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Abstract 

The anthropological research on midwifery is extensive. It often, though, presents a view of the 

midwife struggling to maintain her commitment to childbirth without routine medical 

intervention in the face of a persistent encroachment of biomedicine over maternity care. 

Midwives and obstetricians are conceptualized as opposing figures, the midwife based in nature 

and the obstetrician based in technology. But, as postmodernism in anthropology has introduced 

a more nuanced and relativistic view of culture and society, and of truth, the praxis of midwifery 

itself has evolved in similar ways. The medical anthropologist Robbie Davis-Floyd and the 

midwife Elizabeth Davis (1997) introduced the moniker of the “postmodern midwife” to 

describe this new actor. The “postmodern midwife” is seen as less dogmatic about her profession 

and more able to alter her practice to accommodate the needs of biomedicine while still 

maintaining her humanistic training. This new midwife seems poised then to flourish in settings 

based on collaborative care, where the storied dichotomy between midwives and obstetricians is 

blurred and instead the two work together to care for maternity patients in a collegial 

environment. In this work, I take an autoethnographic view as a midwife in such a collaborative 

obstetric setting and while examining issues of professional integrity and satisfaction, of 

professional competition versus cooperation, and of institutional and organizational biases from 

the perspective of one midwife, I explore the midwife’s role in this setting. With grounded 

theory, critical medical anthropology, and feminist theory as theoretical framework, I find that 

rather than expand the potential role of the midwife, the collaborative model can instead 

diminish the role of midwife and reinforce the medical hierarchy between the two professions. 
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Introduction and definitions 

 I have worked as a certified nurse midwife (CNM) for more than 11 years in a busy 

managed care hospital in California.  I work with a large group of CNMs and obstetricians whom 

I feel provide excellent care for the laboring women under our care. We are consistently rated 

highly by the families we serve.  Despite that, I am increasingly dissatisfied with the work that I 

do. Rather than finding myself in a workplace that embraces the role of midwife and promotes 

the care we provide, I feel professionally less valued than when I started in this role. This work 

addresses this issue while exploring the everyday social and cultural environment of an obstetric 

service in an urban hospital.  As I begin this work, I offer some definitions of anthropologic and 

medical terms that will be used in order to help guide the reader and then offer an explanation for 

why this issue of midwifery care and professional satisfaction for midwives is so important. I 

then return to explore the term “postmodern midwife” as introduced by Davis-Floyd and Davis 

(1997) to further guide the reader in this work. 

Horton and Astudillo (2014) offer this general definition: midwifery is “skilled, 

knowledgeable, and compassionate care for childbearing women, newborn infants, and families 

across the continuum throughout pre-pregnancy, pregnancy, birth, postpartum, and the early 

weeks of life” (p. 1075).  The term midwife encompasses a variety of providers with a range of 

experience, training and professional certifications, from traditional midwives whose work is 

based on experience and community standing, to certified nurse midwives who practice under 

strict guidelines and protocols and receive formal academic and clinical training.  While the 

concepts I am concerned with do apply to midwives in general, my experience is as a certified 

nurse midwife (CNM) and it is on this group and the obstetric setting in which we work that I 
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focus here.  I was trained and worked first as a registered nurse and then completed a Master’s 

degree to become an advance practice nurse and received certification as a nurse midwife 

through the American College of Nurse Midwives (ACNM). In the collaborative care practice 

that I discuss here, I work in both the inpatient and outpatient setting. I am an employee of the 

hospital. All the CNM’s in our practice are female and are predominately white women. This is 

consistent with national statistics, where up to 96.4% of CNMs are female and 90% are 

Caucasian (Schuilling, Sipe & Fullerton, 2005).  

In this practice, the physicians have specialized certification as obstetrician/gynecologists 

(OB/GYN; I refer to these health care providers as OBs in this work.). They are trained in 

allopathic medicine to provide all aspects of maternity care. According to a 2015 American 

Medical Association newsletter, “years ago, gynecology was dominated by men but today, it’s 

just the opposite. Now [there are] a lot of male medical students who completely disregard OB as 

an option because they think it’s a ‘female specialty’.” In fact, currently 66% of all OB/GYNs 

are female and approximately 81% are Caucasian (Rayburn, 2017).  

I discuss different types of medicine throughout this work. Ethno-obstetrics, a term first used 

by the anthropologist Carol McClain (1975), refers to the dynamic or evolving system of 

obstetric care in its original cultural setting. Thus, this term refers to obstetric care that precedes 

the advent of modern biomedical obstetrics. Biomedicine, then, is the term used to describe the 

clinical practice of medicine that is based in biology and physiology.  This form of medicine 

advances the use of technologic methods in health care. This is the prevailing form of medicine 

practiced in Western societies and, thus, predominates in most obstetric hospitals as well.  On the 

other end of the spectrum is humanistic care. In this system, the physical and the spiritual are 

seen as dual aspects of the body in need of integrated care. This care is also known as “patient-
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centered care” and focuses on increased awareness of the psychosocial needs of patients and the 

importance of good communication between patients and their healthcare providers. Within these 

systems of care, hospitals and medical organizations use different models of care as a basis for 

organizing and managing the care provided. One of these models is collaborative care. In this 

setting, different types of medical providers work together as a team to provide complete care for 

patients. Collaborative care in obstetrics implies teamwork on a level playing field, a field where 

CNMs and physicians are colleagues with different scopes of practice and different levels of 

expertise but colleagues united in the same purpose.  

Background – Why is this important? 

 Research on the global need for midwifery 

The literature on the need for improved maternal/child care on a global basis and the 

importance of expanding access to midwifery care in that effort is extensive. Reducing maternal 

mortality - the death of a woman during pregnancy, childbirth, or in the 6 weeks after delivery - 

has been seen for many years as one of the greatest challenges to global health and development 

(Zureick-Brown, Sarah et al., 2013). In the last 50 years, even as other health indicators have 

improved in the developing world, maternal mortality rates have not. In fact, “increasing 

women’s access to quality midwifery services has become a focus of global efforts to realize the 

right of every woman to the best possible health care during pregnancy and childbirth" (United 

Nations Population Fund, World Health Organization, International Confederation of Midwives, 

2011, p. 2012). 

There has been some improvement. Since 1990 the number of women around the world who die 

every year during pregnancy or childbirth has decreased by more than a third - from nearly 

550,000 deaths to roughly 350,000 in 2008 (Paxton & Wardlaw, 2011).  With the formulation of 
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the United Nation’s Millennium Development goals (MDGs), reducing the maternal mortality 

rate (MMR) became a global policy priority, with the fifth goal (out of eight) calling for a 

reduction in the MMR by 75% between 1990-2015 (UN Millennium Project, 2005).  

 Unfortunately, the pace of improvement has not been as rapid as planned or as needed, 

and recent research shows unequal improvement.  A statistical analysis of progress made towards 

the MDGs was published in Lancet in 2010 using country data available through 2008.  The 

analysis showed that while a substantial decline in maternal deaths worldwide did occur, the 

achievements were uneven; out of 181 countries, only 23 had shown significant progress and 

were on track to meet the stated goals (Hogan, Foreman, Naghayi, Abn, Wang, Makela, Lopez, 

& Murray, 2010, p. 1619).   The data also showed that the inequality gap in maternal health care 

between countries had widened. Of the 21 countries with the highest numbers of maternal deaths 

in 2008 these countries as a group represent 79.4% of total global maternal deaths and 60.6% of 

global livebirths. Hogan et al. (2010) assert, though, that their study does show "reason for 

optimism" and "that substantial decreases in the MMR are possible over a fairly short time” (p. 

1619).  And, according to Paxton and Wardlaw (2011), while the "overall rate of decline in 

global maternal mortality, 2.3%, is lower than the 5.5% MDG target, it is heartening 

nonetheless" (p. 201).  

Case studies of different countries have shown that four factors have contributed 

significantly to the recent decline in maternal mortality – the liberalization of abortion laws, 

control of infectious diseases, increasing access to hospital care, and the provision of midwifery 

care (Ronsmans & Graham, 2006, p. 1193).  Though the weight of specific factors varies for 

different countries, midwifery care as a part of primary health care has consistently been shown 

to be an important component.  The United Nations published a report in 2011 on the state of 



	

	

5	

global midwifery and the world’s ability to provide quality maternity care in which they stressed 

the need to improve access to quality midwifery services.  This report stresses the importance of 

efforts to afford women the right to the best possible maternity care and that investments by 

government leaders to this effort are crucial to reducing maternal and newborn mortality and 

morbidity. They conclude that the “benefits of quality midwifery services extend to all members 

of society in far reaching ways, including contributing to a country's human and economic 

development” (United Nations 2011, 208).   

Furthermore, the Lancet (2014) published a Series on Midwifery in 2014 that aimed to 

increase understanding about midwifery; the hope was to present how instrumental a 

contribution midwifery can make towards reaching a globally consistent decline in maternal 

mortality.  In this series of articles, the authors claim that “application of the evidence presented 

in this Series could avert more than 80% of maternal and newborn deaths.... Midwifery therefore 

has a pivotal… part to play in accelerating progress to end preventable mortality of women and 

children” (Horton & Astudillo, 2014, p. 1075).  The combined research in the Lancet series 

concluded that the use of educated and licensed midwives was associated both with more 

efficient use of resources and improved maternal and child outcomes. In fact, more than 50 

short-term, medium-term, and long-term outcomes were identified that could be improved by 

care within the scope of midwifery. These included reduced maternal and neonatal mortality and 

morbidity, reduced stillbirth and preterm birth, decreased number of unnecessary interventions, 

and improved psychosocial and public health outcomes.  And they found this to be most true 

when the midwives were integrated into the health system as a member of the healthcare team 

and when sufficient resources and opportunities for referral were present (Renfrew, 2014, p. 

1129). 
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Research on Midwifery in the United States  

Unfortunately, in the United States the data on maternal mortality is conflicting. Despite 

spending more money on health care than any other country, the United States has higher 

maternal mortality than many other developed countries. And, despite the fact there is a vast 

difference in the lifetime risk of pregnancy-related death for a U.S. woman (1 in 2100) as 

compared to that of a woman in sub-Saharan Africa (1 in 31), maternal mortality has increased in 

the US according to United Nations estimates (Paxton, 2011, p.1).   Furthermore, despite the fact 

that the midwifery model of care has been endorsed in this country by organizations such as the 

Centers for Disease Control (CDC) and the Institute of Medicine (IOM), the American College 

of Nurse-Midwives (ACNM) notes there were only 11,194 CNMs as of May 2015 and in 2014, 

CNMs/CMs attended only 8.3% of all the total births in the United States.  In 2010 Amnesty 

International published a document on maternal health which reported that in the US the 

“shortage of health care professionals is a serious obstacle to timely and adequate health care for 

some women… the US has…the lowest proportion of midwives to births (0.4 per 1000 births) of 

any industrialized countries reporting these figures” (AIUSA 2010, p. 62). And, Anderson and 

Stone (2013) write that recent policy statements by the CDC and IOM note that, “although there 

are many social determinants of poor outcomes, access to care is a critical factor exacerbated by 

the current and growing health care provider shortage in the United States (p. 18). 

  Midwifery workforce and retention issues 

Building the professional workforce of midwives and the retention of that workforce is, 

therefore, an important issue.  Key concerns are poor job satisfaction, attrition and professional 

“burnout.” Anderson and Stone (2013) report that there are no recent publications examining 

burnout in nurse-midwives, but through personal communications with nurse-midwifery leaders 
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they found that burnout continues to adversely affect the profession both quantitatively and 

qualitatively. “It is a pervasive factor undermining efforts to build, maintain, and strengthen the 

nurse-midwifery workforce” (Anderson & Stone, 2013, p. 20).  According to the World Health 

Organization an estimated 350,000 new midwives would be needed worldwide to even hope to 

meet the Millennium Development goal (McCool, 2013, p. 838).  Additionally, it is critical to 

not only train new midwives but to retain the midwives who are already practicing and, that 

“therefore, professional issues affecting both midwives’ ability to provide evidence-based care, 

as well as their ability to stay in practice once trained and experienced are of critical importance 

to the health of women and children globally” (McCool, 2013, p. 838.)     

