her they wanted her to 

wait to cut the cord till it stopped pulsing. So she started agreeing to the requests of those 

patients and delayed cord clamping at their births. 

 She began to see more articles coming out in support of the practice. Eventually, 

DCC became a part of her routine practice. When asked how she felt about it, she said “I 

want to do what I feel is best and so it makes me feel good  - it’s just I feel like it’s best 

for the mother and the baby” (P16: 17.1:162). 

 In Phase I: Moving Toward Change, four of the five drivers discussed in this 

model created the momentum for LeAnn’s change. These were input from a colleague, 

evidence, requests from families, and the fact that DCC was consistent with LeAnn’s 

values of care. “I want to do what I feel is best and so it makes me feel good – it’s just I 

feel like it’s best for the mother and baby” (LeAnn, P17.1:162).  
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In Phase II: Integrating the Change, she was willing to try the practice almost 

right away and then gradually offered it to more clients. When asked, she said that the 

time from seeing the first article on DCC to when she made it a routine part of her 

practice was about four years. Her approach to integration was a staged approach. 

 For Phase III: Identifying with the Change, LeAnn stated “so now I routinely wait 

for the cord to stop pulsing before cutting it” (LeAnn P17.1:90). She even pointed out 

how, when patients come to the practice with birth plans asking for DCC, it is an 

advantage to be able to say that she does it as standard practice (assuming all is well with 

the baby). Figure 5.2 illustrates the Evolution Practice Change Model applied to this 

exemplar. 
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Figure 5.2: Evolution Practice Change Model for Exemplar (Leslie, 2012) 
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Existing Literature and the Findings from this Study 

 On page 16 in Figure 1.2, a theoretical framework was presented before the 

research phase of this project began. It was anchored in concepts from five theories: 

Casuistry (Tonelli, 2001), Group Anchored Norms (Kelly & Volkart, 1952), Schemas 

(George & Jones, 2001), Theory of Reasoned Action (Ajzen, 1991) and Transformational 

Change (Miller & C’de Baca, 2001, 2004).  The theoretical framework and the theories it 

was derived from was designed to serve as a sensitizing context for the study. The 

findings of the study are reviewed below in light of the key concepts from the framework. 

Casuistry 

 As previously discussed, Tonelli (2006) proposed a casuistic approach to 

incorporating evidence into practice, suggesting that the empirical evidence is not 

enough. His theory includes five approaches to be used in clinical decision making.  He 

stresses they are in no particular order or priority. I have compared Tonelli’s five topics 

for incorporating evidence along with the elements from the Evolution Practice Change 

Model in Table 5.1. The fact that the components of Tonelli’s approach match well with 

the proposed model based on the findings of this study is not surprising. Tonelli has been 

recognized for his humanistic and holistic stance when considering how new evidence 

should be incorporated into practice. Since the Evolution Practice Change Model shown 

here derives from the lived experiences of providers who have changed their practices, it 

makes sense that their journey with multiple drivers and influences is a close match for 

Tonelli’s approach recommending more than just one source of knowledge for 

incorporating evidence-based knowledge into practice. The driver knowing personal 
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certainty (it feels right or makes sense) is likely a contributing factor to experiential 

evidence. Preserving values of care does not appear to fit into the Tonelli schema.  

Table 5.1 

Comparison of Tonelli’s (2006) Casuistic Approach to Incorporating Evidence into Practice and 

the Findings of this Study 

 

# 

Casuistic Approach to Incorporating Evidence into 

Practice Tonelli (2006) 

Evolution Practice  

Change Model  

(Leslie, 2012) 

 

1 

 

Empirical evidence: derived from clinical research 

 

Driver of Change:  

Believing Evidence 

2 Experiential evidence: derived from personal clinical 

experience or the clinical experience of others (i.e. expert 

opinion) 

 

Drivers of Change:  

Trusting Colleagues and 

Knowing Personal Certainty 

 

