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Abstract

Objectives: To conduct a metasynthesis of eight qualitative studies of the experiences of
midwives in integrated maternity practice; to identify common motifs among the eight studies
through a thematic interpretive integration known as reciprocal translation; and to explore the
effects on midwifery processes of care in the setting of integrated maternity practice.

Design: A qualitative metasynthesis to analyze, synthesize, and interpret eight qualitative studies
on the experiences of midwives and the effect on the midwifery processes of care in the setting of
integrated maternity practice.

Sample and Setting: Participants from the primary studies included a total of 160 midwives
providing hospital-based intrapartum care. All primary studies were conducted in settings with
midwives and obstetricians working together in an integrated or collaborative manner.

Findings: Three overarching themes emerged from the data: professional dissonance,
functioning from a position of risk, and practicing down.

Key conclusions: The findings indicated that integrated maternity practice affects the
professional experience of midwives. Through a qualitative exploration, a clear process of
deprofessionalization and deviation from the midwifery model of care is detailed. Midwives
experienced decreasing opportunity to provide the quality woman-centered physiologic care that
evidence shows benefits childbearing women.

Implications for practice: Integrated maternity practice, where low-risk and high-risk
pregnancies are managed by midwife/physician teams, have proliferated as a solution to the need
for quality, safe, and efficient health care. Insufficient evidence exists detailing the success or
failure of this model of care. Qualitative studies suggest that the increasing medicalization
occurring in integrated maternity practices minimizes the profession of midwifery and the ability
to provide evidence-based quality midwifery care.
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Introduction

The shift to hospital-based childbirth from home-based childbirth indelibly altered the
landscape of maternity care in the twentieth century (DeVries et al., 2001). That shift
brought increased institutional control over childbirth and displaced birth as a physiologic
event by relocating birth in the medical domain. Now, hospital-based, integrated maternity
practices, in which midwives and obstetricians work together to manage women in
childbirth, have increasingly become a solution for quality, safe, and efficient health care
(Angelini et al., 2012; Beasley et al., 2012; Shamian, 2014). Unfortunately, there is limited
research regarding the structures, processes, and outcomes of integrated maternity care
models (Downe et al., 2010; Waldman et al., 2012). Despite research showing that
midwifery-led care improves care of childbearing women (Everly, 2012; Kennedy et al.,
2016; McConville and Lavender, 2014; Renfrew et al., 2014) small numbers of practicing
midwives limit the influence of midwifery philosophy in maternity care; in the United
States, midwives participate in fewer than 10% of births, the lowest proportion of midwives
to births in any industrialized nation (ACNM, 2018; AIUSA, 2010). Therefore, systematic
data collection addressing the influence of integrated practice on outcomes of care, including
the effect on midwifery care, is needed (Freytsis et al., 2017; Smith, 2015).

Midwifery model of care

Multiple researchers concur that the concept of normalcy is the critical characteristic of the
midwifery model of care (Renfrew et al., 2014; Davis-Floyd et al., 2001), while an
expectation of abnormality characterizes the predominant medicalized model of maternity
care (Mackenzie Bryers and Van Teijlingen, 2010). In a review of the theoretical basis of
midwifery care, Cragin and Kennedy (2006) identified consensus among midwifery theorists
of three essential characteristics of the midwifery paradigm of care: (1) acknowledgment of
a holistic connection between the mind and body and the environment of the childbearing
woman, (2) an individualistic and woman-centered approach to care, and (3) processes of
care that provide “protection and nurturance of the ‘normal’” in childbirth (p. 386). Reviews
by Renfrew et al. (2014) and Kennedy et al. (2016) outline an evidence-based framework for
quality maternal and newborn care and the need to “support a system-level shift from
maternal and newborn care focused on identification and treatment of pathology for the
minority to skilled care for all” (Renfrew et al., 2014, p. 1129). In this framework, the
organization of care, philosophy of care, and the role of care providers all support optimality
in care - that women are provided with specialized care and services centered around
normalcy that are also congruent with their biological, psychological, social, and cultural
needs. Optimality assesses for the best possible outcome, replacing “the focus on risk and
adverse outcomes with a focus on measuring the frequency of ‘optimal’ (good, desired)
outcomes” (Murphy and Fullerton, 2001, p. 274).
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Interprofessional collaborative maternity care

Integrated practice, or interprofessional collaborative maternity care, is defined as “[a]
model in which prenatal, intrapartum, and postpartum care is provided collaboratively by an
integrated team of maternity care provider types including at least two of the following:
obstetricians, maternal-fetal medicine physicians, family practice physicians, midwives,
nurse practitioners, and physician assistants” (Freytsis et al., 2017, p. 103). A key attribute
of successful collaboration in integrated care is adoption of a shared mental model or
philosophy of care (King et al., 2012; Skinner and Foureur, 2010; Smith, 2015). Prior studies
suggest that the increasing medicalization occurring in integrated maternity practices
minimizes the contributions midwives make (Reiger, 2008), and authors advise cautious
acceptance of collaborative maternity care until this shared mental model is achieved
(Downe et al., 2010; Hutchison et al., 2011; Watkins, 2015). Reaching a shared mental
model of care between professionals with opposing philosophies of childbirth may prove
difficult. While collaborative practices may serve the needs of high-risk childbearing women
well with technology and staffing readily available for acute care, for healthy childbearing
women these settings promote levels of medical intervention and risk-aversion practices that
are not evidence-based and jeopardize positive maternal and infant outcomes typically seen
with a midwifery-led model of care (Kennedy et al., 2016; Shaw et al., 2016).

Midwifery workforce

Midwives have the opportunity to fill a growing gap in the maternity workforce and improve
maternity care in the United States (Thumm and Flynn, 2018). A supportive workplace
climate allowing for expression of the midwifery model of care is an important component
of workforce satisfaction and retention (Crowther et al., 2016; Thumm and Flynn, 2018).
Can integrated maternity practices offer support for the midwifery model and provide this
professional satisfaction? Extant studies indicate that integrated models may not meet these
needs (Berg et al., 2012).

This mono-method qualitative metasynthesis focuses on the experiences of midwives in
integrated practices and through an exploration of their own words, how the midwifery
model of care and professional identity are impacted in these workplace environments. The
question for this metasynthesis is: how do midwives practice a normalcy-based model of
midwifery within an integrated practice setting?