My review of recent literature showed some common explanations for poor retention of 

midwives in the workforce. Lack of perceived value for their skills and experience, lack of staff 

development and professional promotion, lack of continuity of care with their patients, 

dissatisfaction with organizational bureaucracy, lack of autonomy, heavy workload, high levels 

of job-related stress, lack of job recognition and professional understanding, and lack of 

acknowledgment for contributions made all contribute to midwives leaving the profession (Shen 

et al., 2004, Vernon, 2005; Sullivan et al, 2004; Sullivan, 2002; Petterson, 2007; quoted in 

McCool, 2013, p. 839). According to research by ten Hoope-Bender, Campbell, Fauveau and 

Matthews (2011), the underlying negative issue for midwives in a survey of 58 countries “is a 

lack of interprofessional respect and collaboration between the various professions [which] 

impacts their ability to provide a seamless continuum of care and to take advantage of the 

complementarity of their individual competencies and roles” (p. 211).    

Medical Anthropology Literature on Midwifery  

Postmodernism and the “postmodern midwife” 
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Having outlined a number of issues illustrating the importance of this topic to medical 

anthropology, I next return specifically to some of the medical anthropology literature on 

midwifery care. In 2001, the journal Medical Anthropology published a two-part themed issue 

on midwives. Seeking to avoid the “value-laden polarities” of the traditional debate between 

“medicalized” childbirth and “midwifery”, the editors, all well-known anthropologists in the 

field, offer a series of articles that look past the “easy dichotomies of traditional ethno-obstetrics 

and modern biomedicine that permeate the anthropology literature on childbirth” to offer a 

picture of the complexity of the contemporary midwife’s role (Davis-Floyd, Pigg, and 

Cosminsky, 2001, p. 112).  In that effort, the editors of the issue reached out to midwifery 

researchers, asking them to write about the concept of “postmodern midwifery”. This concept, 

first defined in 1997 by anthropologist Davis-Floyd and midwife Elizabeth Davis, describes a 

modern professional who has separated herself from the standard stereotype conjured by the title 

“midwife” and instead learned to be less dogmatic and polarizing (Davis-Floyd et al. 2001, p. 

110). She has learned to take a more subtle and flexible approach to her role and can now more 

readily adapt her behavior to suit the institutional demands in which she works.  

“Recognizing the limitations and strengths of both the biomedical system and her own 

system, the postmodern midwife moves fluidly between them in order to serve the 

woman she attends… she is a shapeshifter (she knows how to subvert the medical system 

while appearing to comply with it), a bridge-builder (she makes alliances with 

biomedicine where possible), and a networker” (Davis-Floyd et al. 2001, p. 113).  

 They explain that the term is used not to necessarily indicate an evolutionary timeline in 

midwifery practice. Rather they are describing midwives who are “educated, articulate, 

organized, political and highly conscious of both their cultural uniqueness and their global 
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importance [who are] increasingly emergent all over the world” (Davis-Floyd et al. 2001, p. 110) 

and who have evolved and recrafted themselves to meet the demands of 21st century obstetric 

care.  They are combining the terms “postmodern” and “midwife” to conjure an image of 

someone who has developed beyond the standard definitions and constraints of her profession 

and created a new dynamic reality within her practice. The aim in this series of articles is to 

illustrate the flexibility of the role of midwife “by analyzing the ways in which midwives in 

different locations have sought, or been forced, to rethink and reinvent their modes of practice in 

relation to changing contexts and the institutional backing of a given style of childbirth” (Davis-

Floyd et al. 2001, p. 108).  

In my reading of the work by Davis-Floyd et al., the term seems to be a positive label that 

indicates appreciation for the intelligence and ingenuity of midwives and for the active efforts 

made by midwives to change the standard dynamics of obstetric care. And the evocation of the 

complicated postmodern movement in the term was purposeful. If postmodernism is a turning 

away from the rationalism of the Enlightenment, then it is appropriate to use postmodern to 

describe this contemporary midwifery. Linstead (1993) speaking specifically about ethnography 

and postmodernism makes this point in his work.  

“…run(ning) epistemologically against the enlightenment emphasis on reason, logic, and 

rationality as the foundation of scientific method and the basis for the establishment of 

truth'… [postmodernism] challenges the claims of science to establish authoritative or  

absolute knowledge, exposing its social nature as a practical accomplishment by 

scientists as a community and seeking to impose its own models on reality” (p. 97).  

Davis-Floyd and Davis (1997) first introduce the concept of postmodern midwife in their article 

Intuition as Authoritative Knowledge in Midwifery and Home Birth. They note that in their work, 
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which explores the value and use of intuition in midwifery care, “we will see how midwives, in 

their intentionally transgressive reliance on intuition, quite regularly expose the contradictions 

that the voice of rationality proves, in the domain of birth, to be unable to exclude” (p. 321).  

They speak of midwives as working in opposition to the rational and the logical in a purposeful 

way, of midwives moving beyond the confines while still working within the structures of the 

institutions and culture in which they find themselves. This is postmodern thinking as noted by 

Hassan (1987) when he talks about the “marriage of Earth and Sky” (p. 55).  

In this melding of opposites he envisions, “religion and science, myth and technology, intuition 

and reason, … female and male archetypes (or stereotypes) begin to modify and inform one 

another” and bridge the divide between polarized cultures (Hassan, 1987, p. 55). A new 

cognizance we call postmodernism emerges. Foucault (1974) further talks about institutions, 

such as hospitals, which appear to be “neutral and independent” edifices as the necessary focus 

of political and social change, and that we must “criticize them in such a manner that the political 

violence which has always exercised itself obscurely through them will be unmasked, so that one 

can fight them” (p. 171).  My interpretation of the term “postmodern midwife” thus includes this 

idea of midwives working from within a system, which espouses equality and independence, to 

promote the “new consciousness” of midwifery as opposed to biomedicine.  The specific system 

I examine here is the “collaborative care model.” 

Collaborative care model in obstetrics 

As previously mentioned, in the hospital where I currently work, we follow a 

collaborative care model in which the nurse midwives and the obstetricians work together as a 

team responsible for the health and well-being of the pregnant women who present for delivery. 

This model has garnered much support in medicine in general, and certainly in obstetrics can 
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offer the opportunity to provide safe and cost-effective care.  Our ability to work together and to 

collaborate effectively is an important factor determining the quality of care we provide and, 

also, determining the professional satisfaction we potentially each feel in our respective roles. In 

2012, the well-known medical journal Obstetrics & Gynecology, published an entire issue 

devoted to the issue of collaborative care in obstetrics. The rational is “quite simply, the supply 

of maternity providers is diminishing, which will compromise women's access to quality health 

care” (Waldman & Kennedy, 2013, p. xix). Written by prominent researchers and obstetric 

providers, with Waldman an OB and Kennedy a CNM, the introduction to the journal issue 

presents evidence of the increasing support for collaborative care. They note that during the 

previous years the professional boards for obstetricians, the American College of Obstetricians 

and Gynecologists (ACOG), and for CNMs, the American College of Nurse-Midwives (ACNM) 

have “consciously improved our collaborative intelligence. We produced a new statement on 

joint practice relations, had our presidents attend each other’s executive board meetings, and 

shared a project to showcase collaborative models of care that work” (Waldman & Kennedy, 

2013, p. xix).   

Research on obstetric malpractice cases shows that the two primary causes of preventable 

adverse events are consistently found to be 1) a failure of members of interprofessional groups to 

work as a team and 2) miscommunication; collaborative care has been shown to improve these 

factors (King, Laros, & Parer, 2014, p. 413).  A case study on the evolution of a collaborative 

model in Boston offers a successful example. In this article, Chang-Pecci, Mottl-Santiago, 

Culpepper, Heffner, McMahan, and Lee-Parritz (2012) describe the transformation of three 

disparate professional practices - CNM, OB, and family practice - which previously suffered 

from interdisciplinary mistrust, poor communication, and variable skill sets into a “high-
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functioning, collaborative maternity care team with a clearly defined practice structure, 

sustainable systems that promote a culture of safety, and interdisciplinary education that 

integrates the skills and expertise of each profession” (p. 323).  The article by King et al. (2014), 

written by a prominent CNM and two obstetricians, notes that though the effort to move from a 

traditionally hierarchical medical model to one of collaboration can be “an uncomfortable and 

messy process,” it has been “linked to improved patient outcomes, decreased length of stay, 

fewer cesarean sections, and lower costs” (p. 415). Avery, Montgomery, and Brandl-Salutz 

(2012), in a qualitative analysis, offer some specific conditions for success, including a clear 

statement of purpose, key leaders responsible for advancing the new model, a common 

philosophy and common commitment by team members, a strong organizational commitment to 

remove barriers and provide policies that ensure adequate privileges, an appropriate payment 

model, and a supportive workplace culture. King et al. (2014) note that professional competence, 

a common orientation to the patient as primary concern, interprofessional respect, a non-

hierarchical team leadership style, and a formal system of communication between providers 

which “maximized the contributions” of the stakeholders were identified as essential components 

in a collaborative culture (p. 416).  

However, King et al. (2014) also note that though midwives have been integrated into the 

healthcare team in many managed care settings the acceptance of the collaborative mindset has 

not occurred as readily as predicted due primarily to professional territorial battles and regulatory 

restrictions on midwife independence (p. 413).  Brown (2011), a well-known researcher on 

collaboration, makes the point that collaboration is a subjective endeavor involving individual 

stakeholders, each with his own set of beliefs and sensitivities, that must learn a shared vision 

beyond the previously established “hegemonic social structures” (p. 675). He notes that an 
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individual’s experience with collaboration is both unique and subjective and thus can engender 

trust or mistrust in the individual.  

“The meaning one ascribes to collaboration, whether framed by care or dread, greatly 

impacts one’s approach to it. When dread impedes, delays, or shapes communication, it 

can create a cycle of negative experiences with collaboration, decrease the intent to 

collaborate, or lead to a preference for more independent action” (Brown, 2011, p. 675).   

This subjective response to collaboration impacts the behavior of an individual provider and the 

ways he handles the uncertainty implicit in maternity care, on any given day, in any given 

situation and may determine whether “collaborative care” provides him with a sense security or a 

sense of disquiet.  

In light of this, the question I explore here is, given current models of collaborative care, 

and given the collegiality and professional equanimity such a title suggests, does the description 

of the “postmodern midwife” apply to me as I work within this hospital setting? Am I this 

midwife who “takes a relativistic approach to various ways of knowing about birth and who can 

articulate ways of making discrepant systems complementary” (Davis-Floyd et al. 2001, p. 113).  

Am I able to take professional advantage of the role I play in this setting based in cooperation 

and separate skill sets, i.e. low-risk patients versus high-risk patients, and maintain my identity as 

a midwife? Though this is a project with a subject of one, my fellow midwives were trained in 

the same manner and philosophy as I was and we communicate with each other regularly about 

our work environment; the issues that are presented in the following sections are ones that we all 

encounter and that I feel confident other midwives in other practices experience as well.  

Fieldwork setting  
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I should note, here, that as I have not obtained IRB approval though my hospital, the 

information I use here is offered as an illustration. I am not using specific data beyond my 

experience.  I include the information to provide context and depth to the story.  