3 Pathophysiologic rationale: based on underlying theories 

of physiology, disease and healing 

 

Driver of Change:  

Believing Evidence 

4 Patient values and preferences: derived from personal 

interaction with individual patients 

 

Driver of Change:  

Honoring Patients & 

Families 

5 System features: including resource availability, societal 

and professional values and cultural concerns 

Domains of Influence: 

Personal, Professional & 

Institutional 

 

Group Anchored Norms 

Figure 1.1 on page 11 illustrates Kelly & Volkart’s (1952) Theory of Group 

Anchored Norms. In essence, the higher someone values being part of the group, the 

more likely they are to make changes that are popular. Conversely, the less they value 

being part of the group, the less likely they are to make popular changes and the more 
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likely they are to make changes that are unpopular if not tied in to the group norms. An 

example of not being connected to the group norms would be the following: 

I think that would be the other medical providers, honestly, I’ve got to tell you I 
really do not know my partners, whether they, you know practice this or not, I 
really don’t know whether that’s their norm, we don’t really talk about it I 
guess… (Pseudonym withheld). 
 

 This theory may have powerful implications for the current study. Many of the 

participants in this study did not see themselves as members of the majority group. 

According to Kelly and Volkart (1952) this would have made actions which were 

unpopular more tenable. From the words of the providers:  

• “I’m seen as a, I’m sort-of an outlier” (Linda, P7:102). 
• “I have a reputation in the community as being a little more alternative…” 

(Megan, P12:25). 
• “But you know I did have this idea in my mind that I wanted to do things 

differently and in a way that was respectful of women” (Hypatia, P8:53). 
•  “I felt very, I was very alone for a long time… I felt very alone” (Zada, 

P13:242,246). 
 
Valuation in group membership may be a key to understanding the some of the 

dynamics of individual change in maternity and medical care. In this study, I believe the 

fact that several providers shared the quality of being ‘different’ or ‘outsiders’ may have 

enhanced their ability to change to DCC which, in most settings, was not a mainstream 

practice. In multiple interviews the participants described episodes of conflict where they 

felt they had to defend the practice of DCC. It’s possible, that this theory of valuation in 

group membership explains how some of these providers were best suited to deal with 

these situations. 

So, I started slowly, gradually, handing baby to mom, watching the nurses roll their 
eyes at me (laugh) and gradually lengthened the amount of time before the baby 
actually went and got to the point where they didn’t ask for the baby. They realized 
that the quote unquote immediate post-partum care for the baby was just as easily 
done on mom’s chest as it was done on the warmer. Some of the nursing staff was 
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more supportive of that than others but that’s kind-of how it happened (Zada, 
P13:105). 
 

 A final finding of this aspect of low valuation of group membership, or ‘being 

different’ is that it appears to actually grant power in some cases.  

… at some point I felt like what if I was the woman having the baby, what if I was 
the baby you know? I wouldn’t want them to just be treating me a certain way 
because that was the so called the way things are done, there was no rule or 
protocol about cord cutting anywhere where I ever worked. It was just what was 
done, and people just didn’t question it so yeah, I guess how that effects also the 
practitioners, well once they think you’re weird on one level, well gosh, you can 
do all kinds of (laugh) weird other things and they just yeah she does that… 
Hypatia (P8:181). 
 

Schemas  

George and Jones (2001) explored the role of individual change within organizational 

change. They proposed a model based on schemas built on the proposition that humans 

build schemas for information or circumstances they encounter repeatedly. Once created, 

the schema is invoked whenever something stimulates similar information or 

circumstances. In their model, the first step of change occurs when someone encounters 

something which contradicts a pre-existing schema. Subsequently, a seven-stage process 

is described for dealing with the discrepancy and ultimately changing to a new schema. 

This model is proposed, in part, to explain how to deal with individual resistance to 

organizational changes. 

