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Abstract

Background: A better understanding of the processes of collaboration between midwives who work in the birthing
centers, and hospital-based obstetricians, family physicians and nurses may promote cooperation among professionals
providing maternity care in both institutions. The aim of this research was to explore the barriers and facilitators of the
interprofessional and interorganizational collaboration between midwives in birthing centers and other health care
professionals in hospitals in Quebec.

Methods: A case study design was adopted. Data were collected through semi-structured interviews with midwives,
multidisciplinary professionals and administrators, through direct observation of activities in maternity units and field
notes, and a variety of organizational and policy documents and archives. A qualitative thematic analysis method was
used for analyzing transcribed verbatim.

Results: The study suggests the close intertwinement between interactional, organizational and systemic factors in
regard to barriers and opportunities for collaboration between midwives in birthing centers, and physicians and nurses
in hospitals in Quebec. At interactional level, our findings show a conflict in scope of midwifery practice, myth about
midwives, pre-judgment, and lack of communication skills between health care providers in the studied birthing center
and hospital. At the organizational level, this investigation shows that although midwives have complete access to the
hospital with which a formal agreement was signed, they were not integrated in hospital because of lack of interest of
midwives and differences in philosophy and scope of practice among healthcare professionals as well as the culture of
organizations. At a systemic level, in spite of excessive demand for midwifery care, there are not enough midwives to
cover these demands.

Conclusion: Maternity care professionals require taking a collaborative approach in working and the boundaries of
responsibility need to be redrawn. The inter-professional collaborative work between midwives and other maternity
care professionals is crucial to improve access and women’s choices for maternity care in Canada. Although having
collaborative and multidisciplinary teamwork is a goal of maternity care systems, it is hard to achieve.

Keywords: Interprofessional, Interorganisational, Collaboration, Midwives, Birthing center

* Correspondence: roksana.behruzi@mcgill.ca
1Department of Family Medicine, McGill University/ The Research Center of
the CISSS at Outaouais, 5858, Chemin de la Côte-des-Neiges, Montréal, QC
H3S 1Z1, Canada
2Department of Obstetrics and Gynecology, McGill University, Montreal,
Canada
Full list of author information is available at the end of the article

© The Author(s). 2017 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Behruzi et al. BMC Pregnancy and Childbirth  (2017) 17:200 
DOI 10.1186/s12884-017-1381-x

http://crossmark.crossref.org/dialog/?doi=10.1186/s12884-017-1381-x&domain=pdf
mailto:roksana.behruzi@mcgill.ca
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/


Background
The need for multidisciplinary maternity care and inter-
professional collaboration is obvious, as it helps to solve
the shortage of care providers in the maternity care
system, and guarantees improvement in maternity care
services in rural areas, in Canada [1]. Midwifery is a new
profession in Canada and midwives attend about 2 to 5%
of births, depending on the provinces. Collaboration
between midwives and other maternity care professionals
assures continuity of care, and better outcomes for both
women and newborns [2]. Collaboration is an active
process requiring the will to make meaningful contact
between people [3]. D’Amour et al. [4] highlighted some
key concepts in interprofessional collaboration such as:
sharing, partnership, interdependency, and power.
Bronstein [5] identifies several constitutional factors that
influence collaboration in practice such as: interdepend-
ence, shared ownership of goals, and flexibility toward
collaboration. Lemieux-Charles et al. [6] suggested that
the type and diversity of clinical expertise involved in
teams affects the improvement of patient care and
organizational effectiveness. Collaboration, conflict reso-
lution, participation, and cohesion were the factors most
likely to influence staff satisfaction and perceived team
effectiveness.
Interprofessional collaboration requires a variety of

skills and competencies as well as a variety of contri-
butions from professions and organizations [7]. The
ultimate aim of collaboration is to integrate services
at the point of delivery. This integration has to be
taken into account at the individual and interpersonal
as well as organizational and interorganizational levels
[7]. On the one hand, individual factors such as skills,
competence, and work experience can serve to
support various interprofessional networks and team-
work. On the other hand, the structures of the
organization- for example, the degree of formalization,
distribution of resources, competition, management
and leadership governance- can also have an import-
ant impact on the interorganizational dynamic and
coalition [7].
Maternity care practice is characterized by close co--

operation between obstetricians, midwives, family physi-
cians and nurses, nevertheless, conflict has been
reported between many healthcare professionals. The
level of conflict or co-operation between maternity care
professionals depends on the organization and culture of
the working environment [8]. Collaboration in midwifery
terms has been defined as: “exercising of effort by
midwives and physicians towards each other for the
purposes of sharing functions, rewarding and effecting
care to women and their families.” [3, 9] The term
collaboration is used with related terms such as co-
operation and teamwork [10].

Despite much progress in the legitimization of the mid-
wifery profession in Canada, there are still disagreements
among maternity care professionals regarding midwifery
autonomy and midwifery practice. Reducing conflicts and
enhancing collaboration has benefited the majority of
women with both low and high-risk pregnancy [3]. In col-
laborative climates, women feel confident about the birth
choices they make. A full integration of midwives into the
Canadian healthcare system needs removal of conflicts,
barriers to collaboration and obtaining hospital access
privileges. The poor integration of midwives into hospital
comes partly from the difference between midwives’ and
physicians’ philosophies of care [11], as well as hospital
policies that place varying degrees of control and restric-
tion over the way midwives provide care [12].
The Quebec 2008–2018 Perinatal Policy foresees mid-