Participants, ethics and methods

Metasynthesis of primary qualitative studies was guided by a senior qualitative researcher
(Jones, 2015; Jones et al., 2015), informed by a social constructivist perspective and in line
with established international standards (Tong et al., 2012). The design consisted of four
sequential processes; (1) a systematic literature search to answer a structured research
question, (2) formal quality appraisal and data immersion, (3) interpretive synthesis of the
data within and across studies, and (4) re-situating the derived themes through reciprocal
translation to each of the primary studies. The primary author developed the research
question and completed the literature search. An integrated team approach was used for data
analysis and synthesis.
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Qualitative research offers the opportunity to listen to the voices of obstetric providers about
their lived-experiences in integrated practice. It allows for the exploration of complex human
phenomenon situated in everyday understandings through social interaction and finds its
expression through language. Interpretations by researchers of participants talk in a primary
qualitative study gives access to their meanings. Qualitative metasynthesis, particularly
thematic synthesis as an interpretive process, expands new knowledge from existing primary
qualitative research that can then build theoretical generalizability (Hoang et al., 2014;
Moher et al., 2009).

Data sources and study selection

The literature search was conducted in March-April 2018. PubMed, CINHAL, JSTOR, and
OVID were queried. Search terms were used that combined “midwives”, “qualitative”,

“obstetrics”, and “collaborative”. Language was limited to English. In an effort to increase
the yield, there was no date limit set. The search strategy is outlined in Fig. 1 in a PRISMA

(Moher et al., 2009) flow diagram.

After the removal of duplicates, literature reviews, syntheses, blogs, editorials,
commentaries, quantitative studies, mixed methods studies or articles that did not include an
account of midwives working in integrated practice, seven articles remained. Articles with
mixed methods were excluded specifically to maintain the rich contextual interpretations
gained from the participant view-point alone. Careful reading and evaluation of each article
was then completed confirming the desired inclusion criteria: qualitative research, reference
to the experiences of midwives, and with the majority of participants working
collaboratively with obstetricians. Two more articles were excluded during this final reading,
in one study all participants were birth-center based midwives with no physicians present
and one study was a concept articulation. Five articles remained that suited the inclusion
criteria. Returning to the previously discarded reviews and meta-syntheses, references and
similar articles were hand searched and three more publications were found, for a total of
eight articles included in the meta-synthesis. Studies included were conducted in Belgium,
Sweden, Australia, South Wales, Ireland, England (2) and the United States. The final
literature yield is presented in Table 1. The entire text of each research article constituted
data for this study.

Quality appraisal

The quality appraisal tool designed by Letts et al. (2007) was used for formal critical
analysis of the eight qualitative studies. The tool evaluates 17 domains of quality based on
study design, qualitative methodology, sampling, data collection, data analysis, and
credibility. Focused review of each study by all team members formed step two, data
immersion. Consistent with current thematic synthesis practices, articles were not discarded
based on quality criteria as each study is accepted as a novel interpretative account (Thomas
and Harden, 2008; Thorne et al., 2014).

Data analysis and synthesis

Principles of metasynthesis informed by Noblit and Hare (1988); Sandelowski et al., (1997)
and Thomas and Harden (2008) guided the study. The analytic process is a complex
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interpretive activity “peeling away the surface layers of studies to find their hearts and souls
in a way that does the least damage to them” (Sandelowski et al., 1997, p. 370). A structured
inductive, deductive and abductive toolkit for theme analysis was used across the whole of
each article and not just on participant text to answer the research question (Goins et al.,
2015; Messer et al., 2018). In step three of the process the studies were repeatedly read for
thematic content within each study and then, building iteratively, for patterns of meaning and
for themes of similarities and differences that enhance understanding of midwives
experiences. Singular accounts were noted that help to understand and answer the study
question. A comprehensive and integrated picture emerged from the combined articles
drawing on interpretive insights from all team members facilitating epistemological
triangulation (Creswell 2008). Further refinement of themes occurred as writing progressed
and team consensus on theme language and meaning was achieved. The derived themes,
supporting articles, and illustrative quotations were organized into a final reciprocal
translation table presented in Table 2. Reciprocal translation enhances transparency in an
analytic audit trail where each derived theme is then back tracked within and across each
primary study signposting theoretical similarities and differences.

This synthesis of eight primary studies illustrating the experiences of 160 midwives in
integrated maternity practice generated three key themes: professional dissonance,
functioning through risk, and practicing down. These themes emerged through a dynamic
iterative process aimed at understanding how midwives practice a normalcy-based model of
midwifery within an integrated practice setting. When looked at as an aggregate, the
midwives in these studies reported they were constrained in their ability to practice within a
midwifery model focused on normalcy and situated within a culture that did not allow for
professional expression and satisfaction. Each theme is explicated and illustrated with
quotations and comments from the primary studies. Subthemes are also addressed. The
studies included were published from 2005-2017.

Theme 1: professional dissonance

Dissonance is defined as a lack of agreement between the truth and what people want to
believe. Professional dissonance occurs then when the reality of practice does not meet
professional expectation. The primary studies presented a picture of the midwife
maneuvering through conflicting demands, leading to a persistent gap between the ideal and
the actual practice of midwifery, and to a state of disharmony with the professional standards
of midwifery (Hunter, 2005; Keating and Fleming, 2009; Van Keltz et al., 2013). Midwives
expressed that they felt the care they provided was medical care not midwifery care (Van
Keltz et al., 2013). Six subthemes emerged: facilitation of normal birth, maneuvering,
separate cultures (with woman vs with institution), struggle to maintain ideal professional
role, disillusionment, and passion despite the struggle.

Midwives expressed the need to facilitate normal birth for the women in their care (Catling
et al., 2017; Everly 2012; Keating and Fleming, 2009; Van Kelst et al., 2013).
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“l do try to facilitate normal physiological birth as much as I can. | find it easier on night
duty, probably “cause there is not so many doctors and people around so you can get into
your room and be with your woman and try to do as much as you can normally” (Keating
and Fleming, 2009, p. 524).

This effort meant that midwives made choices they felt were necessary to promote woman-
centered care that offered an “illusion of compliance” with the prevailing workplace culture
(Van Keltz et al., 2013). Methods of communication with physicians were adjusted
depending on who the consultant was in order to achieve desired results (Everly, 2012).

“These tactics not only gave the appearance of compliance but were also used to provide
opportunities for keeping birth normal and hence achieving ‘real” midwifery” (Hunter, 2005,
p. 260).

This maneuvering through the system was necessary to meet the conflicting demands
presented by the hospital setting.

Midwives revealed this maneuvering led to a tension between separate cultures — a “with-
woman” non-interventionist approach versus a more medical “with institution” approach
(Hunter, 2005). Who resided on either side of this divide differed but contributed to an
atmosphere of conflict that often presented in bullying behavior. While bullying was
experienced with the “us and them” of typical hierarchical structures (Catling et al., 2017),
some of the bullying was intercolleagueal, some was interprofessional, and some was
between staff and manager (Hunter, 2005; Keating and Fleming, 2009; Larsson et al., 2009;
Pollard, 2011; Spendlove, 2017). One midwife remarked on the tension between junior and
senior midwives.