 Pre-existing schemas about DCC were present in the stories of the participants 

and most often had to do with concerns about potential harm.  As discussed in Chapter 2, 

polycythemia and jaundice were previously thought to be pathological side effects of 

DCC. To resolve this conflict, the providers sought evidence, took the word of their 

colleagues, and/or went ahead and performed DCC, watched the babies for signs of 



 

129 

problems, and/or a combination of some/all of these. Hope recalled how she had viewed 

the baby’s cord blood before understanding the evidence in its favor: 

Yeah, well that it, no actually it wasn’t that it led me to look into the evidence, it’s 
that I stumbled on the evidence strictly, you know accidentally. I just never really, 
I really just didn’t have any good reason for why one would not, I didn’t, I didn’t 
ever look into what would, what the physiology would be behind, behind early 
versus late, especially because if com-, if having been inoculated, maybe that’s a 
good description, with information that ultimately turns out to be wrong but, but 
the information was that, that, that was extra blood. That that wasn’t the baby’s 
blood, that that was kind-of the placenta’s blood, as if that didn’t belong to the 
baby. And of course it’s all the baby’s blood and it circulates through the placenta 
like a, like you know the patient’s blood circulates through an external heart/lung 
machine but that that blood was the res-, that if you allowed that blood to get into 
the baby, it would overfill its circulatory system and it would do 2 things, it would 
cause polycythemia, which would mean your baby would wind-up you know, in 
the NICU being treated for polycythemia and that it would then become jaundiced 
and then your baby would wind-up in the NICU getting treated for jaundice 
(Hope, P15, 199-211). 
 

 In the George and Jones (2001) model, the seven steps of changing schemas 

include dealing with the resiliency of the schemas and resistance through many steps. As 

regards to the schemas the providers had around the potential harms of DCC, there did 

not seem to be issues with resiliency and/or resistance to change.  This is likely due to the 

fact that these schema changes were part of a larger change made by choice.  

Theory of Reasoned Action (TRA) 

One of the core concepts of TRA (Fishbein & Ajzen, 1975; Ajzen, 1991) is that 

people do what they intend to do and do not do what they do not intend to do.  The core 

construct of TRA is that the behavioral intention (the perceived intention of performing a 

behavior) is the result of the two central variables of attitude and subjective norms. As 

previously discussed, when Perkins et al. (2007) reviewed 20 studies applying TRA to 

attempts to change clinician behavior, they reported that for two of the largest studies, 
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attitude was found to be the strongest predictor of behavior. The attitudes of the providers 

in this study emerged at times in their stories. 

So, I don't just acquiesce to what the nurses want to do, which perhaps other 
practitioners do. So I'm concerned about the bonding, and I'm concerned about, 
and then when I learned of the physiologic benefits of delayed cord-clamping, 
that even gave me more incentive to get this to happen more often (Anna, 
P18:81). 
 

Another reflection of attitude shone through in descriptions of how participants 

represented their clients to others: 

In the hospital now, we also are, I mean we always talk about, with our families, 
the reason to delay cord clamping, and the benefit of it, and all of our families 
have said oh great, that sounds fantastic. I mean I can’t think of anyone who’s 
ever disagreed but now whenever we transport a family into the hospitals you 
know, because labor wasn’t working or whatever, we always make sure that the 
doctors and nurses will delay the cord clamping as well, and often to make sure 
that the dad or some other person of the family’s choice gets to actually cut the 
cord, and you know the doctors and nurses know it’s coming now, and they’ve 
stopped arguing, they just don’t even disagree, they always say yes that’s fine 
(Susie, P14:83). 
 

The second principle in TRA, subjective norms, seems related to the concept of ‘group 

anchored norms’ discussed previously (Kelly & Volkart, 1952). In TRA, subjective 

norms are based on the combination of the person’s perception of expectations from 

individuals or groups that are important to them plus the individual’s intention to comply 

with such expectations (Fishbein & Ajzen, 1975). For those who see themselves as 

outsiders or different, it would make sense that attitude, rather than subjective norms, 

may be the better predictor of behavior as seen in the results reviewed by Perkins et al. 