wives will be responsible for 10% of the prenatal care
and births in Quebec by 2018 [13]. This policy puts
pressure on the collaboration between the Centre de
Santé et de Services Sociaux (CSSS) to which midwives
belong, and professionals in hospitals. This collaboration
guarantees women receive continuity of care and access
to different services and professionals in hospitals [13].
Different philosophies of care among maternity care pro-
viders- especially midwives versus obstetricians- may
lead to poor communication, tension, or even rivalry.
One may question the nature of interprofessional collab-
oration between midwives in birth centers and other
professionals in the hospitals in Quebec several years
after the release of the Quebec Perinatal Policy in 2008.
Limited research exists on interprofessional and interor-

ganizational collaboration between midwives and other
healthcare professionals in Quebec, Canada. From previ-
ous literature, we have some knowledge of diversity of the
attitudes, practice and collaboration of maternity care pro-
fessionals. We still need to develop a better understanding
of this collaboration in order to become aware of potential
barriers to this collaboration [1, 14, 15].
The aim of this paper is to explore the factors that

influence the interprofessional and inter-organizational
collaboration between midwives in a Quebec birth
center and its affiliated hospital.

Conceptual framework
A few studies have already explored collaboration from a
conceptual or theoretical perspective [4, 5]. An effective
inter-professional collaboration emerges from a dynamic
interaction between organizational and personal charac-
teristics. Amour et al. [4] examined the conceptual basis
of inter-professional collaboration. Authors highlighted
sharing, partnership, interdependency, and power as key
concepts in inter-professional collaboration. A similar re-
view by Bronstein [5] identified the interdependence,
shared ownership of goals, and flexibility as constitutional
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factors to collaboration, while a history of effective collab-
oration attributes as influencing factors to collaboration.
Lemieux-Charles et al. [6] suggested that the type and di-
versity of clinical expertise involved in health care team
have impact on the improvement of patient care and
organizational effectiveness. Collaboration, conflict reso-
lution, participation, and cohesion were most likely to in-
fluence staff satisfaction and perceived team effectiveness
[6]. Trusting and mutually respectful relationships might
create positive feedback into the maternity care profes-
sional. The professional rivalries and philosophical differ-
ences over childbirth practice generate significant tensions
in the work place.
The conceptual framework of this project has been

constructed based on “determinants of successful
collaborations between healthcare teams” described by
Rodriguez. These determinants include interactional,
organizational, and systemic factors [16]. The midwives
in birth centers and other maternity care professionals
in the hospitals affiliated to birth centers are supposed
to have a mutual collaborative relationship. This
relationship, however, is often influenced by interactional
factors, such as interpersonal trust, mutual respect, and
open communication. On the other hand, conditions
within the organizations themselves, such as organiz-
ational structure, leadership, philosophy, team resources,
and administrative support also have an influence on
the interprofessional co-operation and collaboration be-
tween the professionals working in birth centers and
hospitals. Finally, collaboration between professionals in
birth centers and hospitals is under direct impact of
their external environment, such as social factors.
(See Fig. 1).

Methods
Design
A single-case study was performed. The phenomenon
under investigation, “interprofessional and interorganiza-
tional collaboration,” represents a complex phenomenon
making it more sensible to choose a research design that
allows taking a meticulous and more holistic view of the
case. We did an embedded case study [17] since particu-
lar attention was paid to people in the organization at
different levels of ‘administrative’ and ‘professional’.

Case
The case under study was a birth center (“Maison de
naissance” in French) that signed an agreement with a
tertiary university hospital, in 2005. The birth center was
the first of its kind established in Montreal, with about
300 births per year. The chosen hospital was the second
setting in Montreal allowing midwives to deliver babies
there. The choice of setting was influenced by the acces-
sibility on-site to the investigator.

Participants
The sample was target people from different administra-
tive and professional levels of practice at the hospital
and birth center. We chose a purposive sampling frame-
work and individuals were recruited for specific key
characteristics [18]. The purposive sampling included: 1)
administrators in both hospital and birth center, 2) mid-
wives with different levels of experience, 3) nurses at dif-
ferent levels of practice, training degree and level of
experience, 4) the obstetricians & gynaecologists, 5) the
family physicians.

Data collection
Various sources of data collection were used to establish
the construct validity and reliability of the case study
and perform the triangulation of the data sources [17].
The data collection period was from Jun 2011 to Oct
2014 and included:

1. Semi-structured interviews: The interviews took
place until saturation occurred. The duration of the
interviews was approximately 60 min. The
semi-structured interviews were performed with
four administrators, two family physicians, five
obstetricians and gynecologists, nine nurses, and five
midwives. The questions were categorized into three
groups: I) Questions related to interactional factors
such as interpersonal trust, respect, and open
communication; II) Questions related to conditions
within the organizations themselves, such as
organizational structure, leadership, philosophy, team
resources, administrative support, co-ordination and
communication; and, III) Questions related to external
environment, including social and cultural factors.
(See Additional file 1)
The interviews were performed in both English and
French. As the investigator was bilingual, she
translated the French interviews to English and
these were checked by the interviewees to ensure
accuracy before performing analysis.

2. Participant-observation and field notes: Fieldwork
took place between July 2011 and October 2014. The
observations embraced what people do, what they
value, the social interaction between them, and the
circumstances around birth units in the hospital.
The observations also focused on interprofessional
and/or interorganizational activities, events and
conversations in the birth unit of the hospital, as
well as the interdisciplinary meetings and workshops
in the hospital. To complete the observation and
field visits, the principal investigator attended in
total of eight More-OB workshops, More-OB Core
team meetings, and multidisciplinary maternity team
meetings. Field visits were performed at least 3 days
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per week during the period of data collection. The
observations continued until saturation of data
was achieved.