In my hospital setting – the field setting of this autoethnography - our labor and delivery 

unit manages the gamut of patients, from low-risk to high-risk medically complicated mothers 

and fetuses. We practice with what I have come to feel is a divide and conquer mentality; at the 

end of the day everybody will be taken care of and outcomes will be good. Ostensibly, the 

CNMs manage the low-risk mothers and the MDs manage the high-risk mothers. That means we 

manage on average 60-70% of the patients from the outset, though some of these will need 

physician intervention at some point; in the end, we manage the labor and delivery of probably 

50-60% of the patients. We deliver up to 4,000 babies a year in this hospital.  

At any given moment, the CNM should stop accepting new patients when she has more 

than five women in her care – this is not a hard and fast rule, as some days four complicated 

patients may be too much and other days 6-7 may be workable for a period of time until patients 

deliver or the MDs working with you can take over some patients. For 14 hours of the day there 

are two midwives. During those times, we can manage more laboring women, but we also at all 

times cover triage, postpartum and assist with cesarean deliveries when appropriate. On busy 

days, the MDs may admit a low risk patient when the CNM is too busy, and manage her until the 

CNM can take over care. It is a necessarily fluid system, but is based on scope of practice for 

both the CNM and the MD as determined by our licenses and by established hospital protocols. 

Depending on patient acuity, our collaborative care requires ready and open dialogue between 

the CNMs and the MDs that reflects the specific needs of the patients.  

Field Notes: Does the “postmodern midwife” have a place in collaborative care? 
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The title of this work, “They Inadvertently Forgot the Midwives” came to me after a 

particularly telling conversation between midwives with whom I work.  The conversation 

captures a dynamic that permeates interactions between the midwives, the obstetricians and the 

organization, and once I realized that, it set the stage for this exploration. Below is a paraphrased 

snippet of this exchange: 

CNM 1: “New phones are coming…the instructions are on the wall. Just FYI and typical, 

so far, ALL the new phones are on unit and being charged, EXCEPT for (you guessed it) 

the CNM phones. We are not on the master list as they were being unpacked, so they are 

on the hunt for ours.” 

CNM 2: “Wow. Are we the middle child or stepchild? Ha! It’s almost comical.” 

CNM 1: “And that's with my reminder that we exist.” 

Unfortunately, there are other examples which continue this theme: there were the new clinic lab 

coats for which the midwives were not measured; the hospital-wide questionnaires where CNM 

is not an occupation choice so “other” must be used; the OB/GYN service required learning 

directed at physicians only; the new beautiful TV ads on our obstetric care that fail to mention 

midwives. Each of these events marked a time of anger, doubt and insecurity for me as 

indications that my role as a midwife was thought of as secondary within the hospital 

organization. They were suggestions that despite the hard work and dedication I feel I give to my 

patients, my work is less valued than that of the physicians.  

Overarching themes 

 “Management” of the patient 

There are three general themes that underlie my thinking as I start to describe the 

environment I work in and the relationships between me, a CNM, and the obstetricians. First, 
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this story is situated in a managed care setting; this in itself offers unique organizational factors 

that shape the care provided. While reviewing the history of managed care organizations is 

beyond the scope of this work, the concept of “managed care” needs to be explored and in fact is 

not unique to any one type of health care organization. In health care at large, we talk about 

“management of the patient” or our “management plan” when discussing patients. In 

obstetrics, the “management of labor” is the buzzword in school, in training, and in practice 

that defines the relationship we have with our patients and with each other as providers. To 

work together on an obstetric floor, to collaborate in the care we provide, midwives and 

obstetricians have to work together on the medical plan and be able to reach a consensus on 

the care provided; that is, should a woman be admitted for labor, is she at risk for developing 

complications, and if so, what steps if any should be taken? The problem is the midwifery 

model and the medical model have very different views on when and how labor should be 

managed, and in fact, whether labor should be managed at all. The proliferative use of the word 

“manage” in its different forms as an adjective and as a verb, speaks to the practical submission 

of the normal childbirth to the biomedical model. To manage implies the desire and ability to 

control, which privileges the medical provider over the laboring woman and her ability to 

achieve the normal physiologic process of birthing her own baby.  This is a fact that I understand 

as a midwife and one with which I continually struggle. This is a realm of midwifery care, that 

necessitates “shape-shifting” and maneuvering in order to maintain midwifery style care in the 

face of the demands of the moment and of the hospital practice at large.  

Professional competition 

The second important idea is the issue of midwives and obstetricians seeing each other 

as competition and as opposing professionals. Reiger (1985), a sociologist, writes about the 
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effects of the traditional rivalry between midwives and obstetricians in her article titled 

“Domination or Mutual Recognition: Professional Subjectivity in Midwifery and Obstetrics.” 

She writes about the difficulty that both midwives and obstetricians face in remaining objective 

about the importance of each other’s roles and the importance of avoiding a discursive tendency 

to minimize the other profession. She speaks to this when she writes,  

“midwifery’s historically more recent response to medical power in terms of antipathy 

and largely covert resistance is in danger… of continuing the cultural logic by ‘Othering’ 

obstetrics, but merely reversing the terms. If we continue the ‘othering’ process, true 

collaboration will not be possible between midwives and obstetricians” (Reiger, 1985, p. 

144).  

Obstetric care is a continuum of acuity; if that is respected, and agreed upon scopes of practice 

and guidelines of care are delineated, collaborative care can provide individualized care that 

most suits each birthing mother.  But given the still prevalent power inequality that exists 

between midwives, as nurses, and obstetricians, as physicians, the traditional hierarchy of 

hospitals exacerbates the tendency to see each other in a negative light. The issue of hospital 

hierarchies will recur throughout this work.  

 Fear  

 The third, and most fundamental theme in this thesis work, is fear.  As maternity 

providers, both midwives and physicians, start each work shift with no real idea of how events 

will unfold for the patients under our care. We are professionally responsible for the birth of an 

infant, the health of a new mother and the start of a new family. We take that responsibility very 

seriously. The truth is, though, that the most normal biological function of reproduction can in a 

moment change from a profound but safe situation to one requiring emergency medical 
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intervention.  Some part of the decision to become a midwife versus an obstetrician, rests on how 

you see the fundamental process of childbirth – is it a natural process that the majority of the 

time can proceed with minimal intervention by a professional or is it a potentially risky process 

that requires constant attention by a professional?  But both types of providers are responsible for 

knowing the moment a birth changes and both have been involved in what we call “bad 

outcomes” where things do go terribly wrong. At issue for all of us, is the balance we maintain 

between trust and fear.  How well we do our jobs and how well we work with each other depends 

on how we manage that balance.  

 These three issues are important to understand as context to this narrative. Tensions 

between CNMs and OBs in terms of hierarchy of privilege (birthing mother versus institution 

versus technology versus professional expertise), competition for professional authority between 

the collaborating providers and the potential for conflict engendered by that competitiveness, and 

the subjective evaluation of the safety of obstetric care how any given provider copes with the 

psychosocial demands of the job, are all influential elements that need to be considered in this 

analysis and form a basis for the story.  

Methodology - Autoethnography 

Ethnography is a particularly robust method for understanding the social and cultural 

nuances of the hospital setting and for analyzing the tension in the professional relationship 

between CNMs and obstetricians. As I started work on this, I had initially planned a qualitative 

ethnographic research study based on interviews with the other CNMs in this hospital practice. I 

had already received approval from the International Review Board (IRB) through Creighton 

University, but attempting to obtain IRB approval through the hospital proved complicated. I 

happened to find and work with a nurse researcher who worked for the organization to support 
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nursing research; she was very helpful throughout the painstaking process. When I sent her my 

interview questions towards the end of the process, though, we reached an impasse and she wrote 

to tell me this: 

“Do you know who is on the IRB board here? A bunch of doctors and two lawyers. I am 

afraid these interview questions will prevent you from getting approved. They are 

perfect for what you want to get at, but…” 

Her response speaks to the issue mentioned previously of professional rivalry and conflict 

between physicians and midwives. I had been reluctant in the first place to use the midwives I 

work with as research participants for just this reason. I knew I risked exposing them to personal 

and professional retribution for expressing their opinions, and that this might potentially worsen 

the negative climate. Yet I felt that I was cognizant enough of the risks that my colleagues would 

face and that I have a strong foundation of trust with both the midwives and the obstetricians that 

I would be able to sensitively conduct my research and minimize those risks. My attempt at 

rewriting my interview questions to allow them to be more palatable to a physician-based 

audience, though, took me too far from my original purpose of a personal exploration of the 

relationship between the midwives and the obstetricians.  

Inhorn (2006) suggests, “that a specifically ethnographic approach to women’s health 

leads to a particular set of insights that are important, timely, and quite different from the 

women’s health research agenda currently being promoted within biomedical and public health 

circles” (p. 346).  While I find this to be true, my experiences illustrated that I needed a 

methodology that would allow me the ability to offer Geertz’s “thick descriptions” (Geertz, 

1973), while also allowing for a story of an individual and subjective experience in its social and 

cultural context.  Custer (2014) writes that autoethnography is “valuable to science because it 
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incorporates and even celebrates individuality. It allows the researcher a unique way of 

understanding their intimate and influencing relationship with the research process itself” (p. 9).  

For this work, then, I can be authentic in the telling of my story as I am situated in the narrative. I 

can acknowledge that I am influenced by my position, that influence shapes the knowledge I 

present, and I offer a narrative that brings the reality more directly to the reader of my story.  

The hospital as setting is an entity of its own; the individuals within function as best they 

can to keep production safely humming, but each “cog” has a story to tell that informs the 

function of the whole. To improve the system, individual voices should be heard. To understand 

and work to influence dominant hospital culture, rather than continue to speak with the same 

voice of that culture, I choose to offer my analysis through personal narrative.  Using 

autoethnography as a method does mean that I cannot return to multiple interlocutors to be sure I 

haven’t misunderstood a comment or misinterpreted an event.  While this is a limitation of the 

method, I feel here that the richness of one experienced perspective is a worthwhile trade off.  

But, as Ellis and Bochner (2000) write, autoethnography is ‘an autobiographical genre of writing 

and research that displays multiple layers of consciousness, connecting the personal to the 

cultural’ (p. 739).  I am a member of the culture of midwives and thus representative of the group 

with whom I work. This work then speaks for all of us.   

According to Ellis, Adams, and Bochner (2011) scholars in the mid-20th century began to 

recognize that “different kinds of people possess different assumptions about the world—a 

multitude of ways of speaking, writing, valuing and believing—and that conventional ways of 

doing and thinking about research were narrow, limiting, and parochial” (p. 1). This 

postmodernist response, as I have spoken of earlier, challenged the rigidity of positivist theory as 

the “ultimate truth for understanding or representing the world (Custer, 2014, p. 7). 
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Autoethnography then arose as a postmodern form of ethnography which offered a broader and 

more inclusive ethnographic vision. “Since the early 1970s, literary critics, anthropologists, and 

sociologists have used the term to represent a variety of genres that combine ethnography and 

autobiography” (Neville-Jan, 2003, p. 88).  In her doctoral work in anthropology, Denshire 

(2013) offers a brief history of autoethnography. She writes that the first published 

autoethnography was by Kenyatta, the first president of Kenya in 1962. Then in 1975, Karl 

Heider used autoethnography in his account of the Dani, a Papuan culture. Hayano followed in 

1979 with a study on the culture of card playing in Southern California with himself as the 

“insider” (Denshire, 2013, p. 2).  

While I reviewed well-known works on autoethnography by Ellis (2011), Ellis and 

Bochner (1996), Reed-Danahay (1997), and Denzin and Lincoln (1994), an article by Neville-

Jan (2003) provided the further assurance of validity that I needed to use autoethnography.  In 

her article Encounters in a World of Pain: An Autoethnography, she writes that, 

“I argue that the voice of the person in pain has been left out of the storyline of pain. How 

can we use the privileged viewpoint of the person in pain to inform occupational therapy 

practice? The answer is not to retreat from the medical model but to supplement it. In my 

story, I wanted both cure and care” (Neville-Jan 2003, 94).   