(2007). 

Transformational Change  

One unifying concept of transformational change is that it is a dramatic shift in 

one’s worldview, often precipitated by a dramatic event in one’s life (Kiecolt, 1994).  As 
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discussed before, Miller and C’de Baca (2001) and C’ de Baca and Miller (2004) 

described the phenomenon of transformational change among individuals with life-

lasting changes – applying their term Quantum Change. The four common elements of 

quantum change were distinctiveness, surprise, benevolence, and permanence.  

The experiences of the providers in this study were benevolent and probably 

permanent, but for the most part  they did not describe their changes as surprising nor as a 

dramatic shift in their worldview. The quality of their change experience being distinctive 

was missing in several stories as has been previously discussed. However, Hope 

described her transition to understanding about DCC this way: 

…and it really wasn’t until I actually became familiar with, with (name)’s work 
that you know, that these scales were lifted from my eyes so to speak and I 
realized you know, I had this ah-ha moment, this oh my God… (Hope, P15:67). 
 

Later, she describes herself this way: “Anyway, so that’s my story, so now I’m a convert, 

I’m a missionary, I’m a, you know, I’m really outspoken…” (Hope, P15:131). 

Overall, the findings of this study do not suggest that the providers’ experiences 

with changing practice were consistent with the concept of transformational change as 

described by Kiecolt (1994) or Miller and C’de Baca (2001, 2004).  

 In another study on transformational change which examined the experiences of 

physicians who changed from traditional to holistic medicine, Davis Floyd and St. John 

(1998) named four themes which were catalysts for transformation. One of these themes, 

patients as teachers, was similar to the finding here of honoring mothers and families as 

a driver of change. In both studies the findings revealed the potency of patients as 

catalysts and drivers of change for their providers. 
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Research in Medical Decision Making 

In the literature review, I identified four studies that examined factors which 

influence medical decision making (Allery, Owen and Robling, 1997; Bauchner, 

Simpson and Chessare, 2001; Landon, Reschovsky, Reed and Blumenthal, 2000;  Porter, 

Crozier, Sinclair and Kernohan, 2007). While each study used different methodologies 

and populations, their individual findings had some similarities to those of this study.  

Table 5.2 compares the factors influencing decision making reported in these studies 

against the five Drivers of Care (themes) and Domains of Influence which emerged in 

this research. 
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Table 5.2 
Comparison of Studies of Factors in Medical Decision Making Models with Elements from Evolution Practice Change Model 
 

 
Studies of 
Medical 
Decision 
Making 

Evolution Practice Change Model (Leslie, 2012) Factors  
not related to   
the findings  
of this  
study: 

Drivers of Change: Domains 
of 
Influence: 

Trusting 
Colleagues 

Believing 
the Evidence 

Honoring 
Patients & 
Families 

Knowing 
Personal 
Certainty 

Preserving  
Quality of 
Care 

 
Allery, 
Owen and 
Robling 
(1997) 
 

 
contact with 
professionals 

 
education,  
literature 

 
patient 
centered 

   
organization 
 

 
economics, 
technology/tests 

Bauchner, 
Simpson and 
Chessare 
(2001) 
 

 external 
clinical 
evidence 

patient 
characteristics 
and values 

(physician 
knowledge and 
characteristics)*

 physician 
knowledge and 
characteristics 

 

Landon, 
Reschovsky, 
Reed and 
Blumenthal 
(2000) 

  patient 
population 

(personal 
characteristics 
of  physician)* 
 

 personal 
characteristics of 
the physician 
 
organization 
 

managed care and 
market level 
strategies 

Porter, 
Crozier, 
Sinclair and 
Kernohan 
(2007) 

  women’s 
perceived 
characteristics: 
willingness 
and/or ability 
to participate in 
decision-
making 