“...colleagues can be the biggest thing, this animosity from senior staff — the issue of
bullying at work...It can crush an atmosphere, it can crush a situation, it can crush a
relationship with a woman, it can crush you professionally” (Hunter, 2005, p. 256).

Another noted that with the obstetrician as final authority and a midwifery management
structure that similarly ascribed to the medical model, “many of the midwives were scared of
and influenced by the doctors” (Keating and Fleming, 2009). Midwives also reported
organizational hierarchy and bullying.

“Given I’m a pawn in an industrial assembly line, | have very little [power]. Except when
I’m in charge, slightly more...within the organization there is an almost sadistic delight
being taken in oppressing initiative discouraging staff through lack of consultation and
collaboration in the workplace...” (Catling et al., 2017, p. 141).

Midwives struggled to maintain their ideal professional role. They felt powerless to change
the situation, leading to despondency about their workplace, their choice of career and their
profession (Catling et al., 2017; Hunter, 2005; Keating and Fleming, 2009; Larsson et al.,
2009).

“I think we could lose professionalization. | think we could lose the role of the midwife and
that frightens me...we could become obstetric nurses and... lose our professional status. |
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think as a bunch of women, we’ve lost the sisterhood. We don’t support our sisters in
moving the profession forward” (Spendlove, 2017, p. 13).

This discursive dissention between philosophies left midwives so disillusioned that they
considered leaving their jobs (Hunter, 2005; Van Kelst et al., 2013).

“l got to a stage where | thought, ‘I hate it, | don’t want to go to work at all’- because I was
so fed up — | felt | was bullied all the time to do things | didn’t want to do, it wasn’t in the
woman’s best interest” (Hunter, 2005, p. 260).

The picture presented was of dissonance between the ideal of a beloved profession and the
reality of the practice setting. Despite the struggle, several studies noted the passion with
which midwives talked about midwifery, wondering why people would strive to enter a
profession that would ultimately prove disappointing (Catling et al., 2017; Keating and
Fleming, 2009; Van Kelst et al., 2013).

“l can’t explain in words how | love midwifery — my passion for the job. But | hate working
where | work. | want to leave...which makes me sad” (Catling et al., 2017, p. 142).

Theme 2: functioning from a position of risk

Midwives were unanimous that labor management decisions were made based on
heightened perceptions of risk rather than on the trust in normalcy essential to midwifery.
There were 4 related subthemes: reorientation to the medical model, decision-making
process affected by fear, authoritative knowledge/hierarchy, and use of technology despite
evidence.

Though based in a desire for quality care, increasing demands for safety have resulted in loss
of respect for the traditional professional knowledge and experience of midwives as
technological interventions have supplanted simpler ways of knowing (Catling et al., 2017;
Everly, 2102; Hunter, 2005; Larsson et al., 2009; Pollard, 2011; Spendlove, 2017; Van Kelst
etal., 2013).

“We are ...more defensive practitioners, there’s more medicalization in the way we practice
because we are afraid too. Any deviation from the norm, we don’t kind of think laterally any
more, and think, well it could be because of this, so we’re straight in there [medicalizing
care] as well because we’re afraid that if something happens, they’ll say, well you should
have done this...so we change the way we practice...l look how we worked when | qualified
to how we work now, normality in midwifery seems to have disappeared...It’s such a
shame” (Spendlove, 2017, p. 8).

This evolution in the process of decision-making was experienced as so pronounced by
midwives that they felt the obstetricians “created pathology” (Van Kelst, 2013, p. €13) which
then all providers had to act upon (Catling et al., 2017; Everly, 2012; Larsson et al., 2009;
Spendlove, 2017; Van Kelst, 2013). Midwives reported it was increasingly difficult for them
to trust the normal process of birth in the hospital setting in which they worked.

Miawifery. Author manuscript; available in PMC 2021 April 30.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

McFarland et al.

Page 8

“l found that sometimes, like when I’m worried in a hospital, having to remind myself...
you can trust this process, like don’t be, don’t give in to the fear” (Everly, 2012, p. 50).

This increased risk perception, and the changes in care processes that resulted from it,
underscored a hierarchical imbalance in authoritative knowledge (Catling et al., 2017;
Keating and Fleming, 2009; Spendlove, 2017). Midwives experienced increased pressure by
obstetricians to acquiesce by asserting their “medical knowledge and obstetric-led care as
authoritative” (Spendlove, 2017, p. 15).

Midwives expressed deep frustration with the use of technology despite evidence against its
use in many cases (Catling et al., 2017; Hunter, 2005; Keating and Fleming, 2009; Larsson
et al., 2009; Pollard, 2011; Spendlove, 2017; Van Kelst et al., 2013). This was especially
noted by novice midwives, who expressed weariness with the “arbitrary, unscientific and
illogical” imposition of rules that were in direct contrast to the evidence-based woman-
centered approach in which they were trained (Hunter, 2005 p. 259).

Theme 3: practicing down

P racticing down speaks to the long-term effect of being pushed to practice outside and
beneath the midwifery model while lacking effective avenue for recourse (Everly, 2012;
Hunter, 2005; Larsson et al., 2009; Pollard, 2011; Spendlove, 2017; Van Kelst et al., 2013).
Midwives felt unable to function as experts in normal childbirth in the medicalized setting
(Van Kelst et al., 2013, p. e16). There were 5 subthemes: Acculturation/resocialization,
devaluation of the midwifery model, decreased autonomy, decreased professional identity
and model fidelity, and diminishment of midwifery over time.

Midwives noted a process of acculturation to the prevailing medical culture (Catling et al.,
2017; Hunter, 2005; Larsson et al., 2009; Pollard, 2011; Spendlove, 2017). Some noted that
senior midwives justified practices that were not evidence-based by using a “realistic
discourse” that their actions were based in clinical experience and expertise (Hunter, 2005,
p. 257). Other studies noted a sense of resignation.

“There is a great sense of fatigue and ‘you can’t change things’ ...and ‘it’s always been like
this’, ‘it doesn’t matter anyways’, ‘I don’t have a voice’, ‘we tried that it didn’t work’...
that’s the narrative, we just shrug our shoulders and do what we have to toe the line”
(Catling et al., 2017, p. 141).