This academic work by an ethnographer, researcher, and occupational therapist, chronicles her 

own experience of chronic pain in hopes of improving the care offered by specialists in chronic 

pain.  She offers a personal narrative of how providers failed her as analytic grist for 

improvement.  She hopes that by utilizing autoethnography she will be able to “not only tell 

personal accounts of living with a chronic illness but [to use] narratives as reflexive texts for my 

ethnographic research” (Neville-Jan, 2003, p. 90). Jones, Adams, and Ellis (2013) note four 
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characteristics that separate autoethnography from other kinds of personal work, “purposefully 

commenting on/critiquing of culture and cultural practices, making contributions to existing 

research, embracing vulnerability with purpose, and creating a reciprocal relationship with 

audiences in order to compel a response” (p. 22). The aforementioned work by Neville-Jan 

(2003) included all four of these characteristics, and offered a good example of how as a health 

care provider I could utilize autoethnography.   

  I return to Ellis (2004) for a quote that spoke to me directly as a midwife in which she 

claims that the very nature of autoethnography confronts the dialectical separation of science and 

art because autoethnographic research can be “rigorous, theoretical and analytical and 

emotional, therapeutic, and inclusive of personal and social phenomena” (p. 11).  I further agree 

with Ellis (2004) that this type of research is socially conscious; rather than just seeking to be 

statistically accurate, this type of research can produce work that is both analytic and accessible 

and capable of producing worthwhile social change (p. 11). I see midwifery in the same light.  

Midwifery is based in a rigorous understanding of obstetric practice and theory and entails 

constant analysis of practice based on research and experience. The midwifery model is based on 

a humanistic approach to reproductive care that focuses on the primary care needs of women. 

But, obstetric care is a profession of fuzzy edges and constant mental triage and working 

alongside physicians in this world means continual reevaluation of how patients and professional 

relationships are cared for and “managed”. I think this is where the “postmodern midwife” takes 

form.  Ellis and Bochner (2000) use the wonderful phrase of “evocative narratives” to explain 

autoethnographic works. They are works “to be used rather than analyzed; to be told and retold 

rather than theorized and settled; to offer lessons for further conversation rather than undebatable 

conclusions; and to substitute the companionship of intimate detail for the loneliness of 
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abstracted facts” (Ellis & Bochner, 2000, p. 744). Being a midwife is all about intimate details. 

Being a “postmodern midwife” is all about advancing the practice of midwifery by maintaining 

the importance of the intimate details of the work we do and promoting its continued presence in 

modern obstetrics.  

Theoretical basis 

I have previously discussed postmodernism in the context of the literature reviewed for 

this work, but should clearly state that postmodern social theory does inform this work 

throughout. Just as contemporary midwifery can be seen as a postmodern attempt to span the 

divide between the cultures of ethno-obstetrics and biomedicine, autoethnography can be seen as 

a postmodern method that bridges the gap between the personal and the analytical, my 

theoretical approach is also postmodern in its rejection of objective science in favor of a nuanced 

and subjective reality.  

 There is a fair amount of research now in anthropology and in medical anthropology on 

reproductive health care. In the book Childbirth in America edited by Karen Michaelson (1988) 

which includes the seminal work “Birth as an American Rite of Passage” by Davis-Floyd, and in 

the writings in Childbirth and Authoritative Knowledge: Cross-Cultural Perspectives edited by 

Davis-Floyd and Sargent (1997), reproductive health care offers a window into the interplay of 

biomedicine and alternative care, gender politics, economic systems and cultural phenomena. 

This research presents a perilous tableau of maternity care devoid of humanism and perpetuating 

a biomedical myth of pathology and biomedical dominance. A fascinating and more recent work 

edited by McCourt (2009), Childbirth, Midwifery and Concepts of Time speaks to the 

entrenchment of these concepts.  
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“The ways in which time in childbirth is conceptualized and managed enact social and 

cultural relationships of power and, in turn, help to confirm and institutionalize them. 

Such relationships have been shown to be enduring and deeply embedded, and obstetric 

approaches, and the power relationships between different maternity workers and their 

clients, have been spread universally as authoritative practice, putatively underpinned by 

scientific knowledge, by reason and nature” (McCourt, 2009, p. 251).  

The thoughtful work of anthropologist Emily Martin (1987), The Woman in the Body: A 

Cultural Analysis of Reproduction, adds a feminist and Marxist voice to the picture. She 

critiques an image of a pregnant woman as producer of a product, the child, that comes 

“involuntarily” from the factory, the body. As the pregnant woman is seen as something to be 

controlled, scientific management strategies seem logical. Martin (1987) claims that in labor the 

woman is evaluated “as if she were the one performing – told she is doing well, or not well 

enough, told she can do it or cannot possibly do it, as well as warned about how much time 

remains…and how well or poorly she is progressing” (p. 62).  As a practicing midwife, these 

works present me with a conflicting landscape from which to view the work that I do. My job is 

to offer guidance and practical knowledge to help women make the biological and emotional 

transformation from pregnancy to birth, but given the impact of the external forces of 

“authoritative practice” the event is fraught with opportunities to disembody, disenfranchise, 

disregard and disempower the women for whom I care. In my efforts to avoid these negatives, I 

do have to maneuver my way through the demands of the institution.  

Scheper-Hughes and Lock (1987) insist that medical anthropologists are “privileged…in 

that their domain includes not only the unmaking of the world in sickness and death, but also the 

remaking of the world in healing, especially during those intensely emotional and collective 
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experiences of trance-dance, songs, and charismatic faith healing” (p. 29).  This quote brings to 

my mind a woman in labor with all her sounds and contortions.  But it also evokes my dance as 

the midwife between my patient and the medical institution adding a critical and complex view 

of this scene. Critical medical anthropology, therefore, is my primary theoretical basis in this 

work. Medicine in general and obstetrics specifically, is not a value free endeavor.  The modern 

medical organization and its medical professionals “are oriented to treat suffering as a problem 

of mechanical breakdown requiring a technical fix. They arrange for the therapeutic 

manipulation of disease problems in place of meaningful moral (or spiritual) responses to illness 

problems” (Kleinman, 1988, p. 28). As midwife, I become part of this arrangement and I work to 

orchestrate, or manage, the health care experience for my patients. Though I see the “trance-

dance” of a woman in the throes of labor as a meaningful, spiritual, and appropriate response to 

the event, I do acknowledge as well that as birth attendant in this medical institution, I am there 

to orchestrate a socially and culturally organized event.  

I must then agree with Davis-Floyd et al. (2001) that “…midwifery … is not neutral 

practice but, rather, something that is to be acknowledged, legitimated, revived, reinvented, co-

opted, or combated, depending on what is perceived to be at stake” (p. 108). As a midwife, I 

come to the profession with a deep dedication to the health of women and their families and 

work diligently to keep patients safe in the busy factory-like world of the hospital, but I 

acknowledge that it has been influenced by macro forces and external influences that serve the 

health care organization but are not necessarily to the benefit of the patient. I agree as Carroll 

(2010) notes in an article outlining the usefulness of critical medical anthropology in public 

health that “biopower is a social force wielded by medical authorities in an attempt to control or 

discipline the way in which people act and to control the ways in which their health and their 
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physical bodies are organized or managed” (p. 43).  Managed care implies a space of controlled 

events.  

This study thus embraces Marx and Foucault whose thinking on power dynamics serve as 

a foundation for critical medical anthropology.  According to McCourt (2009), critical medical 

anthropology “has employed the Marxist concepts of persuasive power or hegemony (a dominant 

ideology or form of knowledge) to analyze the operation of authoritative knowledge that is 

important to areas such as medicine” (p. 4).  In an interesting article on public health and tobacco 

control using critical medical anthropology, Carroll (2013) notes that the critical medical 

anthropology concepts of “biopower and discipline… come directly from Foucault’s writing and 

offer an additional perspective on the interaction between power and agency” (p. 42).  Carroll 

(2013) continues therefore, that “social roles are created within a moral landscape shaped by 

biopower, and the nature of those roles (such as ‘disciplined,’ ‘deviant,’ ‘healthy,’ ‘sick,’ ‘at 

risk,’ ‘recovered,’ etc.) is determined by each person’s position within these greater relationships 

of power” (p. 42).  In addition, Carroll (2013) refers to work by Lupton (1995) that the entity of 

public health has developed methods to control the actions of populations, to corral them into 

appropriate behavior. This brings to my mind the “trance dance” of laboring women and all the 

sounds and demands they make when allowed the freedom to follow their own instincts.  

Hospitals such as mine structure space and time to manage patients. A laboring woman, with an 

epidural with monitoring cords and hospital lines anchoring her to the bed, truly becomes a 

member of an “unruly population under control” (Carroll, 2013, p. 42).  

I also use grounded theory as an additional organizing base.  The sociologist Kathy 

Charmaz (2014) in her influential work Constructing Grounded Theory posits that facts and 

events are not independent of those that observe and write about them, but instead are personal 
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interpretations. She writes that “we are part of the world we study, the data we collect, and the 

analyses we produce. We construct our grounded theories through our past and present 

involvements and interactions with people, perspectives, and research practices (Charmaz, 2014, 

p. 17). This interpretive component of grounded theory supports my use of autoethnography as a 

method. Charmaz (2014) refers to the development of grounded theory by sociologists Glaser 

and Strauss (1967) who “first articulated these strategies and advocated developing theories form 

research grounded in qualitative data rather than deducing testable hypotheses from existing 

theories” (p. 6).  In this work, I make choices about what I present as data, I see people and 

events through my own filters, and I draw conclusions that are tempered by my beliefs. I do not 

claim that these facts are true for everyone, they are my “interpretative portrayal” of the obstetric 

world in which I work, but through this I can offer a view that might otherwise be lost with a less 

open and less flexible theoretical foundation (Charmaz, 2014, p. 17).  As Charmaz (2014) said, 

this “perspective shreds notions of a neutral observer and value-free expert…researchers must 

examine rather than erase how their privileges and preconceptions may shape the analysis, but it 

also means that their values shape the very facts that they can identify” (p. 13). 

This work by definition also employs a feminist approach. The tension of midwifery vs 

medicine has a long history embedded in patriarchal structures. Ellis and Bochner (1996) speak 

to the dominance of “symbolic organization over and above natural organization… With the 

master trope of ‘fatherhood’ at the helm, ideas could rule the senses…a position that science has 

been reluctant to yield” (p. 63).   The history of how midwifery was subsumed under medicine 

and under nursing has been well documented by many others and is beyond the scope of this 

work here.  But Reiger (1985) succinctly notes that “by the early 20th century the medical 

profession in general denigrated midwifery and urged formalized training within nursing, thus 
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rendering it subject to greater medical control” (p. 138). In the process of professionalizing 

midwifery with the incorporation of midwifery into nursing and thus under medical supervision, 

it was expected that midwives would accept the superiority and authority of medicine (Reiger 

1985; Keleher 2000). Broom (1989) states that as obstetrics emerged as a specialty field,  

“midwifery was discursively positioned as that which scientific medicine was not, a practice 

based on variable craft skill rather than abstract knowledge, as secondary and to be controlled 

within a hierarchy of hospital-based nursing.” (p. 198). Throughout this work I unfortunately 

offer illustrations of the continued devaluation of midwifery in modern practice, that despite the 

collegiality implied by the concept of collaborative care, as midwives the message received 

continues to be that we are the “step children,” the other that comes secondary in the practice.  