(midwives’ 
characteristics)*

 midwives’ 
characteristics: 
experience, 
reliance on 
tradition, poss 
litigation, mgt 
strategies, work-
load pressures, 
medical 
dominance 

 

*May include aspects of knowing personal certainty, not specified. 
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 The research by Allery, Owen and Robling (1997) was the closest in terms of 

similar findings to this study (n = 100).  They rated the frequency in which their 

participants named the categories as their reason for making decisions. In order of 

importance: 1) organization, 2) education (included evidence), 3) contact with 

professionals, 4) patient centered, 5) technology/tests, and 5) economic. Items 2,3 and 4 

were consistent with the findings in this study that trusting colleagues and believing the 

evidence ranked the highest followed closely by honoring mothers and families.  

 The importance of patient influence in medical decision making appeared in all 

four studies as it did in the present study. In addition, as was mentioned before, in the 

literature review, provider characteristic was the second most common findings between 

these studies. This compares to the ‘personal’ domain of influence in the present study. 

The concept of Preserving Quality of Care, nor anything similar did not exist in 

any of the previous studies. This will be addressed later in this chapter. 

Fuzzy Trace Theory: A New Link 

 In the process of field work, analysis and especially theory development, 

researchers in grounded theory are bound to continue their relationship of inquiry with 

the literature. As this theory and model developed, an observation about the nature of the 

changes in the participants inspired an inquiry into the way people make decisions. 

 In very few stories did the providers describe extensive efforts at learning the 

evidence for the practice of DCC. Nor did they say that they had been given very large 

amounts of information or very current references. In essence, it did not appear that most 

people required large amounts of cognitive input.  
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Well, I mean I wanted, you know I didn’t do an extensive research, I read a 
couple of things and I felt comfortable, my main concern was that wasn’t going to 
make the baby anemic and to my knowledge that doesn’t happen and the cord 
usually stops pulsating before that happens, and so I didn’t really worry about it, 
you know I just haven’t really done any major research (Maya, P20:93). 
 

In 2008, Reyna published A Theory of Medical Decision Making and Health: Fuzzy 

Trace Theory. Reyna originated Fuzzy Trace Theory (FTT), in her words, “to explain 

puzzling results” (2008, p. 850).  In FTT the human runs a parallel processing system 

which takes in two kinds of information: gist information and verbatim information.  

According to Reyna, gist information means just what one would think. Gist information 

is representative, can be vague, but represents the bottom line meaning about something. 

It is the subjective interpretation of information.  Verbatim information comes not just 

from verbal information but all visual, auditory and sensual sources through which one 

takes in precise information.    

Per Reyna’s theory, people prefer to make decisions based on gist information 

rather than verbatim facts. Also, the more experienced someone is, the more likely they 

are to operate well on gist information. This does not mean the verbatim information is 

not used, but it is a parallel process with the information kept independent of one another. 

Once the gist information is sufficient to support a decision, one may be made (Reyna, 

2008). 

I believe this theory may support and explain the observed nature of change in 

many of the stories heard in this study.  What has been described as chaotic may be 

referring to the characteristic that providers don’t necessarily require a large amount of 

verbatim information to change practice, especially experienced providers (which the 
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majority of the providers in this study were). They may be operating off gist information 

gained in bits of evidence, encounters with colleagues, clients and their own experiences. 

Based on this connection between FTT and the findings in this study, there is a 

potential for future research utilizing this theory to frame inquiry into change of practice. 

 Conclusions 

 The cliché that I was ‘left with more questions than answers’ is appropriate for a 

new researcher. However, it is the quality of those questions that determine the value of 

one’s work. The findings of this study suggest many possible ideas/answers/solutions in 

the arena of understanding how individuals both change a practice and incorporate 

evidence. Equally important, they provide openings for further inquiry. 