A belief that midwifery care was devalued and that midwifery skills were being disregarded
was reported (Catling et al., 2017; Hunter, 2005; Keating and Fleming, 2009; Larsson et al.,
2009; Van Kelst et al., 2013). Midwives made choices to conform to the medical model to
avoid “ridicule from their colleagues” (Keating and Fleming, 2009, p. 522).

Midwives felt they had less autonomy to make decisions and to use their midwifery
knowledge base (Catling et al., 2017; Everly, 2012).

“They wanted me to go around rupturing membranes, you know, get that birthing started, get
them on Pit...that was the pressure that you felt. | tried to avoid that as much as I could. But
if they...were really after me, | would do it” (Everly, 2012, p. 51).
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Experienced midwives expressed a diminished sense of professional identity and fidelity to
the midwifery model and a concern for the new generation of midwives because of it
(Catling et al., 2017; Hunter, 2005; Keating and Fleming, 2009; Larsson et al., 2009;
Pollard, 2011; Spendlove, 2017; Van Kelst et al., 2013).

“The younger midwives were not yet anchored as experts in normal childbirth and were
more dependent on written guidelines and doctor’s support than midwifery knowledge and
experience” (Larsson et al., 2009, p. 378).

Discussion

As detailed from the eight primary studies used in this meta-synthesis, midwives
experienced a workplace culture that conflicted with their professional ability and identity.
The collective synthesis of data revealed a complex process of adaptation to the demands of
the environment of care. A most striking aspect of this study is the overarching sadness and
dismay expressed by midwives at their inability to practice within the normalcy-based model
in which they were trained.

The professional dissonance reported by midwives led to maneuvering through the system to
take care of oneself and to provide woman-centered care. This “orchestration of an
environment of care” (Kennedy et al., 2012) forces the modern midwife to be “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. 119). The midwife voices in this metasynthesis spoke negatively of this
aspect of integrated maternity practice and clearly expressed dissatisfaction with the reality
of midwifery care processes in this setting.

Functioning from a position of risk has changed the landscape of maternity care. As
maternity settings become more medically focused, midwives adapt their approach to mirror
that of the prevailing culture (Porter et al., 2007). While the idea of defensive medicine is
not a new one, this metasynthesis explained how the concept of fear and risk reduction has
impacted the practice of midwifery and the resulting discontent felt by midwives. Rather
than making decisions based on a belief in the midwifery model, this altered focus created
doubt and “latent worries that lurk in the back of the midwife’s mind and drive her practice”
(Scamell, 2011, p. 988).

Midwives who no longer practice to their potential and instead take the path of least
resistance, expressed as practicing down, was worrisome. Surrounded by a medical culture
that minimizes the unique contribution offered by midwifery, midwives changed their
practice rather than continuing efforts to practice according to their own professional and
philosophical perspective.

The three themes that emerged in this metasynthesis, professional dissonance, functioning
from a position of risk and practicing down, when considered holistically, illustrate a
professional evolutionary struggle that speaks to concern for the midwifery workforce but
probably more importantly to the loss of a philosophy of care as embodied in the midwifery
model that provides women and infants with the quality care they need. Midwives in the
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reviewed studies noted that the uniqueness and expertise of midwifery was not
acknowledged. They reported that “midwifery handcraft was at risk of total disappearance”
(Larsson et al., 2009, p. 377), and they expressed concern for the deprofessionalization of
midwifery (Catling et al., 2017; Hunter, 2005; Keating and Fleming, 2009; Larsson et al.,
2009; Spendlove, 2017).

“Midwifery care has been demonstrated over and over to be excellent and associated with
positive maternal-infant outcomes” (Kennedy et al., 2004, p.22). Renfrew et al. (2014)
illustrated clearly the many outcomes improved by care within the scope of midwifery,
including decreased maternal and neonatal mortality and morbidity, decreased stillbirth and
preterm birth rates, decreased use of unnecessary interventions and improved psychosocial
and public health while utilizing fewer resources and providing more patient-centered care.
To provide for optimality in midwifery care, based on normalcy of labor and birth, midwives
need to be able to practice within the model of care for which they were trained and in which
they believe. Thumm (2018) notes the importance of a practice setting conducive to “the
well-being of individual midwives, the midwifery workforce, and ultimately the women that
midwives serve” (p. 13).

This metasynthesis looks directly at the voices of midwives and their situated experiences
practicing in integrated maternity practice. The question asked here has been about the
experiences of midwives as they attempt to offer normalcy-based care in integrated
maternity settings, but implicit in this question is when midwives cannot practice to the
height of their ability and training, they are not able to offer the advantages of the midwifery
model of care and that thus, women and their families are not afforded access to the full
extent of what midwifery care can provide.

There are limitations to the findings of this metasynthesis. To mitigate potential
methodological limitations in the primary studies, an initial critical evaluation of each study
was undertaken. Current guidelines for qualitative synthesis were rigorously applied to
minimize potential shortcomings (Thorne et al., 2004; Tong et al., 2012; Sandelowski et al.,
1997), providing a strengthened standard of quality for the new analysis (Kennedy et al.,
2003). Only eight studies were found that fit the inclusion criteria but by combining data
from all studies a relatively large sample size was achieved improving transferability of the
findings. Most of the primary studies are European, which does potentially limit
generalizability of the findings across countries, highlighting the need for this type of
research in the United States.

Conclusion

This qualitative metasynthesis highlights the need for further exploration and understanding
of the conflicting pressures on the profession of midwifery that arise from integrating
midwifery care into the dominant medical culture. Quality integrated practice should provide
the best of both midwifery and obstetrics. Respect for the opposing philosophies of the
midwifery model and the medical model is crucial; seeing them as a continuum rather than
as polarities is one step toward developing an effective collaborative relationship.
Acceptance and respect for both models is needed, but we should work towards mutual

Miawifery. Author manuscript; available in PMC 2021 April 30.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

McFarland et al.

Page 11

admiration of each other’s abilities. With that achieved we can better manage the reality of
current health care system demands for hospital-based integrated care to the advantage of
midwives, physicians and patients. The concept of optimality in maternity care has been
touched on here; it perhaps offers an avenue for a positive evaluation of care in integrated
maternity practices, a method to consider the full range of needs of all patients that allows
for both models of care to flourish for the best care of patients.

Studies should also be done that include the voices and experiences of physicians in these
integrated practices. Issues of workplace satisfaction and workforce retention also apply to
the collaborating providers. How do physicians experience the need to find a common
mental model of care when their training has emphasized pathology and abnormality? What
do their experiences tell us about the relationships between midwives and physicians in these
settings? How do they experience risk and the added responsibility of collaboration with
midwives? What do their experiences tell us about the health care system at large and its
effect on providers of all types?