3. Documents and archives included: 1) the
administrative document regarding rules and
regulations for transfer of midwifery clients from the
birth center to the hospital, 2) documents relevant
to birth center rules, regulation and mission, 3)
multidisciplinary obstetric workshops documents
and modules 4) administrative agreements between
the birth center and the hospital, and 5) the minutes
of meetings that were considered to be relevant to
our study. The documents were collected with
approval of the administrators. The information was
gathered through a systematic search for any
pertinent document, and through field visits.

Data analysis
A qualitative analysis was performed on the transcribed
interviews, field-notes, as well as the documents. We
used thematic content analysis with both deductive and

inductive approaches. Thematic analysis is a widely used
qualitative data analysis method that focuses on identify-
ing patterned meaning across a data set. In thematic
analysis, frequencies let researchers interpret or “let
emerge” themes from the corpus. Thematic analysis
describes data set in rich detail. It can also interpret
various aspects of the research topic [19]. Our deductive
or theoretical thematic analysis was driven by our theor-
etical framework and in concordance with Rodriguez’s
determents of successful collaborations between health-
care professionals: “definition of collaborative work,
interactional factors, organizational factors, systemic
factors.” Our subthemes were identified in inductive the-
matic analysis and were strongly linked to the data
themselves. The subthemes include: “conflict, philosophy
and mission, administration, resources, culture, structure,
power and status, and managing care.”
Considering the Braun and Clarke [20] thematic ana-

lysis guideline, the investigator performed six phases of
analysis. She started with immerging herself in the data
by transcribing verbatim. Next, she undertook reading of

Fig. 1 Conceptual framework: the determinants of collaborative work between midwives in a birthing center and other maternity care
professionals in affiliated hospital to birthing center
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the transcribed data in an active way, while searching for
meanings and patterns [20]. Then, she generated initial
codes. Our coding approach depended on the data itself
and it was coded around specific questions, while it was
in concordance with Rodriguez’s determents of success-
ful collaborations between healthcare professionals.
Next, the different relevant codes were sorted to form
an overarching theme. Some initial codes formed main
themes, whereas others formed subthemes; still others
constructed categories. After reviewing and refining
themes and ensuring that those themes appeared to
form a coherent pattern, they were presented for analysis
of the data within them. QDA Miner version 4.0.11
computer-assisted qualitative data software was used to
manage data.

Results
In total, 25 healthcare professionals participated in this
study. The mean age of participants was 45 and ranged
from 29 to 64 years. The mean experience of partici-
pants was 12 years and it varied between 1 to 20 years.
Four major themes emerged from data. The first theme
is the definition of collaborative work. The other three
major themes and subthemes highlight significant fac-
tors in interprofessional and interorganizational collab-
orative work. (Table 1)

Definition of collaborative work
Most of the participants agreed on the benefit of working
with others for the well-being of the patient. Collaborative
work was defined as “working together for the same goal,
working with agreement, having a good communication and
exchange of ideas, listening to each other, meeting the needs
of other professionals, and being available to each other.”

We are only here for the patient’s sake, for the
well-being of baby and mother. Even when I disagree
with the way others are practicing, I still have to
collaborate with what they are doing for the
well-being of the mother and the baby. (Nurse 7)

You have to often work together, not just in looking
after a specific patient, but working together for
developing agreements and protocols, and making the
system flexible to accommodate all the needs for
everybody who is looking after pregnant patients. (OB4)

The family physicians defined collaboration as “being
respectful in communication with people,” and “being
constructive in discussing issues, not criticizing them.”

If you have problems, you focus on the problem, not
on the people and if you have positive thing, you say
it to people, and you respect the people for their
professional talents and skills that are different from
what you have. (PH2)

Interactional factors
Conflict
Most of the conflicts raised between maternity care
providers were around professional philosophy, auton-
omy, professional territory, work style, and monetary
compensation.

Conflict over professional philosophy Most of the con-
flicts between obstetricians at hospital and the birth center
midwives arose from different philosophies of care and
the way they were practicing. Midwives gave a lot of im-
portance to “continuity of care, empowering women, and
one-on-one care.” They believed that such a practice was
not happening at the hospital and that obstetricians do
not give enough credit to individualized care:

Our philosophy is very different, so sometimes it is
difficult to understand each other. For us, it’s
important that the woman be part of the process, but
their protocol and the way they work (obstetricians)
don’t put the woman in the center of the care …and
they don’t necessarily believe or adopt a normal birth.
Sometimes we have the same situation but they would
do something different. (Mid 1)

Table 1 Factors affecting collaboration between midwives and
other health care professionals in a birthing center and its
affiliated Quebec hospital

Themes Subthemes Categories

Definition of collaborative work

Interactional
factors

Conflict Conflict over Professional
Philosophy

Conflict over Autonomy,
Professional Territory, Work
Style

Conflict over Compensation
Issue

Organizational
factors

Philosophy and
Mission

Hospital versus Birth Center
Philosophy

Administration
Lack of Midwives at the
Administrative Level

Resources
Dedicated Financial Resources

Essential Infrastructure and
Time

Culture
Culture of Team Work

Culture of Interventionism vs.
Non-Interventionism

Structure Organizational Rules and
Regulations

Systemic factors Power and status

Managing care
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The obstetricians expressed their belief in another way:

“Their agenda is vaginal delivery at all costs, and that’s
not my attitude towards birth. So you obviously have
two very different attitudes towards birth”. (OB3)

One of the nurses believed that it would be good to have
midwives in the hospital but they would have to change
probably a little bit of their own philosophy. (Nurse7) Most
of the nurses defined obstetricians’ management of labor
as “very pro-active” vs. midwifery management of labor in
a way to “let nature take its course”. The nurses also de-
fined their care as an “interventionist” and “invasive” one.
The analysis of data showed there were difficulties in find-
ing common ground between midwives and obstetricians
around interventions. The obstetricians mostly saw
pregnancies as a high-risk event and some had never
witnessed a normal pregnancy and a normal delivery with-
out intervention.