 The Evidence. This study was initially inspired by my curiosity about the lack of 

evidence-based practice in maternity care. I wanted to know: ‘why don’t people practice 

according to the evidence’? As mentioned before, I had encountered a background 

assumption in my culture that somehow, knowing the evidence, alone, should be enough 

to cause people to change practice. I found, however, that the literature and reality 

suggest otherwise. 

 The findings of this study show that the evidence played an important role in the 

evolution towards the new practice, but for these providers it was never the sole reason 

for change. In essence, knowing the evidence was not enough to cause people to change 

practice. The participants in this study required multiple drivers of change and the most 

common combination was the input of their colleagues along with the evidence.  
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 The Importance of Provider to Provider Support. In the literature reporting on 

methods for effecting provider behavior change in groups, there are techniques which 

focus on the use of colleagues such as ‘opinion leaders’. Yet this method does not require 

the same type of interactions with colleagues as those described by participants in this 

study. These were personal, one-on-one connections between peers: as providers of 

information and/or evidence; as models; and as experts. What this study offers is the idea 

that such informal connections between colleagues are powerful, in combination with the 

evidence and other drivers, for supporting change to evidence-based practice.   

Another important revelation of this study was the reluctance of providers who 

participated to talk to other colleagues about DCC.  This suggests a gap between the 

potential of colleagues to be resources for change and their willingness to be that 

resource. This, I believe is extremely significant. If interactions between colleagues are a 

critical element in individual provider change of practice, then the way in which peers 

communicate with one another about evidence and new practices is of paramount 

importance. In light of the lack of success of most group initiatives, individual change 

may be a crucial factor in the drive towards evidence-based care. Shedding light on this 

need for improvement in collegial support provides fertile ground for future research.  

 The Importance of the Consumer Voice. I heard the voice of the consumer as 

loud and powerful in this research. The mothers and families were effective as consumers 

of care and played a role in the evolutionary changes of the providers. Participants cited 

the requests of families as important drivers of change in their process of moving toward 

DCC. For some, it was the families alone that brought them to their change in practice.  
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Consumerism in maternity care can be a critical force in effecting provider change and 

has not been sufficiently explored as such – although patients have been identified as a 

known source of influence as previously discussed. Families as active partners in 

improving evidence-based care, deserves further exploration. 

Group versus Individual Change 

 As I have pointed out many times, group change is a difficult task. It may be that 

this qualitative study can shed some light on why that may be. 

 Individuals appear to change as a result of a modular system of drivers. By 

modular, I am referring to the quality of the interchangeability of the various drivers of 

change. Each individual may require a different sort of driver and/or combination of 

drivers. There is also a non-linear quality to the progression of their change.  They may 

require more or less information, experimenting with the practice, stopping, doing more 

research, etc. In addition, they may require different amounts of time to evolve into 

change. 

 When change is initiated on a large scale, such as in an organizational change 

project, this system of modularity may be difficult to achieve as would the malleability 

necessary to allow for different timeframes.  In addition, for purposes of scale, initiatives 

are most often linear in nature (one thing happens, then the next, etc.). The studies on 

techniques used in large scale initiatives have shown that the most successful have been 

those that used multiple techniques, and this makes sense. In a sort of kitchen sink 

approach, several methods are made available to the group, some working for certain 

providers, others working better for others. The translation of these qualities derived from 
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the Evolution Practice Change Model of modularity, non-linearity and malleability to a 

group level strategy is a potential topic for future research.  

Margaret Wheatley (1998) describes the power of emergence. Individuals mess 

about in change and link up with others who are like-minded until local collectives are 

spontaneously formed. Ultimately, the change takes on a life of its own. There are many 

examples of this type of change both in human behavior and in nature. Given the 

relatively unsuccessful history of top down group change efforts in provider change 

initiatives, perhaps Wheatley’s theory is more applicable. The findings of this study 

describe a messy, chaotic and variable process of individual provider change that often 

relies on other human beings. Perhaps building from the individual out to groups could be 

a more effective means of bringing about group-based evidence-based care. 