The most desired system of care should be one that provides optimal care for women and
newborns. An important aspect of this system of care is to apply evidence that supports
quality care, among which is the use of midwifery-led care. In integrated models, there is
potential for the loss of the philosophical and professional standards of midwifery care that
lead to these outcomes. To preserve the tenets of midwifery care in interprofessional
collaborative models, it will be important for researchers to identify the factors and
influences that contribute to the themes identified in this study.

Funding sources

This research did not receive any specific grant from funding agencies in the public, commercial, or not-for-profit
sectors.

References

ACNM. 2018. Midwives: the answer to the US maternity care provider short-age. Retrieved from
http://www.midwife.org/acnm/files/ccLibraryFiles/Filename/000000005828/
DetailedTPsonMaternityCareWorkforce.pdf. Accessed 02/28/2019.

AIUSA. 2010. Deadly delivery: the maternal health care crisis in the USA. From Amnesty
International Secretariat Peter Benenson House.

Angelini D, O’Brien B, Singer J, Coustan D, 2012. Midwifery and obstetrics: twenty years of
collaborative academic practice. Obstetrics and Gynecologic Clinics of North America (39) 335-
346.

Beasley S, Ford N, Tracy SK, Welsh AW, 2012. Collaboration in maternity care is achievable and
practical. Aust. N. Z. J. Obstet. Gynaecol 52 (6), 576-581. doi: 10.1111/ajo.12003. [PubMed:
23046083]

Berg M, Olafsdottir A, Lundgren I, 2012. A midwifery model of woman-centred childbirth care in
Swedish and Icelandic settings. Sex. Reprod. Healthc 3 (2), 79-87. doi: 10.1016/j.srhc.2012.03.001.
[PubMed: 22578755]

Catling CJ, Reid F, Hunter B, 2017. Australian midwives’ experiences of their workplace culture.
Women Birth 30, 137-145. [PubMed: 27771321]

Cragin L, Kennedy HP, 2006. Linking obstetric and midwifery practice with optimal outcomes. J.
Obstet. Gynecol. Neonatal Nurs 35 (6), 779-785.

Miawifery. Author manuscript; available in PMC 2021 April 30.


http://www.midwife.org/acnm/files/ccLibraryFiles/Filename/000000005828/DetailedTPsonMaternityCareWorkforce.pdf
http://www.midwife.org/acnm/files/ccLibraryFiles/Filename/000000005828/DetailedTPsonMaternityCareWorkforce.pdf

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

McFarland et al.

Page 12

Creswell JW, 2008. Educational Research: Planning, Conducting and Evaluating Quantitative and
Qualitative Research. Pearson Education Inc., Upper Saddle River, NJ.

Crowther S, Hunter B, McAra-Couper J, Warren L, Gilkison A, Hunter M, Kirkham M, 2016.
Sustainability and resilience in midwifery: a discussion paper. Midwifery 40, 40-48. doi: 10.1016/
j.midw.2016.06.005. [PubMed: 27428097]

Davis-Floyd R, Pigg S, Cosminsky S, 2001. Introduction. Daughters of time: the shifting identities of

contemporary midwives. Med. Anthropol 20 (2-3), 105-139. [PubMed: 11817853]

DeVries R, Benoit C, Van Teijlingen ER, Wrede S, 2001. Birth By Design: Pregnancy, Maternity Care,
and Midwifery in North America and Europe. Routledge, New York, NY.

Downe S, Finlayson K, Fleming A, 2010. Creating a collaborative culture in maternity care. J.
Midwifery Women’s Health 55 (3), 250-254. [PubMed: 20434085]

Everly MC, 2012. Facilitators and barriers of independent decisions by midwives during labor and
birth. J. Midwifery Women’s Health 57 (1), 49-54. doi: 10.1111/j.1542-2011.2011.00088.x.
[PubMed: 22251912]

Freytsis M, Phillippi JC, Cox KJ, Romano A, Cragin L, 2017. The American College of Nurse-
Midwives clarity in collaboration project: describing midwifery care in interprofessional
collaborative care models. J. Midwifery Women’s Health 62 (1), 101-108. doi: 10.1111/
jmwh.12521. [PubMed: 27783886]

Goins RT, Jones J, Schure M, Rosenberg DE, Phelan EA, Dodson S, et al., 2015. Older adults’
perceptions of mobility: a metasynthesis of qualitative studies. Gerontologist 55, 929-942.
[PubMed: 24637252]

Hoang H, Le Q, Ogden K, 2014. Women’s maternity care needs and related service models in rural
areas: a comprehensive systematic review of qualitative evidence. Women Birth 27 (4), 233-241.
[PubMed: 25028188]

Hunter B, 2005. Emotion work and boundary maintenance in hospital-based midwifery. Midwifery 21
(3), 253-266. doi: 10.1016/j.midw.2004.12.007. [PubMed: 15967549]

Hutchison MS, Ennis L, Shaw-Battista J, Delgado A, Myers K, Cragin L, Jackson RA, 2011. Great
minds don’t think alike: collaborative maternity care at San Francisco General Hospital. Obstet.
Gynecol 118 (3), 678-682. doi: 10.1097/A0G.0b013e3182297d2d. [PubMed: 21860300]

Jones J, Nowels CT, Sudore R, Ahluwalia S, Bekelman DB, 2015. 2015. The future as a series of
transitions: qualitative study of heart failure patients and their informal caregivers. J. Gen. Intern.
Med 30, 176-182. [PubMed: 25385209]

Jones J, 2015. The contested terrain of focus groups, lived experience, and qualitative research
traditions. J. Obstet. Gynecol. Neonatal Nurs 44 (5), 565-566. doi: 10.1111/1552-6909.12745.

Keating A, Fleming VE, 2009. Midwives’ experiences of facilitating normal birth in an obstetric-led
unit: a feminist perspective. Midwifery 25 (5), 518-527. doi: 10.1016/j.midw.2007.08.009.
[PubMed: 18222575]

Kennedy H, Rousseau A, Low L, 2003. An exploratory metasynthesis of midwifery practice in the
United States. Midwifery 19 (3), 203-214. [PubMed: 12946336]

Kennedy HP, Doig E, Hackley B, Leslie MS, Tillman S, 2012. “The midwifery two-step”: a study on
evidence-based midwifery practice. J. Midwifery Women’s Health 57 (5), 454-460. doi: 10.1111/
J.1542-2011.2012.00174.x. [PubMed: 22845643]

Kennedy HP, Shannon MT, Chuahorm U, Kravetz MK, 2004. The landscape of caring for women: a
narrative study of midwifery practice. J. Midwifery Women’s Health 49 (1), 14-23.