We like to prevent problems before they arise, or
detect things early and intervene more early when
things can still be done, and when the risk of
complications is lessened….so it is a different
philosophy, a different approach. (OB2)

By contrast, the midwives considered everything as
normal until something comes up:

Pregnancy is a healthy issue in the life of a woman
and we try to be preventive and try that things go on
a good way… they (obstetricians) are coming from the
vision when they were trained like “ok there's
something wrong and so we have to cure it”. (MidA)

Conflict over autonomy, professional territory, work
style Most of the obstetricians did not perceive any
major power struggles between themselves and midwives
and were not involved in, nor witnessed any conflict.
Two obstetricians however criticized midwives saying,
“They (midwives) want to decide when it is time to call
a doctor.” There was willingness from the obstetricians
to work collaboratively with midwives in a hospital set-
ting. The participants, however, believed that in such a
context, the collaboration would most likely be influ-
enced by the obstetricians, thus restricting the power
and autonomy of midwifery practice:

Obstetricians would have said something like “ok…
you have to work like we do”, and the midwives didn't
want to have to be told that. (PH2)

The obstetricians expressed that the midwives do not
want to be integrated to hospital and they do not want

to become part of a team, as they prefer working inde-
pendently in a birth center:

I think the hardship is that they have a set of
expectations and they really feel that the midwifery
experience should be a separate experience from the
hospital. (OB5)

The administrators at both the birth center and the hos-
pital emphasized that midwives would rather not come
into a hospital setting, because they know that the environ-
ment of the birth center is a better match with the values
of their practice and how they see pregnancy and birth:

In Ontario, midwives have hospital privileges, but the
way Midwifery Authority in Quebec built the
profession here is not like Ontario and Quebec decided
that midwives would not have privilege in hospitals.
Now we can go to the hospital to have hospital births
under our responsibility but it is not a privilege. (Mid1)

In effect, the midwives were not sure what are the ad-
vantages of having hospital privileges because they already
have access to all the services that other professionals have
in the affiliated hospital. Most midwives desired to work
autonomously in order to protect “natural and physio-
logical birth” as well as sustain the client’s desire for giving
birth out of hospital:

It is rare that women ask to have a hospital delivery
with a midwife. Most of them – even if they had
chosen to have a hospital birth at the beginning of the
pregnancy – during the pregnancy are going to
change their idea and they ask for birth outside the
hospital... If no women wanted to have birth in a birth
center, I would agree to go work in the hospital
setting, but they do not. They want to have the
delivery at the birth center. (Mid2)

I am tired of hearing: “Midwives should go in the
hospital”. Yes, but the population comes to see us
because they want to give birth outside of the
hospital. I will follow the women to where ever they
want to go, but if they come to see me, it is not
because they want to go inside the hospital. Here, we
offer women the possibility to go to the hospital and
we have, I would say, three births a year from women
that decide to go there with us. (Mid1)

Most of the nurses did not support the ideas that mid-
wives should work in hospitals as hospital staff:

I have never really thought of it, that if they would be
here as a colleague, I do not know how it would be; I
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think a lot of people would not like it. […] We run
the department and we are nurses so whenever the
midwife come (for transfer), it is like “now the patient
is here, she is mine, you have no say”. Yeah, I think a
lot of people think that way, … maybe because they
feel threatened of having the other one’s opinion.
(Nurse 3)

Some of the nurses stated some disagreement between
the midwife and the nurse especially on particular sub-
jects like patient demand for an epidural:

This becomes a particular issue when the patient asks
for an epidural, and the midwife says “no, don’t take it
now”; so I can see some nurses reacting like this: “the
patient wants an epidural, don’t interfere” or “she’s the
one who really has a sense of what she's going
through so she should be able to decide” which is
true. (Nurse 7)

There are personalities in nurses that can be
confrontational, that can be disrespectful to the
process, or disrespectful to the fact that the midwife
and the patient have this bond, so it is really the
individual personalities that can make it an unpleasant
experience for patient. (Nurse4)

3.2.1.3.Conflict over compensation issue The nurses
and family physicians believed that midwives could be-
come a potential rival to obstetrician, and that clients
may increasingly chose midwives over obstetricians for
routine, low-risk prenatal care and delivery:

They (obstetricians) are afraid of losing part of their
practice to the midwives, which I find is sad because
they have much more to do than take care of a low
risk pregnancy. (Nurse 6)

Last year, I was about to resign… because
they (obstetricians) were telling us we had
too many patients that we were delivering.
We had to cut back our numbers, while we
are not even doing a quarter of the births
in the hospital and there is no way to negotiate [] so
they do not need the family doctors; family doctor is
non-sense, because it takes away dollars from
them! (PH1)

The family physicians believed that midwives and family
doctors should be doing primary care and obstetricians
should be doing the secondary and tertiary care and deal-
ing with the complications, but obstetricians want to do
the primary care because they are being paid “fee for ser-
vice”. The family physicians commented on the possible

way of changing the remuneration system in hospital from
“fee for service” to a “forfeit” or “fixed price”:

There should have to be no fee for service! They
(obstetricians) would have to be paid a salary when
they are on-call and … then they would not be so
much interested in doing a volume. (PH1)

One of the administrators also referred to the earlier re-
sistance at the time of legalization of midwifery in Quebec:

The physicians in hospital settings were afraid
when they said, if the government invest in the
first line and in the birth centers, then we will
lose a part of the money”. (MidA)