Validity 

Bernard (quoted in Price 2014) wrote that “grounded theory… promotes 

reliability and validity in qualitative research by allowing respondents the opportunity to 

participate in the ways in which their stories are represented and interpreted” (p. 522). In this 

work, while it is true I am the only respondent, my view is representative of the profession of 

CNMs at large; I offer a story based in experience. And, my hope is that this story resonates with 

different audiences, whether they be midwives, physicians, mothers, fathers or others. As said 

well by Ellis and Bochner (1996), “autoethnography is to allow another person’s world of 

experience to inspire critical reflection on your own” (p. 22).  With the use of autoethnography 

as a method, validity is based not on the re-creation of results, but rather on the depth of my 

experience and as checked against the existing literature. Researchers Lincoln and Guba note that 

rigor in qualitative research can be described as ‘trustworthiness’ (quoted in Kennedy & Lowe, 

2001, p. 93). “The research must have been carried out in a credible manner, which includes 
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prolonged engagement, persistent observation, and exploration from different perspectives” 

(Kennedy & Lowe, 2001, p. 93).  I endeavor to follow this prescription. What follows is a look at 

some salient issues that arise between CNMs and OBs in a collaborative setting. My personal 

field notes are interspersed throughout to provide narrative context to the exploration.  

Barriers to collaborative care in obstetrics: A brief analysis 

 There are many barriers to professional collaboration in obstetrics. Traditional hospital 

hierarchy, issues of authoritative knowledge, organizational and institutional issues, professional 

competition, educational differences, lack of understanding of roles, ineffective communication, 

gender issues, social class, and economics are all real barriers to creating collaborative 

relationships (Angileni et al., 2102; Avery et al., 2012; Hastie & Fahy, 2014; King et al., 2014). 

These barriers can lead to competition, distrust, defensiveness and anger, creating a cyclic 

pattern of dysfunctional communication between CNM and MD. Communication between 

providers can then become dysfunctional and detrimental to staff and to patients. These are the 

issues that must be addressed by the “post-modern midwife” in the effort to maintain her 

professional practice in the collaborative care setting.    

Wagner (2001) notes that in hospitals in the United States the hierarchies are absolute. 

From medical school onward, “obstetrics medical ethos dictates a clear ranking of all 

maternity care players – with obstetricians at the top, then hospital administrators, then 

midwives and nurses, and, at the bottom, patients…this hierarchy is not just about status; it is 

about authority and control” (Wagner, 2001, p. 18). There have been some recent national policy 

changes aimed at leveling this hierarchy in obstetrics. A joint statement was published by the 

American College of Nurse Midwives and the American College of Obstetricians and 

Gynecologists, which, while continuing to call for the inclusion of an obstetrician on the 
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obstetric team to provide complete care, recognizes that the team need not be “directed” by 

the obstetrician. “The document clarifies that obstetricians and midwives are licensed, 

independent clinicians, and collaborate with each other based on client needs. It further states 

that care is enhanced by mutual respect and trust as well as professional responsibility” (Avery, 

Montgomery, and Brandl-Salutz, 2012, p. 424). 

But there continues to be a firm belief in some states, including California, that CNMs 

require physician supervision; this legal foundation prevents true collaboration between CNMs 

and MDs. This fact is acknowledged by Hutchison et al. (2011) noting that some CNMs in 

California work in more hierarchical practice settings and “struggle with medical group policies, 

practice agreements and hospital by-laws that prevent CNM partnership and restrict non-

physician scope of practice” (p. 680). The continued requirement of physician supervision for 

these midwives (including myself) is found to “neither promote patient safety nor decrease 

vicarious liability,” and prevents true collaborative practice between CNMs and obstetricians 

(Hutchison et al., 2011, p. 680).   

There are some examples to note of efforts to level the hierarchy and increase mutual 

understanding across provider roles. A sister hospital to ours has just recently adopted the 

midwifery model but did so in a unique way. To accommodate both the needs of a longstanding 

obstetric residency program and to respond to community demands for local 

midwifery services, the hospital started a service where the CNMs serve as the supervising 

provider for the obstetric residents in the management of low-risk maternity patients. As noted 

by Angelini, O’Brien, Singer, and Coustan (2012), midwives involved in the training of 

obstetricians can have a significant impact on the education of the next generation of 

obstetricians and subsequent CNM collaborators “while showcasing the midwifery model of 
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care” (p. 345). This sort of arrangement can help to promote successful interprofessional practice 

by promoting the different but complementary roles and responsibilities of each other’s 

profession, improve communication skills and increase understanding of each other’s daily 

practice. 

An initiative based on team building and improving situational awareness to improve 

health outcomes has recently been adopted at my facility and I have worked as a committee 

member to “roll it out” in the unit. With increased situational awareness or the ability to maintain 

focus while considering all aspects of a situation, members of a well-functioning team are more 

likely to maintain their primary objective by being fully cognizant of all the pieces of the current 

puzzle and thus less apt to make mistakes based on inaccurate or missing information. On a busy 

hospital floor this means that when an emergency arises no aspect of care and no team member’s 

contribution is underappreciated. The environmental services worker who notices the cardiac 

monitor is unplugged is responsible for interrupting the surgeon and everyone is responsible for 

supporting that intervention. The program is based on encouraging team members to engage in 

open communication to avoid hierarchical interactions that diminish the ability of the team to 

provide quality care, especially in emergent situations. This idea of effective leadership and 

scope of practice in health care speaks directly to one of the primary difficulties of collaborative 

care in obstetrics. If we are geared towards pathology and anticipate a deterioration in medical 

status, then the physicians whose responsibility it is to manage those events, will tend to be the 

team leader. But for CNMs geared towards normalcy in childbirth, the times of being team 

leader, though they may require less adrenaline, are just as important and need to be respected.  
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The following part of this work is primarily based on my fieldwork. The subheadings 

cover specific issues and topics. I offer analysis throughout the field notes to ground the 

experiences in relevant research.   

Field notes: 

Ideological differences 

There are days when I walk into work and see who I am going to be working with, I see 

how high the patient census is, and I do “feel dread” as Brown (2011) discussed. You know it 

will have to be a day of carefully constructed communication and artful consultation. It will be a 

day to remember that my beliefs and reasons for being a CNM are different in some fundamental 

ways from those of my collaborative partner. My practice is based in wellness and trust in a 

biologic process; obstetricians are trained in pathology and prevention of complications. My 

professional training was different in many respects to be sure, and the choice I made to become 

a midwife versus an obstetrician illustrates the differences in my philosophy of the birth process 

from hers and this dichotomy complicates our interactions with each other.  

Hospital hierarchy  

In his work, Reiger (2006) speaks to the traditional unequal relationships that dominate 

medical care and reiterates the concept of “othering” I discussed earlier. He writes that  

“the claims of medicine, and of obstetrics in particular, to rational scientific ‘mastery’ 

thus accord with this logic by implicitly relying on construction of a subordinate other 

(nursing/midwifery) associated with the lower side of the gendered dualisms of 

culture/nature and mind/body. The historical processes shaping medical dominance have 

meant that the search for recognition by the other has become distorted into domination” 

(Reiger, 2006, 144).  
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Organizations tend to adopt conventional behaviors that, on the surface, help to maintain routine 

and smooth transitions but that are based in hierarchy. How we do medical rounds at my hospital 

offers a meaningful example of the cultural ordering of space and how that serves to maintain the 

social structure between providers.  

We now gather for morning rounds in a conference room with a large table 

surrounded by chairs with the computerized white board on one side facing us and then a row 

with a large couch and some more chairs squeezed in behind. When I started working here I 

quickly noted the preferred placement of providers in the setting, who sat where, and 

I adopted the same pattern. The physicians circle the table with one situated in front of one of 

the computers we use for charting, while the midwives, the nurse anesthetist, and the 

nursery staff sit behind. Currently, there is a bit more mixing and matching: one of the  

perinatologists now comes most mornings and, as a group, they have adopted the left-hand 

corner of the couch as their own; the charge nurses now join us at the end of the table; and, 

occasionally a midwife will sit at the main table. But we still have our appropriate zones and 

stray comments will sometimes make that clear. For example, one of our older male physicians 

welcomed the obstetric resident into report one morning with the warning “that is the midwife 

couch” as he directed her to a chair at the table. He is a jovial man, open and eager to 

communicate what was, to him, an established fact. For some of the midwives, our grumbling 

about the tacit fact became glaring enough for them to take action and they sometimes squeeze in 

at the table.   

When I first started in the practice, we did not join the physicians in the formal rounding 

manner we now use. Instead the oncoming and off-going CNMs met in our tiny office and gave 

each other a thorough but much more informal report. This was where we presented the 
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medical history of each patient and updated the status of her labor, true, but it was 

punctuated with provisos about the woman and her family that incorporated much more 

information that helped us to provide our midwifery care.  Eventually, the demands of 

the unit meant formal rounding as a team of providers was needed to ensure quality care. The 

expectation is to give a quick, succinct and meaningful report on each patient with minimal 

extraneous information. Once we separate from rounds, though, and retreat to our CNM space to 

change clothes, we do often try to sneak in a few midwifery friendly facts about patients that we 

feel are important to pass on to each other. The effect, though, is muted and minimized.  

Both the chief of the OB service and of the CNM service have asked that the CNMs and 

OBs meet again at evening change of shift in the OB call room. Unless necessitated by the acuity 

of specific patients, most of us have resisted the practice, and stubbornly continue our own 

private transfer of care during this second half of the hospital day in our CNM call room. 

Me: “The OB office is so cramped, I can’t stand giving report in there. That couch is 

awful. One of [the OBs] is always on the phone, and the other [OB] looks at the fetal 

monitors and drills us on our patients.” 

We each have our own call rooms; we prefer our own space and tend to feel like interlopers 

when required to be in “their space.”  Our provider-specific call rooms offer each type of 

provider a place to gripe, to vent and to express ourselves.  

Physicians are always noted on the formal ‘white boards” by last name, while the nurses 

and the midwives are always noted by first name only. This sets a clear pattern of hierarchy by 

affording only the physicians the respectful use of surname.  In the two places I have control 

over how my name is indicated, I now write both my first and my last name. When I first started 

pointing it out to colleagues and other staff, the obvious comment was that that was “how we 
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always do it” or a basic “so what” shrug. Often the informal structure of daily occurrence 

becomes so entrenched and seems so trivial that it is maintained in the struggle to control the 

huge and unwieldy system that is a busy maternity unit. But as noted by Reiger (2008), the 

“hierarchical patterns of medical dominance are reinforced through psychological patterns, 

underlie interpersonal interactions and are quite literally built into the maternity system’s 

organization of space and time (p. 146).  Unless we begin to address these issues, which may 

manifest as simple habits, true collaboration will remain elusive.  

 Training hierarchy 

We have a residency program for obstetric residents in their final year. Physicians are 

their supervisors, but the residents are to be the primary go-to person for 

consultation on our patients when they are on duty. The relationship between the residents 

and the midwives is generally one of tolerance and acceptance. But, babies do not just arrive 

during the day where I work and this fact creates an opportunity for conflict. The CNMs have a 

call room that is ours to use when we are there, for sleeping or other personal needs. It is often 

used by the CNM chiefs for administrative time during the day. At night, though, when there 

are two midwives, it can be used for taking a much-needed break and getting a few hours of 

sleep. When residents are on for 24-hour shifts, though, the room becomes theirs. The argument 

is that they need to be close to the action and readily available to the needs of the unit, so a call 

room somewhere else in the hospital is not be convenient for them and, also, that the midwives 

should not be sleeping. So, imagine you are a CNM working at night, you have years of 

experience at the hospital, you worked the night before, the unit is busy but you could sneak in a 

brief nap while your partner CNM manages the floor; but, instead, you have to search around the 
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hospital in hopes of finding a bed for rest. This is a glaring reminder to the CNMs that they are 

less valued even than a physician in training.  