Kennedy HP, Yoshida S, Costello A, Declercq E, Dias MA, Duff E, Renfrew MJ, 2016. Asking
different questions: research priorities to improve the quality of care for every woman, every child.
Lancet Global Health 4 (11), e777-e779. [PubMed: 27663682]

King T, Laros R, Parer J, 2012. Interprofessional collaborative practice in obstetrics and midwifery.
Obstet. Gynecol. Clin. N. Am 39, 411-422.

Larsson M, Aldegarmann U, Aarts C, 2009. Professional role and identity in a changing society: three
paradoxes in Swedish midwives’ experiences. Midwifery 25 (4), 373-381. doi: 10.1016/
j.midw.2007.07.009. [PubMed: 17988768]

Letts L, Wilkins S, Law M, Stewart D, Bosch J, Westmorland M, 2007. Guidelines for critical review
form: qualitative studies (Version 2.0). Available at http://srs-mcmaster.ca/wp-content/uploads/

Miawifery. Author manuscript; available in PMC 2021 April 30.


http://srs-mcmaster.ca/wp-content/uploads/2015/05/Guidelines-for-Critical-Review-Form-Qualitative-studies.pdf

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

McFarland et al.

Page 13

2015/05/Guidelines-for-Critical-Review-Form-Qualitative-studies.pdf. Last accessed 15
September 2017.

Mackenzie Bryers H, Van Teijlingen E, 2010. Risk, theory, social and medical models: a critical
analysis of the concept of risk in maternity care. Midwifery 26 (5), 488-496. [PubMed: 20719418]

McConville F, Lavender DT, 2014. Quality of care and midwifery services to meet the needs of women
and newborns. BJOG 121 (Suppl 4), 8-10. doi: 10.1111/1471-0528.12799. [PubMed: 25236626]

Messer LH, Johnson R, Driscoll KA, Jones J, 2018. Best friend or spy: a qualitative meta-synthesis on
the impact of continuous glucose monitoring on life with type 1 diabetes. Diabetes Med, 35: 409-
418.

Moher D, Liberati A, Tetzlaff J, Altman DG, Group P 2009. Preferred reporting items for systematic
reviews and meta-analyses: the PRISMA statement. Ann. Intern. Med, 151: 264-269, W64.
[PubMed: 19622511]

Murphy PA, Fullerton JT, 2001. Measuring outcomes of midwifery care: development of an instrument
to assess optimality. J. Midwifery Women’s Health, 46: 274-284. [PubMed: 11725898]

Noblit G, Hare R, 1988. Meta-Ethnography: Synthesizing Qualitative Studies. London: Sage.

Pollard KC, 2011. How midwives’ discursive practices contribute to the maintenance of the status quo
in English maternity care. Midwifery, 27(5): 612—619. doi: 10.1016/j.midw.2010.06.018.
[PubMed: 20692743]

Porter S, Crozier K, Sinclair M, Kernohan G, 2007. New midwifery? A qualitative analysis of
midwives’ decision-making. J. Adv. Nurs, 60: 525-534. [PubMed: 17973716]

Reiger K, 2008. Domination or mutual recognition? Professional subjectivity in midwifery and
obstetrics. Soc. Theory Health, 6:132-147.

Renfrew MJ, McFadden A, Bastos MH, Campbell J, Channon AA, Cheung NF, Declercq E, 2014.
Midwifery and quality care: findings from a new evidence-informed framework for maternal and
newborn care. Lancet, 384(9948): 1129-1145. doi: 10.1016/S0140-6736(14)60789-3. [PubMed:
24965816]

Sandelowski M, Docherty S, Emden C, 1997. Qualitative metasynthesis: issues and techniques. Res.
Nurs. Health, 20: 365-371. [PubMed: 9256882]

Scamell M, 2011. The swan effect in midwifery talk and practice: a tension between normality and the
language of risk. Sociol. Health 1lIn, 33(7): 987-1001. doi: 10.1111/j.1467-9566.2011.01366.x.
[PubMed: 21668457]

Shamian J, 2014. Interprofessional collaboration, the only way to save every woman and every child.
Lancet, 384(9948): e41-e42. [PubMed: 24965821]

Shaw D, Guise JM, Shah N, Gemzell-Danielsson K, Joseph KS, Levy B, Main EK, 2016. Drivers of
maternity care in high-income countries: can health systems support woman-centred care? Lancet,
388(10057): 2282—-2295. [PubMed: 27642026]

Skinner JP, Foureur M, 2010. Consultation, referral, and collaboration between midwives and
obstetricians: lessons from New Zealand. J. Midwifery Womens Health, 55(1): 28-37. doi:
10.1016/j.jmwh.2009.03.015. [PubMed: 20129227]

Smith DC, 2015. Midwife—physician collaboration: a conceptual framework for interprofessional
collaborative practice. J. Midwifery Womens Health, 60(2): 128-139. doi: 10.1111/jmwh.12204.
[PubMed: 25297448]

Spendlove Z, 2017. Risk and boundary work in contemporary maternity care: tensions and
consequences. Health Risk Soc., 1-18. doi: 10.1080/13698575.2017.1398820.

Thomas J, Harden A, 2008. Methods for the thematic synthesis of qualitative research in systematic
reviews. BMC Med. Res. Methodol, 8: 45. [PubMed: 18616818]

Thorne S, Jensen L, Kearney MH, Noblit G, Sandelowski M, 2004. Qualitative metasynthesis:
reflections on methodological orientation and ideological agenda. Qual. Health Res, 14: 1342—
1365. [PubMed: 15538004]

Tong A, Fleming K, Mclnnes E, Oliver S, Craig J, 2012. Enhancing transparency in reporting the
synthesis of qualitative research: ENTREQ.. BMC Med. Res. Methodol, 12: 181. [PubMed:
23185978]

Miawifery. Author manuscript; available in PMC 2021 April 30.


http://srs-mcmaster.ca/wp-content/uploads/2015/05/Guidelines-for-Critical-Review-Form-Qualitative-studies.pdf

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

McFarland et al.

Page 14

Thumm EB, Flynn L, 2018. The five attributes of a supportive midwifery practice climate: a review of
the literature. J. Midwifery Womens Health, 63(1): 90-103. doi: 10.1111/jmwh.12707. [PubMed:
29377534]

Van Kelst L, Spitz B, Sermeus W, Thomson AM, 2013. A hermeneutic phenomenological study of
Belgian midwives: views on ideal and actual maternity care. Midwifery, 29(1): e9—e17. doi:
10.1016/j.midw.2011.10.002. [PubMed: 22079626]

Waldman R, Kennedy HP, Kendig S, 2012. Collaboration in maternity care: possibilities and
challenges. Obstet. Gynecol. Clin. N. Am, 39(3): 435-444. doi: 10.1016/j.09c.2012.05.011.