One family physician also referred to the president of
the Québec Medical Association’s concerns about mid-
wifery professionals at the time midwifery was legalized
in Quebec territory:

The Québec Medical Association was warning
everybody of what a threat the advent of
midwives was to family doctors and to
obstetricians, that they were going to take
away the work, and take the place of medical
professionals, and that this was a bad thing! (PH2)

Organizational factors
Philosophy and mission
Hospital versus birth center philosophy The hospital
and birth center’s philosophies both focused on patient-
centered care but had many differences between the two
organizations and their individual philosophies.
According to the administrators and nurse partici-

pants, the hospital philosophy and mission were defined
as ‘care by all, for all’ (Adm1) and taking the patient and
the family into consideration (Nurse4). They mentioned
that the core strength in the hospital was team-work:

There are high volumes of patients, and it is only by
working together that we get through taking care of
all those volumes of patients. (Adm1)

The nurses felt that in spite of their differences, all ma-
ternity care providers, including midwives, were working
together towards a common goal that was patient safety
and well-being:

We are working together; the midwife is there for the
patient’s support and I am doing the nursing part
because (the patient) is under doctor’s supervision
and the doctor is looking after her. I do not feel there
is much difference. (Nurse 7)
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We are all working for the same goal; for a healthy
delivery, healthy patient, healthy baby… so we do not
have any choice. I am going to be honest again… I do
not like working with some people, and I am sure
some people do not like working with me, but we
have to keep our differences outside and just say ok,
we’re working for the well-being of the patient’.
(Nurse 8)

The philosophy surrounding midwifery care in the
birth center was centered on empowering women and
allowing birth to be as natural as possible while placing
the patient at the center of the care:

It is certain that the greatest philosophy of midwifery
is to empower women in their process of
childbirth….so women make decisions relative to
interventions they want or not. (Mid3)

The midwives wanted to be more autonomous and “to
protect more natural birth:”

Ok, we believe that women are able to take charge
of their own pregnancy and delivery; we believe
in empowerment; yes, we believe in the capacity
of women to deliver their own babies
physiologically. (MidA)

The obstetrician’s primary goal was focused on the
safety of mother and baby. Some of them had critical
views towards midwifery and the “natural birth”
approach:

So our goal is simply safety of mother and baby,
and their (midwives) goal is that “it has to be a
vaginal birth or it is a failure”. We do not look at it
that way. (OB3)

Administration
Lack of midwives at the administrative level
The lack of midwives at the administrative level was
considered to be a barrier to collaboration with other
professionals. MidA commented that there is a need to
have midwives who know the maternity field very well
and have leadership skills:

You have to put those people in directive positions and
then you can go to action…We do not have midwifery
representation at the level of the ministry []… In 2005,
when the new building for the social and health service
came out, midwives were saying that it’s important to
have representation from other professionals … ideally,
you put a regional midwife to show how to implement
midwifery care in the region! (MidA)

Midwives and nurses pointed out that “having a spirit
of collaboration” is the best facilitator of interpersonal
collaboration. The MidA emphasized the importance of
inviting midwives to the “Tables de Concertation” to
help to implement policies. MidA believed that most
“decisions are made by people who don’t really know
how a birth center works, so they make decisions about
things that they don’t know.” (MidA)

Each person is bringing his/her point of view and
expertise and so it is important to have all the people
that are necessary to create a good plan. That is the
reason why sometimes you can have misunderstanding
and poor collaboration because decisions at the higher
levels are not sound, then the lower levels are not able
to follow. (MidA)

Many nurses revealed that a vision of promoting inter-
professional and interorganizational collaboration does
not exist between midwives and other professionals at
the administrative level in their hospital:

I don’t feel that there’s someone really in a
management position who is really interested in
moving that (collaboration) forward. (Nurse 1)

Resources
Dedicated financial resources
The administrators emphasized the importance of having
some protected budget given by government to CLSC
(Local Community Services Centre) and hospitals for imple-
menting Quebec Perinatal Policy and expanding midwifery
practice. The hospital administrators complained about a
lack of resources devoted to midwifery student training:

If the government dedicates resources for training
midwives and incorporating midwives into our
multi-disciplinary team, it would be very welcome.
(Adm1)

According to the administrators, the resources they
had were not enough to offer midwifery clients more
than what was already in place. Moreover, there were
always competing demands on resources:

Right now, resources that are supposed to be going
towards maternal child health are going to patients in
the emergency department and people who are over
the age of seventy. So we're competing within a fixed
resource pie and that's where it becomes quite
difficult and challenging. (Adm2)

The MidA mentioned “most of the time money is
invested in hospital settings and not really in the first
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line care”. She complained about lack of attention to the
first line care and lack of management of care providers:

Obstetricians have been studying for 10 years and it
costs thousands and thousands of dollars to society,
and then they spend 60–70% of their time (taking
care of ) low risk births. Some countries do a better
job respecting first, second and third line care and
they have very good outcomes, even better outcomes
than we have. (MidA)

Essential infrastructure and time
Most of the participants complained about lack of time
for interaction and communication. The nurses pointed
out that they do not have time to get together once a
week to do formalized teaching on a topic, review a case,
or discuss different issues.