CNM 1: “I am a nightshift midwife. Why do I not get to lie down when there is a resident 

on with me. The doctors always get to sleep.” 

CNM 2: “The assumption is that you are not paid to sleep.” 

CNM 1: “And the doctors are? Why are we treated any differently?” 

Sleep rooms are a crucial bonus to any obstetric provider, in fact to any hospital provider. They 

provide a space that offers a moment or two of respite from responsibility and the effects of sleep 

deprivation. They provide a moment of privacy and time to process events. Having that 

privileged space provides validity to any obstetric provider and affords her the recognition that 

her work and, thus her time, is to be respected.  

 Authoritative knowledge  

The factor of hierarchical patterns in medicine determines that the “final word,” or the  

authoritative knowledge on which decisions rest, is thus presupposed by that hierarchy, this in 

turn affects the process of professional discourse (Reiger, 2006).  One of my early experiences in 

this hospital offers an example. One of the most unpredictable events for all obstetric providers is 

a shoulder dystocia, in which the baby’s head delivers but the shoulders become lodged in the 

mother’s pelvis and prevent the spontaneous delivery of the rest of the body. No matter how 

normal a labor has proceeded, you must be ready to take the necessary steps should this 

emergency develop.  Obstetric practices such as ours prepare for such emergencies through 

“critical event” trainings, where we formally, and as a team, practice the set of steps, or skills, 

needed to be used to resolve the issue. This skill, along with many other midwifery and 
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obstetrical skills, develops over years; it took years of practice for me to fully trust my hands as 

they manipulate the infant and search for the solution.  

As a new employee, during a debriefing of a shoulder dystocia that occurred during one 

of my deliveries, the obstetrician I was working with aggressively berated me by telling me I did 

not follow the guidelines for “managing a shoulder dystocia” because I had not used one of the 

standard steps. As I had worked all day with the patient and her family and was invested in 

providing them the best care possible and was still recovering from the adrenaline rush of the 

event, I burst into tears as I told her that I had considered that step, my reasons for why it was not 

the appropriate step, the steps that I did take, and why they worked. She continued to insist that 

that one step, which is to cut an episiotomy, should have been done and done initially. I 

continued to assert that I disagreed with her and why. The question of who has ultimate authority 

and knowledge, and thus who is “right” in this sort of encounter between a midwife and the 

obstetrician with whom she is collaborating is a constant factor in their relationship. This event 

made clear to me that the obstetrician felt very firmly that the authoritative knowledge was hers 

to impart to me, regardless of the actual outcome of the event.  

In this example, all turned out well and mother and baby were healthy.  In the event of a 

bad outcome, though, these disagreements on what and whose knowledge is considered 

authoritative can impact the career of a midwife through professional distrust and malpractice 

suits. Fiedler (1996) notes that in hospital births in Japan the “obstetrician’s access to and control 

over certain technological tools and techniques reflect and legitimate his ultimate authoritative 

status over the midwife who delivers the baby and the woman who is giving birth” (p. 196). 

Jordan (1987) notes that technologically-minded systems such as medicine in the United States, 

privilege technical solutions to problems and that ‘when different levels of technology are 
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available, the solution to problems that arise at one level is almost always sought on the next 

higher level and rarely on the next lower level” (p. 39).  As I have reflected on this event and 

retold the story in the ensuing years, I continually review my care of the patient. I know I took 

the steps that I deemed most medically appropriate at the time. It is a clear example to me of the 

self-confidence needed and self-reflection required to be a successful midwife in this setting and 

that what works best for the patient is not always the most modern or most invasive technique.  

But, the emotions I retain around the event, and the specific physician involved, remind me of 

the tenuous nature of my position as midwife and that “…any account of how midwives work 

between domains of knowledge must consider structures of power” (Davis-Floyd et al., 2001, p 

114). 

Sargent and Bascope (1996) note that it is in “their capacity as cultural authorities that 

specialists such as physicians, nurses, and midwives make judgments about what constitutes 

illness, labor complications, or necessary delivery procedures” (p. 214).  In the setting of the 

modern hospital, care providers are seen to possess the knowledge that counts, the authoritative 

knowledge that is “accepted as legitimate, is socially sanctioned, and serves as grounds for 

action” (Sargent & Bascope,1996, p. 214). Hays (1996), an obstetrician, speaks directly to this 

issue and to its negative consequences. She notes that as an obstetrician in the United States, 

trained in the manipulation of the tools of modern medicine, she is an authority on birth. She 

says, that obstetricians create “the ‘standards of care’ that become the basis of legal actions that 

control physicians and midwives, profoundly affect women in birth, and have trapped us in a 

model of childbirth that is unhealthy and destructive” (p. 291).   

Hays (1996) speaks to what anthropologists such as Davis-Floyd have argued for and 

what a more humanistic view of maternity care calls for, that women are the ultimate authorities 
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over their own births and that as providers we must remember that fact. “Women have the right 

to have any errors committed during their birthing be their own and not someone else’s” 

(Wagner, 2001, p. S26).  So, while women do rely on the expertise of their care providers, it is a 

partnership based on mutual respect. This opens an important discussion about the litigious 

nature of obstetric care and the current move to consolidate authoritative knowledge in to the 

hands of obstetricians first, but also with midwives and nurses, meaning all blame for birth 

outcomes can also be shifted to the shoulders of providers.  I believe we do a disservice to 

ourselves as providers, CNMs and OBs, and certainly to our patients by allowing this to 

continue. I agree with Hays (1996), that “midwives are already positioned by tradition, training, 

and experience to play a key role in this revolution in childbirth, and they should be given 

authority by the medical profession and by the culture to take on this role” (p. 294).  I do not 

mean to say that women should handle their own obstetric emergencies, but to advocate for the 

sharing of authoritative knowledge and the appropriate use of skills and technologies with the 

primary focus being the best outcome possible utilizing each stakeholders’ specific skills and 

abilities.  This is the team building approach at its best - during the shoulder dystocia event, as 

leader in that critical moment, I called for my resources and my back up but relied on my 

knowledge and my hands to know which steps to take in that moment. I also knew what to do if 

my attempts failed, and that was to relinquish authority over the situation and ask my 

collaborating obstetrician to take over and attempt to resolve the problem. 

Biomedical hierarchy  

As mentioned earlier, literature on the detrimental dominance of biomedical technologies 

in maternity care is extensive and disheartening.  As a midwife in a collaborative care practice in 

a busy hospital, the technical trappings of modern birth are the “standard of care” in our daily 
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practice. If a patient asks not to have a line placed for intravenous access, I have to have a 

discussion with her the “risks and benefits” and document that we have had that conversation 

and that I have outlined to her the consequences of her desire to not follow the “norm” as 

determined by the hospital.  Cheyney (2011) addresses this issue succinctly.  

“By exploiting the inherently transformative properties of the birth process, a society can 

guarantee that its basic values will be transmitted to participants. The ritualized practices 

characteristic of technocratic birth—the donning of the hospital gown, administration of 

intravenous fluids and medications, epidural anesthesia, and electronic fetal monitoring—

communicate the supremacy of technology in the birthplace and a ‘birth-as-medical-

event’ perspective” (Cheyney, 2011, p. 521). 

The moment patients enter the labor and delivery unit they step into this “medical imaginary” 

also envisioned by DelVecchio Good (2010).  Women become patients whose care is managed 

in such a way to allow for ordered care and a predictable outcome. The tools at our disposal have 

become common place, not because they are necessarily needed but because they help facilitate 

the event.    

Electronic fetal monitors remain the best example of this fact and illustrate the major 

points in my argument.  Extensive research has shown no improvements in fetal outcomes, yet 

we continue to base our care on their use. On a busy day when I am stretched to my limit with 

multiple patients, there are times when the first thing I look at when I enter a patient’s room is 

the monitor. I, the nurse, the family, and the patient are all searching the external monitor for 

answers; the mother herself and whatever story she might have told me becomes secondary. The 

most efficient path to the information I need is to zero in on that machine, and I take advantage 

of that fact; which means that I pass over the most important person in the room in favor of 
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exigency.  As a “postmodern midwife” I have had to accept this reality of my practice, but it is a 

clear example of giving primacy to the demands of obstetric culture and of the hospital and 

minimizing the needs of the actual woman for whom I am caring.    

I agree with Price (2014) that I have entered a “space that promotes the illusion of 

institutional birth as universally synonymous with a safe and speedy delivery” and I have 

diminished the woman and her experience of her birth (p. 523).  Sargent and Bascope (1996), 

citing Jordan and Irwin (1989), state that in the US most members of society accept a 

“technomedical view of birth” and that with our “birthing systems there is a clear lack of priority 

allocated to the laboring woman’s experience of her body as a form of knowledge, and primacy 

is given to the expertise of obstetricians who manage the technology, or artifacts of labor” (p. 

215).  Lazrus (1994) found that though mothers spoke about childbirth as a “natural process…at 

least to some degree, they accepted the medical view of birth: that any number of things could go 

wrong and that ultimately they had to rely on professional knowledge and technological 

expertise to ensure they had done everything possible to have a healthy baby” (p. 26). Both 

Dixon (2015) and Reiger (2008) note that once the process of reproduction was defined not as a 

natural process but solely in terms of medical abnormalities that must be managed with medical 

interventions, the concept of “active management of labor” became the obstetric standard. Davis-

Floyd (2001) speaks pointedly to the fact that, “most routine obstetrical procedures have little or 

no scientific evidence to justify them. They are routinely performed not because they make 

scientific sense but because they make cultural sense” (p. S6).  This culture favors control and 

management over the unpredictability of nature.  

Cahill & Tuuli (2013), both obstetricians, offer an opinion about the need to reexamine 

current clinical standards and practices in obstetrics. Specifically, they consider standards of 
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measuring labor progress that have significantly impacted on maternity care and outcomes, 

leading to the increased cesarean section rates by 100% in the past thirty years. They discuss 

how difficult and slow is change in practice, and in behavior, even once new scientific evidence 

has been produced (Cahill & Tuuli, 2013). The authors report a dearth of quality research on the 

first and second stage of labor and note that “much scientific work remains regarding optimal 

management of both the first and second stage of labor to improve efficacy and safety” (Cahill & 

Tuuli, 2013, p. 4). I argue against the medical belief that “nature is a bad obstetrician” and 

advocate for continued research that supports the non-biomedical process of birth, allowing us to 

avoid the potential iatrogenic harm of medical intervention.  

Sakala (2014), an obstetrician, “emphasizes that optimizing normal biopsychosocial 

processes is a core element of midwifery care. Pharmacological and surgical interventions [and] 

other deviations from normality should be reserved for indications with a strong evidence base” 

rather than used as standard care (p. e39). She continues by noting that the evidence increasingly 

supports the midwifery tenet that care that promotes “innate, hormonally driven, physiological 

processes optimizes labour [and] birth… whereas medical interventions often disrupt these 

processes” (Sakala, 2014, p. e39).  In fact, the very idea of the optimal management of labor and 

the need to study it means different things to me than it does to my OB colleague. Maternity care 

is unique in that in and of itself birth is not a pathology, even while abnormalities can occur, and 

the plagues of 21st century obstetrics, such as complications related to obesity, diabetes and 

hypertension, are well documented.   

My management, though, of a normal birth, which my training tells me should be a 

hands-off affair, is constantly put to the test on our labor and delivery unit. Here I build further 

on my earlier discussion of the fetal monitor and its tendency to dominate the labor room. 
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External fetal monitoring [EFM] is a mechanically recorded reading of both the fetal heart rate 

and the laboring woman’s contraction pattern. The actual machine is attached to the mother by 

cords which are fastened around her pregnant belly.  For too many women, these are placed 

when she arrives at the hospital and finally come off as the baby delivers. In medical terms, these 

monitors allow us to assess for fetal well-being during the labor process. Medical anthropologists 

such Davis-Floyd et al. (2009) see the use of this type of technological gadget in another way. 