Watkins V, 2015. Collaboration in maternity care: are we missing the point? Aust. Nurs. Midwifery J,
22(11): 51.

Miawifery. Author manuscript; available in PMC 2021 April 30.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

McFarland et al.

\
J

Records identified through
database searching.
PubMed=337, Ovid=157,
CINHAL=7, JSTOR=0
(n=501)

Page 15

Additional records identified
through other sources
(n=3)

[SCREENING } [lDENTIFICATION

—
=
=
=
S
=1

i

INCLUDED

Fig. 1.

Records after duplicates removed

(n=498)

A 4

Records screened
(n= 498)

\ 4

Records excluded:
Reviews, meta-synthesis,
blogs, concept analysis,
editorials, commentaries,
mixed methods
(n= 388)

Full-text articles assessed
for eligibility
(n=10)

h 4

Studies included in
qualitative synthesis
(n=8)

Full-text articles excluded:
1) participants were
midwives from a birth-
center; 2) method was a
concept articulation
(n=2)

PRISMA diagram of search strategy (Moher et al., 2009).

Miawifery. Author manuscript; available in PMC 2021 April 30.




Page 16

McFarland et al.

‘paseq [endsoy 6 "SAAIMPIW 2T smalnIRu| *ABojouswouayd o1nauswiaH "aled AJIUIBYRW [BNJIR SA [e3PI UO SMBIA ,SAIMPIW a10jdx3 8 wniBbjag '|e 19 159 UeA
"SMBIAJBIUL
SUBIOLIIBISGO /T PUB SBAIMPIW TZ PaJNIoNIS-1Was pue uoreAsasgo Juedidried "SAAIMPIW pue sgO JO Salepunog
:syuedionted /g ‘Aydesboupg Jeuoissajoud uo aled AuIarew Jo  MI0M ¥sL,, Jo 10edw salojdx3 / puejbu3 ‘anojpusds
"SOAIMPIW 0Z JO SMBIAJRU|
“Je1s Anusarew "SMAIAJIBIUI pUB UOIIeAIasqo Juediofied-uoN "ased Ajusarew ur onb
10 Jaquinu abie| 40 UOIBAISSIO ‘sIsAJeue 8SIN0ISIP [8INID SNJelS 8} 01 ale|al sao1oeId BAISINISIP ,SAAIMPIW SHN Moy alojdx3 9 pue|bu3 ‘prejjod
'smalAlalul dnouf snoo4 "abueyo Jo sieak
SIAIMPIW 0Z "aAnduosap ‘annreloldx3 02 Jaye Auapl pue 8|0l 418y} 8duaLIadxa SaAIMpIW Moy a1ojdx3 g U3PaMS ‘'[e 13 Uos.iie]
*SMAIAIBIUI PAINIONIIS-ILLIDS “HUN paj-o11191sqo
SIAIMPIW 0T ELEN] u1 yuiq rewou Burren|ioey o saousliadxa ,saAImpiw a10jdx3 ¥ puejal] Buiwalq 7 Buneay
"SMaIAJIBUI pue suolreAlasqo ‘sdnolb snao4
SAAIMPIW {17 ‘Aydesboupg "SOAIMPIW pased-[endsoy Jo Y10m uonows ay alojdx3 € MN ‘Sa[eM YInos ‘1ajunH
UEIET]
SIAIMPIW 0T "A103Y) papunoI9 "SOAIMPIW JO SUOISIOap Juawafieuew Joge| 19a44e 1ey) s1010e} aio|dx3 2z VSN ‘Alang
‘sIsAjeue aAndNpu|
iomewel) 44vOS
"SMAIAJIBIUI PAINIONIIS-IWBS
SAAIMPIW €7 ‘ABojouswouayd "'SSAIMPIW J0 dAIDadsIad woly a1nynd aoejdxiom Alapmpiw alojdx3 1 el[eASNY e 10 Buljred
sjuedpiired ABojopoye N asodind  #9pNIY loyiny

Author Manuscript

Author Manuscript

T alqeL

Author Manuscript

"S8IpN]s papnjouj

Author Manuscript

Miawifery. Author manuscript; available in PMC 2021 April 30.



Page 17

McFarland et al.

(8. d
‘G#) ..'8ouaLIadxa pue abpajmouy Alayimpiw eyl Loddns s,10100p pue sauljapinb usniIm uo Juspuadap
2I0W 8JaM puR YLIGP[IYd ewlou Ul spadxa se paloyoue 194 Jou a1am Saalmplw JabunoAk ayl,,

(zs d ‘z#) .-Bumes fendsoy ayy ui ared Asapimpiw aanoeld 03 BulAi usym
13]UN0JUS SSAIMPIW 3oUBISISal a3 S1 ApNIs Jualind sy Ui Buipuiy Juesyiubis Ajeatun)a 1sow ay sdeyiad,,

(zzs 'd ‘v#) .. yuiqg JO |apow [edIpaw ay) 03 Buiwioyuod 10U 10y sanbiea]|0d
113U} WOy 3|N2IPL JO XSH 18 a1am Aay Jeu 334 Ajpuanbaiy Asyy pue ‘sjjixs Asspimpiw J1ays 8z1jin 0}
a|qeun a1am Aay} a1aym WialSAs e ul Bulyiom pajeisniy pue pasamoduwasip 118} SSAIMPIW 8y} Jo AUBA,,

(262 "d ‘€#) .. ’sapnine pue suonae J1ayl Aynsnl 0] asiadxa pue aousiadxa [earuljd Aybusy J1syy
UO paseq asInodSIP ,21ISI[eal, B Pasn SSAIMPIW JOJUSS Tey} S3I0UP[aL). [BUOITBAISSUO WOJ) JUBPIAS SEM 1,

(6Sz 'd ‘€#) .. 'yoeoidde palsjuad-UsLWOM e pue 32UBPIAS Ydseasal ‘Alljewliou
uo Buisna0} se paqriasap sem Yatym ‘ydeoidde umo Jisyy 03 31sesuod ul ‘[edalbolj1 pue diiusIasuN
‘AlesligJe ag 01 Way} PalapISuod OYM ‘SBAIMPIW 3IIAOU Palelisniy SajnJ asayl Jo uomisodwi ayl,,