Even just to discuss how we could improve issues
with a certain doctor, or maybe we are having issues
with the midwives… we do not have time and I think
that is a shame! (Nurse5)

No! Here, we do not have time, because we are
on-call one day, and then we are running all over the
place after! (PH1)

One of administrators (Adm4) mentioned that the phy-
sicians only have time to go from room to room, because
they provide care for maybe a dozen patients at once:

Everyone is very busy in their schedule…I have a hard
time getting nurses to a one-hour teaching session. How
am I able to relieve them from their duties… to come
and meet with midwives for the goal of collaboration,
when I have so many other patient safety priorities that
need to be met at the same time? (Adm4)

The nurses and family physicians also criticized that
there was not enough space for appropriate inter-
action with other care providers:

The nursing station is too small and we are always
outside like around… standing. We do not have
that space to interact or talk or ask questions or
things like that. Even for the doctors it is very
difficult. (Nurse6)

When we asked about the possibility of transferring
more midwifery clients to hospital in case it would be
needed, the obstetricians were concerned that the hos-
pital is overwhelmed in terms of accepting deliveries and
no new infrastructure in hospital is reserved for midwif-
ery clients. (OB2 & OB3)

Well the problem is the shortage of resources… we
cannot increase our numbers any more than we have
[ ] it’s a problem that the Minister of Health has been
offering solutions like midwives, but have not gone
ahead and made any actual changes to the care that
we provide; they have not increased the budget, they
haven’t increased the beds! (OB5)

The proximity of the birth center to the hospital was
seen as advantageous only in terms of “making it easier
to meet” to solve problems, but participants did not
think it makes any difference in terms of collaboration
or improved safety for patients:

It could be a hundred miles away; it does not make
a difference. Although it is physically close by, we
do not go there and they do not come here unless
they have to transfer a patient here. (OB1)

The moment that you have to call an ambulance
and step into a car to come to the hospital –I do
not care if it is three block or three kilometers – it
is the same process. (OB4)

Because we communicate mostly by phone, we do not
really see the midwives. They phone us when they
need to transfer a patient; we do not phone them
because we do not have patients to send to them!
(Nurse5)

Culture
Culture of team work
The multidisciplinary professionals in the hospital as well
as midwives who were working in the birth centers pointed
out that they are motivated to practice uniformly, function
as a group, and support each other. The participants found
it to be a facilitating factor in terms of collaboration within
and between professionals and organizations:

This hospital has a culture of collaboration: people
do work together and get along more than other
hospitals. It is a special environment. So, I think
the corporate culture of this place is to work
together in a collaborative way. (OB3)

In this birth center, the accent is on real teamwork,
and each team helping others. (MidA)

Some nurses said they have a culture of informal
communication that is not the best for all. One of
the nurses believed that their culture definitely im-
pacts on the interactions they have with midwives
(Nurse4). She stated that sometimes midwives are
surprised about the nurses’ communications:
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We are quite informal with each other, so I think
that sometimes there is a slippery slope because we
can be too informal and then people may feel
disrespected. I think that there can be a fine line
between being buddies with a doctor or with a
midwife, and then slipping into “Oh! That was
actually disrespectful that comment that was
made”. (Nurse 4)

Culture of interventionism vs. non-interventionism
The greatest obstacle seen towards interprofessional
and interorganizational collaboration by all the partic-
ipants was the nature of the tertiary teaching hospital
and its highly interventionist environment versus a
culture of noninterventionism in the birth center:

Because it is a high-risk center, I find we are very prone
to interventions, inductions, C-sections and things like
that, then yes in a certain way it could influence the role
of the midwives here, because we are so interventionist.
There are a lot of interventions being done whereas in
regards to midwife’s environment, there are usually no
interventions. (Nurse 3)

When you are in a hospital, the epidural is just in
place. You know, almost every mom when they hit
transition phase, will ask for something for pain, an
epidural like “I can’t do this… I need pain medication,
you're torturing me”. When you are at a birth center,
you know that, that option requires a transfer to
another institution and is more complicated. So
you’re going to be more likely to pull up your
boot-straps and do what you need to do to get
through the delivery. (Adm4)

On the other hand, while the nurses in the hospital
pointed out their obligation to follow common hospital
protocols like “I’m an employee at the hospital and I
have to follow its policies”, some of them emphasized
their own willingness to follow the patient’s plan if it
was possible. One of the nurses highlighted that even if
they come from two different angles and they are more
intervention-orientated, it does not mean that “they
wouldn’t help a patient who doesn’t want to have an epi-
dural”. (Nurse 7)
The obstetricians felt pressured sometimes to acceler-

ate deliveries to free more space for new patients:

We will maybe accelerate the labor more; maybe
break her water a little bit faster because we need to
get patients moving. You have to manage the whole
case room, you want to do what's best for the patient
but you need to move patients…you don't want them

to be dragging on too long … there’s more patients
that keep coming, so you need to get patients
delivered. (OB2)

The family physicians referred to the hospital culture
as high-tech-interventional-no-support, however, they
considered themselves between the two groups of mid-
wives and obstetricians in terms of birth practice:

We do not believe that high-tech is better than
low-tech, and so that is why say, we are kind of
hybrids between the midwives and the obstetricians;
we can do the high-tech, but we know that it is
actually destructive to use high-tech when low-tech
will do them same. (PH1)

The family physicians believed that the hospital care
providers are under much pressure all the time so that
they have forgotten “the art of supporting or the touch-
ing”. According to family physicians (PH1) nurses in hos-
pital have not been trained to support women in labor:

The nurses are never told, “Why don’t you go and
support a woman”, they’ve always being told “why
didn’t you chart this, why did you stop the
Syntocinon?” No one even explains to nurses the
value of supporting a woman, no one tells them that if
you're with the woman in the room, you can avoid the
epidural, and avoid the intervention, so you can see
how it can be a little bit of a clash sometimes, the
culture of midwives with their supporting to avoid the
interventions, and nurses who are trained to do
interventions and not to avoid them. (PH1)

On the other hand, the nurses showed their willing-
ness to support their patients in labor but complained
about the lack of time for doing it:

Even if we would like to support the patient we cannot,
because we do not only have one patient; we have two or
three patients at one time. So when we have a patient in
labour – the patient who doesn’t want an epidural – and
you have another patient… it's hard for us, in the sense
that we have to be running around going… so the one-
to- one caring – as a nurse – doesn’t exist. (Nurse 8)

The midwives supported their culture of reducing un-
necessary interventions in obstetrics but they were very
cautious of the importance of C-section or other neces-
sary interventions:

In birth center, there is a culture of non-intervention.
It is fair to say that pregnancy for us is normal, but it
is not at all costs! (Mid3)
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Structure
Organizational rules and regulations
The participants revealed that the differences in the
structure of the hospital and the birth center and their
organizational rules and regulations might influence the
nature of collaboration between maternity care profes-
sionals in those organizations. Midwives had their laws
and regulations called “Regulation on consultation and
transfer of clinical responsibility to a physician” and they
had to follow all the conditions for when they must
make a transfer or consult [21].
The hospital professionals revealed that the hierarch-

ical nature of the hospital with the doctors in influential
positions represent barriers for interprofessional and in-
terorganizational collaboration. The nurses mentioned
that “doctors have the power; they are the ones who de-
cide the last word” (Nurse7). The family physicians also
believed that the obstetricians have a lot more power
than family physicians. One of the administrators said:

Nurses end-up taking doctors’ orders. We can negotiate
or say that we do not agree but at the end of the day,
what the doctor says goes. You know the nurse can
refuse to do something that she does not feel is safe or
comfortable doing, sure, but she cannot change what was
prescribed... Of course, there is hierarchy there... Whereas
the way the system is set-up, midwives do not take orders
from doctors… Once you bring midwives into hospitals,
who is at the top of hierarchy? Doctors! (Adm4)

The midwives demonstrated their autonomy and con-
fidence while working in the birth center and felt that
they cannot provide the same care under the control of
doctors in the hospital.

Systemic factors
Power status
Both birth center and hospital administrators expressed
the importance of having midwife representation at the
government level in order to attempt to influence decisions
and to provide more support and resources for midwives:

I am involved in lobbying government to provide
more support to nurses, and I think that government
needs to be influenced to meet the needs. If the
government is going to issue a policy, saying that
midwives are going to deliver ten percent of the
babies in the province of Quebec, then there needs to
be lobbying of the government to provide the
resources to improve that interprofessional
collaboration. (Adm2)

In Ontario, a midwife is in charge of the whole
department of midwifery at the ministry of health

level. That would be helpful if you have somebody
who is sitting on the top level and understands
midwifery. (MidA)

Managing care
The administrators emphasized the importance of
collaboration and openness of professionals to guide
women towards appropriate healthcare providers.

An obstetrician follows three hundred pregnancies in
a year! The obstetrician should prioritize the difficult
pregnancies; and say to the woman: “I could suggest
to you to find a midwife or to find a family doctor”
and say that “I work in collaboration with those
professionals, and if you develop a complication in
your pregnancy, they will call me”. (Adm4)

The administrators agreed that women should be in-
formed about their choices regarding care providers and
the importance of directing women to specialists for
high-risk pregnancies. (Adm2)

The CLSCs have a big role to play because they see
the woman in the early stage of the pregnancy. Some
of women do not even have a physician or someone
to follow their pregnancy, and if the CLSCs could
explain clearly the role of each one and the choices
that are available for the woman, I think that would
be a nice help. (Adm2)

On the other hand, the administrations believed that
their resources are not being adequately utilized and
most obstetrician clients are low-risk mothers:

I think obstetricians should handle more high-risks
patients and I think family practice doctors and
midwives should be handling more low-risks patients.
(Adm4)

Discussion
This study provided firsthand opportunities for explor-
ing the nature of work between maternity care profes-
sionals in Quebec and the factors that are perceived to
influence their interprofessional and interorganizational
relationships. Midwifery is a new profession in the
Quebec healthcare system, nevertheless, women’s ten-
dency to choose midwifery has increased in Quebec [22].
Therefore, to meet women’s preferences and their choice
of midwifery care, and to serve the needs of women and
their families, it is required that the maternity care pro-
viders work at the highest level of collaboration. The find-
ings of our study show that maternity care professionals
acknowledged that collaboration is an important aspect of
care delivery. Most of our participants concurred on the
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meaning of collaboration as: “working together for the
same goal.” Similar to our study, in Reiger’s study (2009),
midwives perceived collaboration as a very large concept,
which indicates a process of working together toward
shared goals [23].
Our study demonstrated that the lack of sufficient

time to collaborate and the work overload at the hospital
were obstacles to interprofessional teamwork. Most of
the professionals met only if they had to transfer a client
or an issue for consultation that needed to be discussed.
It is obvious that in such conditions, most of the time
the conversations and interactions were more restricted
and limited to problem solving. Previous studies showed
similar results as our study [24, 25].
Our findings showed that in spite of obstetricians’

interest in integrating midwifery professionals into the
hospital, midwives were skeptical and reluctant to follow
this idea. Given the fact that obstetricians may create
hierarchical relationships with midwives, it may place
the midwives in a subordinate position. Evidently, such
role changes might create a source of conflict and be a
barrier to collaboration. On the other hand, our results
showed some degree of conflict between midwives and
obstetricians over professional philosophy, autonomy,
professional territory and work style. Our nurse and
family physician participants revealed the fact that the
obstetricians exert power on the obstetric unit and con-
trol over almost everything, even the number of births
that should take place by family physicians. Similarly, in
Peterson’s study (2007) midwives described their experi-
ences of power imbalance as “ultimate decisions are
made by the obstetrician” [1].
A pilot project designed to evaluate the practice of