We seek out one another because we want to accomplish something. And then life 
surprises us with new capacities. Until we organize, we can’t know what we can 
accomplish together. We can’t plan who we will be. Any time we join with 
others, newness and creativity pop up to astonish us… It looks like a mess, it is a 
mess. And from the mess, a system appears that works (Wheatley, 1998, p.69-71). 
 

Unanticipated Findings 

 Preserving Values of Care. I translated the theme preserving the integrity of the 

mother and baby to the generic driver preserving values of care because it represented 

the providers’ commitment to maintain the integrity of the client’s experience while 

clinical care continued around them. The sense here is that, as providers make changes in 

their practices, there is already a continuum of care in progress. It is imbued with pre-

existing values, culture and systems. As they entertain the idea of making a change and 

then make it, the potential of the change to allow them to preserve their values of care 
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‘already in motion’ is a factor in their choice to change. As a reason identified for 

medical decision making in the literature, this is a new finding. Future studies of 

individual practice change could use this as a sensitizing concept in exploring factors that 

drive that change. 

Who Owns the Baby? This discourse speaks specifically to the field of maternity 

care and the time after the baby is born. I found that the issue included the agency of the 

provider, the agency of the nurses and other providers who had responsibilities to care for 

the baby. It shed light on the culture of care, the roles of those present and institutional 

factors. In addition another discourse called “hurry up” which surrounds the birth of the 

baby, was found. Barriers and opportunities could be seen when the participants 

discussed their experiences in light of these concepts.  

 These conversations were rich and significant within the context of understanding 

and improving maternity care. I believe that a second analysis of this study data focused 

specifically on the discourses of the immediate postpartum period could be extremely 

useful. 

Limitations and Strengths 

The limitations of the study are as follows.  While qualitative studies are not 

expected to have generalizable results (Charmaz, 2010), it is worth noting that the sample 

population was a self-selected set of maternity care providers. This fact alone may have 

predisposed the participants to a particular set of provider characteristics not 

representative of the larger maternity care provider population.  
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The methods for recruitment (criterion and snowball) were limited to those most 

accessible within the timeframe of the study. If more time had been used, access to larger 

professional organizational meetings and mailing lists could have been achieved reaching 

a broader base of providers. 

In order to examine how providers described changing to a new practice, one 

specific clinical practice was selected so that the participants would be describing a 

common phenomenon. DCC is still a relatively infrequent practice in maternity care. In 

addition, as discussed before, it requires no additional resources or personnel; buy in 

from the maternity team, nor the mother’s permission to perform. These characteristics 

will be different in other clinical practices and it is possible that different results would 

emerge in different circumstances than those studied here. In addition, different kinds of 

providers may have responded differently in other settings as well. 

The use of telephone interviews was a theoretical limitation in the study. It can be 

assumed that face to face interviews would have probably resulted in more informative 

data because of the additional visual and instinctual cues one gains when face to face 

with participants. 

 The sample provides a good representation of providers from multiple birth 

settings.  It also includes both physicians and midwives and different types of providers 

from within each of those professions.  This means that the participants came from 

different training backgrounds, and had different licensing and certification. This adds a 

richness of diversity to this study of maternity care providers. 
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Implications for Research 

 One purpose of this research study was to ‘seek findings which might serve to 

guide future research not only in the maternity care field, but in medicine for 

incorporating evidence into practice’ (p. 20). Several opportunities for future research 

have been identified: 

 the critical importance of colleague support and communication in individual 

provider practice change, 

 families as active partners in improving evidence-based care, 

 individual provider change as the basis for group change (bottom up approach), 

 preserving values of care as a motivator of practice change, 

 investigating “Who Owns the Baby” and “Hurry Up” as discourses in the culture 

of care during birth and the immediate postpartum period, 

 the concept of the “motherbaby” (Naylor, personal communication) as a 

philosophy of care and its current and future applications, and 

 further exploration of the concept of a pre-change potential phase for this model 

of individual provider change. 