(ST "d ‘Z#) .. 10 X0eq, P|NOM SURIDLIIBISAO ‘pPalinbal Jou sem

uonuaAaul ea1paw eyl Ansnl Ajarenbape 01 ajge aJam saAIMpIW i Tey) Bunsabbns ‘aAlrelIoyine se
2180 Paj-011131sqo pue abpajmous| [ealpaw Bunuasald saAasSWaY) SURIDLISISHO AQ PaJUaPIAS SeM SIY ],

(g2 'd ‘g#).. ABojoyred ,pareald, UaAs SaLIBWOS Agalay pue sysiI paziseydwa sgO SMaIA Ji1ay) Ul,,

(92€ 'd ‘G#) . ew 0} pasn saAIMpIW Jey) siuawabpnl ayy Jo Auew padejdal sey ABojouyos) ulapowl
pue ‘aoualiadxa pue abpajmouy| [euolssajold [euonipes) paldaye aney Alajes Joj spuewap Buisealoul,,

(972 'd '8#) .'lIny 3y} 03 1 3o1RvR.d JoU AJ3Hi1] Jsow

111 Aayy mouy Ayl yaiym Jo uoissajoud e oy Apnis 03 aso0yd ajdoad Aym yaseasal 01 8]IyMULIOM S1 1],
(09z "d ‘s#) .. 198182 J0 321042 J13Y) INOGE SIgNop aAeIB pares.d JuswuoIsn||ISIp pue Aduspuodsap' -,

(1 "d ‘1#) . ’99e|d>JoM J18Y) INOGR NISIfeIR) pue panbie) 18} SSAIMPIW ‘1Y) O 8duanbasuod

© se pue ‘aoe|d>om 413y} ulynm sbuiyy abueyd 0} ssaussajsamod Jo asuas J1ay} passnasip sjuedioned,,
(€T "d ‘T#) .. ’SeJNIONAS [eIIYIIRIBIY UM SBIN}ND Wiy} pue sn, o} paxull Bulaq se usas sem BulA[ng,,

(09z 'd ‘g#) . A1apimpiw Jeal, BuiAsiyoe aouay pue fewou yuig buidaay Joy
saniunyoddo apiaoid 0] pasn osfe a1am Ing adueljdwod Jo aourieadde ay) aneb Ajuo Jou So11oB) 83y 1 ,,

(05 "d ‘z#) . yum Buriom atam Asyy ajdoad ayy uo Bulpuadap
‘suoISI93p 18y} Bunjew uaym paousiiadxa SaAIMPIW 3y} AYNOIYIP 10 8Ses 3y} Ul S32UBISYIP d19Mm aiay,,

wisIjeuoIssajo.id
‘s311epunoq 8|04 Jeuolssajold
40 Bunyiys ‘Buuy) [eaydsessiy

JUBWIUOJIAUB
ay ‘aoualjisal pue BulAjing

abueyo [eanyn) ‘Buruiyy Jo/1eyn3

Aurepaoun
J9n0 AJBIXUY ‘Bujuiyy Jo/1ayng

saliepunoq a]oJ [euolssajold
10 BUIYIYS ‘wisijeuolssajoid

sallepunoq 9|04 [euolssajold

Jo Buiyiys :Busjuiyy Jo/18yn3

yuIqg 1sniL ‘Aurenasun Jano Alsixuy
SJIMpIW 38U} 40 301

leuoissajoud Buibuey) ‘aled passuad
-UBWIOM ‘AJUIELIBOUN JaA0 AJBIXUY

Buryuiyy Jopsyn3
{Asapimpiw oy oddns Jo aouenodw|

1oddng ‘sasuodsal ,SaAIMpIW Jolung

abueyo feinyn) Bumy
10/13yN3 {BuBuILY [ed1Y2IRIBIH

Aurensoun Jano Alsixuy Bupjuiyl
[ealyaueIaIH ‘aaualjisal pue Buikjing

aIed
palauad-uBWOAN ‘BuuIy) J0/18YNg

JUBLIUOIIAUB By ‘81ed
PaIBIUBD-UBLLOAN BUIUIYY [ed1YdIeIBIH

L'9'SY'E'T

8L'9'G''E'T

82'9'6'v'C'T

Aujapy pue

87'9'G'y'z'T  Anuapi jeuoissajold pasealdsq

€21 Awouoine pasealnsq

|apow

8'SY'e'T  AJaJImpiw ay) Jo Uonen|ersq

UOI1EZI[BID0S31/UOIIRINYNJDY

umop Buioe.id

90UBPING
a11dsap ABojouydal Jo asn

Ayouesaly

L'Y'T /aBpajmous| anleILIoyINY

Jeay Aq pardaye

8'2's'2'T ssa201d Bupjew-uolsigaqg

uoeIUBLIoal
JUOITRIUBLIO |9POW [BJIPIN

»S14 Jo uonsod e wo.y Buiuoipung

9]0J [eap! urelurew

8'Y'T 01 8166n.1s ay3 a1dsap uoissed

[enjoe
g'c SA [eap! - JusLuuoIs|fIsIa

301 [euoissajoud

SY'T [eap! urelurew o} o|66nns

UONNISUL YU SA

8'7'9'G'y ST UBWIOM YlM - SaInyno ayesedas

g8'v'e Buriannauey

8'e'e'T uoney|ioe

80URUOSSIP [eUOISSDJ01d

so10nd

Sswly 1 parelis

#piuy SSuLY L paalled

¢ 9lqeL

Author Manuscript Author Manuscript

"(L00Z “*[e 18 sna) 8|qe) uone|sues) [eaoidiosy

Author Manuscript

Author Manuscript

available in PMC 2021 April 30.

fery. Author manuscript

Miawi



Page 18

McFarland et al.

sallepunoq
(22€ "d ‘g#) . Anuapi [euoissajoid Jaiood e wiayl aAIb [jIm yaiym 9104 Jeuolssajold Jo Buiys Bursuiyy awi Jano
‘goueseaddesip €101 JO XsU Je SI pue panjeA ssa| BuIwo2aq I Jelopuey Jeyl pauonRus SSAIMPIW 8y 1, Jo/1ayn3 ‘Burjuiyy feslyolessiy 1'S'V'e'T Alayimpiw Jo Juswysiuiug
sa10nQd SeuRY L pereIs #opny Sewey 1L penlRa

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

Miawifery. Author manuscript; available in PMC 2021 April 30.



	Abstract
	Introduction
	Midwifery model of care
	Interprofessional collaborative maternity care
	Midwifery workforce

	Participants, ethics and methods
	Data sources and study selection
	Quality appraisal
	Data analysis and synthesis

	Results
	Theme 1: professional dissonance
	Theme 2: functioning from a position of risk
	Theme 3: practicing down

	Discussion
	Conclusion
	References
	Fig. 1.
	Table 1
	Table 2