They insist that CNMs, OBs and nurses use the equipment as a shield to hide behind and provide 

a sense of security; that the use of a machine to hear the baby’s heart rate rather than the 

traditional handheld wooden tool called a Pinard horn only serves to “mystify your audience” 

(Davis-Floyd et al., 2009, p. 371). This mystification encourages the belief that the hospital, the 

institution and its employees, are in control of the otherwise unknowable situation. As a midwife 

in this institution the EFM does provide me with a hospital protocol and research based place to 

anchor my actions and provides professional and emotional protection if something goes wrong 

anyway; in this respect, it does provide a sense of security. But this security is based on the 

biomedical façade that technology breeds safety.  

Unfortunately, according to King et al. (2012),  

“many intrapartum care practices that are standard policies in hospitals today were 

instituted in the 20th century without strong evidence for their effect on the laboring 

woman, labor progress, or newborn outcomes. Contemporary research has shown that 

many common practices, such as routine intravenous fluids, electronic fetal monitoring, 

and routine episiotomies, do more harm than good” (p. 572).  

 McCool (2013), referencing work by Wagner (2006), reports that “even in developed countries, 

tradition, patriarchy, fear of litigation, and a simple lack of desire to make change can act as 
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barriers to midwives and other practitioners practicing according to the latest health-care 

evidence” (p. 843). For instance, external fetal monitoring research shows that for low-risk 

labors, continuously monitoring the heart rate of the baby with the EFM and keeping the laboring 

woman tethered to hospital mechanics, is not necessary. And in fact, Devane, Lalor, Daly, 

McGuire, and Smith (2012) report that not only was there no evidence for benefit of its 

continuous use, that its use probably increased the cesarean section rate by 20%. Yet, fetal 

monitoring remains a mainstay of our care, and we continually base medical decisions and 

recommendations to laboring women on what we believe it tells us because of its technical 

status. 

To this point, in 2010, the American College of Nurse-Midwives released a presentation 

titled “Evidence-Based Practice: Pearls of Midwifery’ which promotes the use of 13 intrapartum-

care strategies long-associated with midwifery care that promote normal physiologic vaginal 

birth, improve maternal and neonatal outcomes, and are associated with a lower cesarean rate 

(King & Pinger, 2014, p. 572). One of these pearls is that intermittent use of external fetal 

monitoring should be the standard of care of all laboring women. This is of particular interest to 

me because during the time in which I have worked in this setting, three significant changes have 

occurred in the care of neonates at delivery that have led to a more humanistic birth experience: 

less active management of fetal meconium, immediate skin to skin contact between mother and 

baby, and delayed umbilical cord clamping. These practice changes are based soundly in current 

research and proposed and agreed upon by the physicians, predominately the neonatologists and 

perinatologists, the experts at the top of the MD hierarchy. Such changes have contributed 

significantly to a more humanistic model of care for our patients, and are consistent with the 

“Pearls of Midwifery,” but did not involve actual midwifery input or consultation. The changes 
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were implemented without discussion of physiologic birth vs biomedical birth, but were made 

because the “data” showed they improved outcomes for babies. There was no issue of 

professional competition at the fore in the argument, and the changes were made. On the other 

hand, despite the evidence to the contrary, using the EFM in an intermittent manner as advocated 

in the “Pearls” and advocated by the midwifery staff continues to face resistance from the 

obstetricians and management in my hospital and from medical experts.  

Professional competition 
 

When I walk down the hall past the nurse’s station to our CNM office, I am very clear on 

who my patients will be and what care falls within my scope of practice. In this setting, there is 

no shortage of patients and no financial incentive to see more patients or provide higher levels of 

care. To my mind, we are different kinds of providers that together offer a totality of obstetric 

care that we each cannot provide on our own. I agree with Reiger (2008) that emphasis on 

collaborative or team work acts “to underplay the emotionally charged rivalry between the 

professions” (p. 140). I see issues that seem to make it difficult for the obstetricians to embrace 

the concept of collaboration. In California, noted previously, midwives are still required to have 

physician supervision. This adds both an additional layer of responsibility and an added layer of 

authority to the physicians when they work with us; they are required to sign our hospital 

admissions and discharges for instance.  This places the onus of responsibility for patient 

outcomes on them.   

Understandably that is an easier task for the physicians when they have experience 

working with CNM’s and trust the collaborative model.  All the midwives have heard the story, 

though, of one OB chief who introduces herself to our patients with the comment that so-and-so 

the CNM is here today to care for you, “but don’t worry I am the physician and I am here if she 
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needs me.” This is an attitude conveyed more and more by the physicians with whom we work. 

From the CNM viewpoint, this does not convey confidence in our care to us and certainly not to 

our patients.  This comment by a physician clearly delineates that she is in charge and is the only 

one with sufficient skill to ensure patient safety.  The patient is advised that the medical space 

created around her is controlled by the physician.  Just as she and her labor are managed by the 

midwife, the care the midwife provides is managed by the physician; hierarchy is maintained.  

Physicians have been trained to think of themselves as indispensable in the health care 

setting. According to Davis-Floyd (2001), “biomedicine inherently implies that the provider is 

necessary and ultimately responsible for the outcome and often will swoop in and save the day” 

(p. 46). Agreeing with Davis-Floyd, Reiger (2008) further argues that while biomedical birth 

sends the message that doctors and technology “deliver” babies, midwives are careful to impart 

the notion that mothers deliver babies…and midwives merely “catch” them (p. 533).  It is 

inevitable that this would impart feelings of competition and conflict between CNMs and OBs.  

As childbirth came under the purview of medicine and midwifery became the “other” to be wary 

of, control over the process of childbirth was wrested both from women themselves and from 

midwives.  

Kennedy (2009) citing Kennedy, Levi, and Kane Low (2005), reports “practice conflict” 

as the most dominant theme of midwifery practice in the United States. Kennedy then refers to 

Annandale (1987) who defined this as “a social conflict” that reveals the reality of navigating 

institutional conflict (p. 429). Kennedy identified “management expediency” as that which 

allows midwives to operate in this context while recognizing that obstetrical ideology is 

omnipresent and highly influences their decision-making. In our practice, we call this “managing 

for report.” Pitocin, a prominent tool used in obstetrics to “manage” labor, is the artificially 
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formulated version of human oxytocin that elicits the contractions necessary for labor. One of 

our newest nightshift CNM’s offered happily one morning as we were readying for report that, “I 

started Pitocin on the patients in room 8 and 10 so that the doctors would be happy.” She was 

making a point of telling her colleagues that she was trying to help them by easing the morning 

transition with the oncoming team and avoiding any need to discuss the inevitable question by 

the oncoming obstetrician, “Why hasn’t Pitocin been started on these patients yet?” The 

expectation on our obstetric service is that women are making “progress”; this progress is 

measured primarily in terms of centimeters of dilation of the cervix as the evidence that they are 

moving actively towards delivery.  Therefore, tired midwives inclined to make report easier and 

shorter to hasten their departure home to bed, act to obviate any effort by the CNMs oncoming to 

discuss less medical intervention with the oncoming OBs.  Thus, the midwife attempts to 

preemptively manage the management of patients; a choice is made to minimize conflict with the 

obstetricians. This leads our care down the biomedical pathway rather than in the midwifery-

model direction.  

Organizational and institutional issues 

I return here to the conversation about the introduction of new phones for use by care 

providers – the start of my story.  Research by Hastie and Fahy (2011) found that  

“the local culture and organizational context at the time of the interaction are more 

important than the specific individuals in predicting how doctors and midwives will 

interact in a particular maternity setting. Organizational factors are very powerful because 

they frame, direct and limit what discourses and therefore, what behaviors are possible. 

Any organizational effort designed to improve the outcomes of maternity care must 

create the round table of collaboration” (p. 77).   
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If the dynamic of unequal status is ever present, both CNMs and OBs will adopt and assume 

necessary positions and postures they feel they need to stake out their territory. During a 

discussion about the plan of care for a patient, one of my colleagues related to me that a 

physician one night, while arguing her position, noted that the CNM “with her limited education” 

might not understand the entire situation and thus should defer to the authority of the physician. 

Without organizational support for leveling of the hierarchy between providers, this sort of 

professional one-upmanship will continue to degrade the relationship between the providers. 

In their research, Brown, Brewster, Karides, and Lukas (2011) discuss the importance of 

organizational buy-in for a collaborative effort between family practice physicians and 

obstetricians in their hospital. The authors found that the “collaborative dynamic between 

department Chairs and the multiple structures that they maintained” offered a sufficient 

foundation for collaborative care that conflicts between individuals did not impact the overall 

collaborative effort (Brown, 2011, p. 676).  Emphasizing this point, they note other research 

reporting the significant amount of resources utilized and involvement needed by medical 

administration and by department chairs to successfully adopt a collaborative care model, and for 

which organizational leadership is critical (Brown et al., 2011, p. 676).  For interprofessional 

collaboration to thrive there must be an underlying organizational support structure. In order to 

facilitate straightforward communication and minimize professional competition the organization 

itself must mirror the shared culture of collaborative care being espoused. 

CNM vs mini-me OB 

I have amused my colleagues as I have worked on this project with my thoughts on 

whether we are “mini-me” OBs in our practice.  The Austin Power’s (1997) reference is some 

days an appropriate one; rather than spending the work shift in a manner conducive to 
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humanistic midwifery care, I basically function as a less compensated and less respected 

obstetrician.  During a recent 12-hour shift I admitted two new patients, managed and delivered 7 

labors, attended to a couple of mild emergencies, and received a rarely heard compliment from 

the OB I worked with at the end of it all.  I smiled at her thinking she could have done all of it 

just as well except for the fifth delivery. This delivery was with a couple who had a very detailed 

birth plan that included me not touching the placenta until it delivered itself.  With the help of an 

RN with experience as a doula, and despite the flurry of activity occurring outside their delivery 

room, they managed to have the type of birth they wanted; for them this meant a delivery devoid 

of any unnecessary biomedical interventions.  Davis-Floyd et al. (2009) note that Holly Kennedy 

(2009) calls this kind of care “orchestration” – a process taken on by the midwife to meet the 

needs of the patient within the existing health care structure; that day I saw it as a challenging but 

rewarding dance as I moved in and out of the room.   I had the opportunity to facilitate a rite of 

passage for this woman, an integral part of the successful outcome achieved.  

Modern medicine, including obstetrics, tends to celebrate only that which can be 

physically and biologically measured in gauging the successful outcome according to medical 

standards.  A more holistic view though, consistent with the midwifery model, demands a 

broader definition of success. Midwives, as noted by Davis-Floyd et al (2009, p. 427), are aware 

that standard medical measurements  

“…are an incomplete reflection of the full range of outcomes of pregnancy and birth, 

insisting that outcomes of care go well beyond the physical birth. Women told stories of 

growth and healing. Midwives told similar stories of watching the women they cared for 

achieving a powerful voice, a sense of victory, and wonderful memories for a lifetime, 

speaking of the importance of optimal care” (p. 427).  



	

	

50	

The dance for me as the midwife that day was to try and preserve the journey that the mother 

was asking for with her birth and provide her with optimal care. The memories each parent had 

of their first child’s delivery were only traumatic ones. They created a lengthy and detailed birth 

plan in hopes that this second experience could be better. In the end, this was a day of successful 

maneuvering and the woman had a lovely birth experience.  