In addition to the potential research opportunities mentioned above, future studies 

could focus on individual provider practice change using a more commonly utilized 

clinical practice (than DCC) or multiple clinical practices. As noted in the discussion 

about context, practices with different characteristics may yield different results and the 

model should be tested under such conditions. Isolating parts of the model for testing is 

also recommended. 
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Different methodologies could also be used. A case study within a particular 

institution studying individual change could be useful as would an ethnographical or a 

mixed methods study. Over time, the Evolution Practice Change Model could serve for 

the development of future theory 

Implications for Practice 

 The study was also designed to provide understanding about how individual 

maternity care providers decide to change practices and specifically to generate 

‘important perspectives on providers who have chosen to practice DCC, an important, 

beneficial and evidence-based practice for newborns’ (p. 20). 

 To this end, the findings of the study resulted in the development of the Evolution 

Practice Change Model. This model represents the experiences of 17 maternity care 

providers who changed from ECC to DCC. The model may be used in future research to 

frame how or why other individual healthcare providers might change practices. 

 The urgent need for an increase in evidence-based practice in maternity care has 

not abated. How to increase the number of providers who practice according to the 

evidence remains a challenge. The findings of this study suggest that one powerful route 

to change can come from within: provider to provider, supported by the evidence. This, 

with input from a strong consumer movement may have the power to lead to substantial 

change.  

The Return Arc of Reflection 

In my original subjectivity statement, I discussed Gadamer’s forward arc of 

projection (Nakkula & Ravitch, 1998). At the other end of the hermeneutic circle is 
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Gadamer’s return arc of reflection. I have shared my ideas of what I took forward from 

my life into my study, and how I, as a participant may have potentially affected the 

research. Now, in reflection, what do I takeaway to my life? How has the research 

changed me? 

I entered my doctoral studies with a passion for investigating change and how to 

increase evidence-based practice in maternity care. My interests were broad and the 

scope large. When I selected DCC to serve as the common clinical practice for this study, 

it was primarily a practical decision on my part – related to the characteristics of the 

practice.  As a professional I believed DCC was evidence-based and the right thing to do 

for my clients, but it was not the focus of my research. This has changed. What I am 

taking away to my life from this research is a new found passion for DCC. One of the 

providers I interviewed compared the placenta to a heart-lung machine and made the 

analogy that making sure all of the patient’s blood is being returned from the machine 

was analogous to ensuring that the baby gets all of his/her blood from the placenta (Hope, 

P15, 199-211). This led me to thinking that cutting the cord early was like turning off the 

heart-lung machine at the end of a surgery before 30% of a patient’s blood supply had 

been returned to their body. Hope also made a comment that someday, this practice may 

be looked back on in the same way that we see blood-letting now. Comments and images 

such as these were powerful experiences for me during the research process. Now that 

that process is complete, I find that they live on in a new-found commitment to stay 

immersed in what I call ‘this conversation’ about DCC. 
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Finally, focusing on DCC alone will not satisfy my passion for what I learned in 

being part of this research.  This is because it does not and cannot take place inside a 

vacuum. It is part of a critical period in the maternal-newborn life cycle. As discussed in 

this study, there is a motherbaby to care for here. How can we shift our values of care to 

this single entity rather than having a dualistic system for two patients the moment the 

baby is born? Some of the participants showed me that needing to use DCC as a 

physiologic means of ‘defense’ against this system speaks loudly in favor of the need to 

improve the system. “Who Owns the Baby?” is not a question we should have to be 

asking. 

I am grateful for the chance to learn so much from the professionals who 

participated in this research and for these new found commitments to future inquiry and 

research. 
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