In Birth as an American Rite of Passage, Davis-Floyd (1988) asserts that “childbirth has 

been transformed into a rite of passage designed to initiate the birthing woman into the dominant 

core value and belief system of American society…through a series of rituals” (p. 153).  During 

the transitional stages of the process, a “gradual psychological opening to profound interior 

change” occurs in the initiate, which is “achieved through a ritualized combination of physical 

and mental hardships that serve to break down the initiate’s belief system” and thus open to new 

learning and new social constructs (Davis-Floyd 1998, p. 154). And further, Cheyney (2011) 

expanding on work by Turner (1979), argues that the uniqueness of the state in which the initiate, 

or woman in labor, finds herself allows for a spiritual/emotional breach. Society can benefit from 

this moment of vulnerability to transmit dominant social values and cultural ideas (Cheyney, 

2011, p. 521).  Biomedicine has successfully capitalized on this moment and has transformed the 

natural process of birth in such a way that the technological aspects have eclipsed the experience 

for all of us, OBs, CNMS, women and families.  

Conclusions from the Field - Time and Space on an Obstetric floor 

The iconic American midwife Ina May Gaskin describes “intuitive flashes” that happen 

for her because of being with many women continuously throughout the duration of their labors. 

I include her thoughts in full here, as this illustrates a crucial philosophy of midwifery.  
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“I believe that the subconscious mind is able to pick up signals too subtle to be perceived 

by the conscious mind, and that the mind can apprehend the gestalt, which may then 

surface in the form of an intuition, a hunch, or a dream. It should not be surprising that a 

deep level of insight about the subtleties of the labor process can come to the practitioner 

whose presence during labor is uninterrupted…. The doctor, nurse, or midwife who has 

been with laboring mothers only intermittently is likely to have very different ideas (more 

mechanistic, usually) about how labor works” (Gaskin, 1986, p. 296).  

The construction of time and space parameters in a setting such as mine, directly 

challenges the midwife’s dedication to normalcy.  In an environment where expedience is valued 

above all else, time for midwifery care is undervalued and thus much of what we have to offer 

separate from obstetricians is lost in the pressure to achieve and to finish and to move on to the 

next task. While time is preferentially allocated for technology, we constantly change the course 

and time frame of uncomplicated deliveries.  Think of the epidural that slows down a woman’s 

natural labor and then requires intervention to restart the process, then calling for interventions to 

manage the consequences of the initial interventions and so on. It is not a simple task to 

determine which interventions caused what effect if anything, but starting with a belief in the 

normal and biologic, assumes less interventions from the start.  

I have found over the years that I work to create a defined space in my deliveries when I 

can; I aim for creating my own bubble within the biomedical space created without. Sometimes I 

put on my blue hospital gown and ready myself for delivery, not because it really is time for it, 

but as a way to settle in with the family and let them know I am staying with them. While I know 

it singles me out as the “provider”, I am able to plant myself at the bedside and I am less 

available to be pulled away to another task, actually and emotionally, if I am wearing the outfit. 
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I further suggest that the dismissive way midwives are often treated as care givers of the 

normal is because we do not try to be heroes. Our job is to stand guard over normalcy and health, 

to provide a cushion of professional support around the work the mother does. We are there to 

step in only when needed, we should not plan to orchestrate and direct. This is a direct affront to 

the “medical imaginary” as described by DelVecchio Good (2007).  In the imagined and 

glorified world of the hospital, where trauma and illness reign, our patients instead come to us 

for guidance with the most biologic function known to humans.  

 “An ethnographic slice through ‘multiple regimes of truth,’ narratives of patient 

experience and of clinical science, and documents on medicine’s political economy 

suggests ways in which the affective and imaginative dimensions of biomedicine and 

biotechnology envelop physicians, patients, and the public in a ‘biomedical embrace” 

(Del Vecchio Good 2007, p. 273). 

We try to convince patients, as we have convinced ourselves, that the bells and whistles, the 

“biomedical embrace” is necessary for them to be successful but we know in our hearts and by 

our professional training that they are not needed for normal birth.  

There are times when two laboring women deliver their babies at the same time. If I am 

busy with other patients and I have a partner midwife at that time of the day, then she will take 

over care for one of the women. During one of these times, when I went in to give the family my 

congratulations after the delivery, my midwife colleague looked up donned in her blue hospital 

gown with a huge but slightly guilty smile and said, “I think that was one of the more beautiful 

births I have ever seen”.  This patient had had a quick progression through labor, asked for what 

she needed, received what she needed, and proceeded to deliver relatively easily with little 

assistance required from my lucky colleague.  Those are the deliveries after which I walk out of 
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the room thinking to myself happily that I did not even really need to be there, but was so lucky 

to have been. I agree when Kennedy and Lowe (2001) speak of the importance of defining how 

“midwifery care differs from the medical model in terms of what is done instead of what is not 

done. This cries for multiple research methods that uncover answers to complex questions about 

the process and outcomes of the midwifery model of care” (p. 96).   

In my perfect delivery, I need to say little and I need to be patient – these are key.  One of 

my favorite recent comments was from a father after a particularly long labor and delivery.  He 

thanked me for “doing my thing” and “showing my expertise.”  I “did” very little in the room 

with the mother at this birth.  I spent a lot of time just sitting in the room watching the events as 

they unfolded and stood up and interjected only with little nudges and suggestions when that was 

needed. On the other hand, I spent a lot of time talking with the OB I was working with, 

reasoning with him to allow the process to continue without intervention.  Once the baby was 

happily delivered, the OB, one whom I have worked with for many years including when he was 

a resident and I was a labor and delivery nurse, said he had “learned to have more midwifery 

patience with the process because of that delivery” and he thanked me.  I cannot help but see the 

“postmodern midwife” of Davis-Floyd and Davis in this happening.  

  The Future: Advancing the Pearls of Midwifery   

Maternity care is a constant effort to maintain balance, a balance between manageable 

and unmanageable, between grace and panic, and between calm and adrenaline. For both the 

CNMs and the OBs, work is a constant renegotiation of events, a reestablishment of balance and 

priorities, and a continuous appeasement to the demands of the job. There are days when you feel 

all you managed to do was to keep everyone safe, and this is a good outcome. Other days, you 

can spend four hours pushing with a soon-to-be-mother who needs every ounce of support you 
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can muster.  But the overarching theme is that the rethinking is a constant process. As a provider, 

you have to come to terms with being in a constant state of possibility. For many of us, the 

reason the job has such appeal is that the positive possibilities are so momentous and heartening.  

 While I do take the perspective of critical medical anthropology that medicine is biased 

towards the power of biomedicine and its packaging of research based outcomes, I also feel that 

the influence of fear and the reality that bad outcomes will happen no matter what we do, must 

not be forgotten in any portrayal of the complicated world of obstetric practice. I think that this 

facet of the practice of obstetric care is integral to understanding the dynamics of the relationship 

between providers.  Midwives and obstetricians are still human beings trying to live their own 

lives, have their own families, and be worthy professionals. An important avenue of research, 

therefore, would be to discuss the tension caused by the inherent mystery of birth and look at 

how different providers feel they handle it while working together. The push for collaboration 

between different types of providers calls for moving beyond an individual’s self-confidence and 

truly trusting other providers in a life and death endeavor.  

Successful collaborative medical care as I have noted, demands a mutual mindset of 

shared authority and professional respect.  When I began to work in this setting, I came with six 

years of experience working as the only CNM in a private OB practice in California. I practiced 

with constant physician back-up should I need it but independently managed my own patients. 

When I started in my current setting, I was worried that I would lose that independence in a 

managed care setting with a team based approach to care. I was pleasantly surprised in the 

beginning and felt that despite the constraints inherent in this type of organization, that I was 

allowed the respect to manage my low-risk patients as I saw fit as long I followed hospital 

protocols. As the years have passed, unfortunately, a pervasive trend of “micromanaging” the 
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CNM patients has occurred. OBs now involve themselves in management of CNM patients 

without being asked for consultation and change management plans with patients without our 

knowledge or input.  It has become common place to have the OB I am working with to overhear 

conversations with nurses about patient care and interject their opinions when not needed, to go 

in and talk with one of my patients without my presence or do an exam without my knowledge, 

and to quote a medical textbook to me in report when I am stating my opinion on appropriate 

management of a patient.  

One of my colleagues recently related a story to me of a night-shift during which she felt 

so undermined and disrespected, and so tired of similar occurrences, that rather than attempt any 

discussion with the OB with whom she was working, she instead “shut down” and gave up the 

opportunity for the “shared authority and mutual respect” we profess to possess. My colleague 

related a quiet night, where, with only three patients in normal labor; she had no need to involve 

the OB with whom she was working. The situation clearly called for independent management at 

that point. In the middle of the night, though, the OB called her and told her that she had 

examined two of the CNM patients and then consented them for cesarean deliveries. The OB had 

not conferred with the midwife prior to seeing the patients; the management plan the midwife 

had made with the patient was preemptively dismissed with no discussion. My colleague related 

to me that, she was so shocked she couldn’t say anything in response. Her comment was, “I just 

went back to my call room and went to sleep. I never even officially transferred care of the 

patients. I just left it like that.”  

This sort of exchange between a midwife and an obstetrician is professionally detrimental 

to all members of the team and most certainly detrimental to patient care. It indicates a lack of 

respect for the boundaries each provider maintains to take care of patients safely. It indicates a 
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distrust by the obstetrician in the judgment and ability of the midwife. It indicates a state of 

passivity by the midwife in the face of encroachment on her professional space. If the 

“postmodern midwife” is an apt anthropologic image, it is as if we have moved even one step 

beyond in the evolution of the midwife. And it is not a step that embraces the midwifery model. 

With the move to this type of collaborative care model by combining midwives and 

obstetricians, midwives have been used as a tool in the process to increase the ability to manage 

larger numbers of patients with safe and economical care. Rather than gaining an equal footing in 

the hierarchy, we have become the “step-children” that provide for the basics to keep the 

machine running quickly and efficiently. But the space and time for midwifery care is 

diminished in value. And as I mentioned earlier, with this continued diminishment comes 

dissatisfaction. Halldorsdottir and Karlsdottir (2011) note that in her research Hunter (2004) 

“points out that midwives sometimes face a choice between allying themselves with the 

institution where they work, or with the women they are working with …. [and] such a dilemma 

has a very demoralizing effect upon midwives” (p. 815).  And, Halldorsdottir and Karlsdottir 

(2011) also note that research by Ball et al. (2000) showed that “not being able to work in accord 

with the fundamental principles of midwifery is one of the main reasons that midwives leave the 

profession” (p. 815). 

I would like to see us move beyond the vision of the “post-modern midwife” of Davis-

Floyd et al. (2001).  Rather than taking on the role of “shape-shifter” to meet the needs of our 

patients in the face of the monolith of biomedicine, we need to step out of the shadows and 

continue the work of midwives such as Takoa King and Holly Kennedy and promote the lessons 

of the “Pearls of Midwifery.”  Interdisciplinary research partnerships need to be continued to 

overcome the entrenched culture of medicine and maternity care. This work should not remain 
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only in the hemisphere of medical anthropology and qualitative social science.  I worry that my 

audience will only be like-minded thinkers. I think it is crucial for midwives to expand our 

profession by accepting the challenge of reeducating and rehumanizing the biomedical world of 

obstetrics.  We have chosen this profession for the view of humanity it provides and we need to 

share that view.  We need to work across disciplines to further this effort. Davis-Floyd et al. 

(2009) offer a quote from Ricardo Herbert Jones, an obstetrician, at the start of their book on 

successful birth models; I end with it here as it captures much of my thinking with this work. 

“The humanization of birth does not represent a romantic return to the past, nor a devaluation of 

technology. Rather, it offers an ecological and sustainable pathway to the future” (Davis-Floyd et 

al. 2009, p. 1). Rather than waiting with bated breath for every delivery to become high-risk, we 

need to continue the work of embracing the “Pearls of Midwifery,” and towards assuming the 

normalcy of women giving birth unless proven otherwise. 
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