midwifery in Quebec showed four main reasons explain-
ing the limited integration of midwives into the mater-
nity care system. These reasons were: the lack of
knowledge about the practice of midwifery, deficiencies
in the legal and organizational structure of the pilot pro-
jects where experimentation took place, competition
over professional “territory”, and interpersonal gaps be-
tween midwives and other healthcare providers [26].
In our study, the nurse participants had collaboration

with midwives when transferring a patient to the hos-
pital; however, they manifested their reluctance to work
collegially with midwives. The nurse participants felt
that midwives might replace the nurse within maternity
care and undertake many of their tasks. Similar to our
study, Kornelsen’s study (2003) on the interprofessional
relationships between registered midwives and perinatal
nurses in British Columbia showed that even if the
nurses and midwives began working together, the nurses
had a negative view of midwifery practice and experi-
enced insecurity as a result of the introduction of new
midwifery professionals [27]. In New Zealand, midwifery

is a deep-rooted profession and 75% of women choose a
midwife as their care provider. Nevertheless, there is still
little information about the quality of transfer and hand-
over responsibility care from midwifery to obstetrics or
the quality of the collaboration between midwives and
obstetricians. Skinner et al. study (2010) in New Zealand
showed that most of midwives (72%) felt that they had
successful collaborative relationships with obstetricians,
however, they felt there was still room for improvement.
The consultation rate with obstetricians was 35 and 43%
of women had their care transferred to an obstetrician.
Midwives well supported by the obstetricians to continue
care for 74% of transferred women, but a quarter of the
midwives considered the collaboration was not excellent,
and 14% did not feel supported by obstetricians [28].
Further work is needed to describe what successful collab-
oration is and how it might be implemented.
Kornelsen revealed a conflict between physicians and

midwives (62%), and between nurses and midwives (60%)
[27]. Mckendry revealed the struggle between professionals
in Alberta, where midwives and nurses had conflict over
birth attendance [29]. Kennedy and Lyndon’s study (2008)
exposed the nature of nursing-midwifery relationships as
both tension and teamwork. Conflicts over philosophy, re-
spect, communication and pain management were shown
to be significant between the midwives and the nurses [30].
Balis’s study (1994) on relationships between midwives and
obstetrical nurses in Quebec showed that 44% of hospital
nurses and 12% of community nurses believed that the
arriva1 of midwives would represent a threat to the role of
the nurse. Moreover, all nurses considered midwives as
more of a threat to the physicians than to themselves [15].
In contrast, in developing countries such as Haiti, task
shifting that recommended by the World Health
Organization showed an increased access to care and
solved the shortage of maternity care providers. The pur-
pose of shifting tasks is to share the care from one level of
caregiver to another to increase access to care. By training
nurses and auxiliary nurse-midwives and their collaboration
successfully, skilled care is delivered to women and infants
in low-resource areas in Haiti [31]. Previous study on
obstetrical nurses’ intentions toward collaborating with
midwives in Ontario, Canada, showed that the nurses had
positive intentions to collaborate with midwives, however,
behaving collaboratively needed to be supported by indicat-
ing positive outcomes of collaboration and increasing inter-
professional interaction [32].
Our midwife participants expressed their concern

about protecting the autonomous practice in the “mai-
son de naissances” because of maximum protection of a
physiological birth and respect for women who choose
to give birth out of hospital. In Peterson study (2007)
the territory or “turf protection” was the term commonly
used by professionals to describe the characteristic of
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maternity care in Canada and its interdisciplinary competi-
tiveness. Territory protection was expressed mostly because
of fears of loss of autonomous practice, loss of income, and
lack of knowledge about scopes of practice in other disci-
plines [1]. Similar to Peterson’s study [1] the midwives in
our research stated fears of losing their autonomy and their
territory if they accept integration into hospitals as em-
ployees. Newnham et al. study showed although some mid-
wives seemed reasonably comfortable working surrounded
by the hospital culture, others felt in pressure as hospital
culture interfered with their own philosophy [33].
Our study has some limitations. We chose a single

case study as we considered the difficulty in ensuring ac-
cess to maternity care professionals and administrators
across different organizations. On the other hand, the
time and budget available to investigate this research
was limited to three years. Considering these limitations,
we did not chose a multiple case study design that might
have highlighted other factors that influence the collab-
oration between maternity care professionals in Quebec.
Still, we find this research has enough strength and val-
idity, as we deliberately chose our sample to ensure its
comprehensiveness. Additionally, we applied different
methods for collecting data and performed triangulation
to avoid bias in data interpretation and to increase the
probability of credible findings.

Implications of the study
With this newfound information, the managers and
decision-makers involved in the integration of health
policies will be able to point out the factors that need to
be discussed further to achieve a better maternity care
service for women. The power structures and the need
for midwives to be involved in policy work as well as
differences in birth philosophy were important issues
addressed in our study and could be instructive, influen-
cing maternity sector change at various levels. This study
results would be useful to clinicians, obstetricians and
gynaecologists, midwives, nurses and all health providers
in general. They will be better informed about personal
and organizational obstacles and facilitating factors to-
wards establishing more solid collaboration work. The re-
sults will assist health care providers to promote and
organize mutual participation between them and the
women, from the beginning of a pregnancy until its end.
Considering that all organizations are faced with the chal-
lenges of growth, development and effectiveness, this con-
textual model, can help managers and leaders to develop
proposals, to make their organisation more effective. The
results also will be interesting for the Ministry of Health
of Quebec, for stakeholders and decision makers to
recommend how to reorganize prenatal and labour care
programs at hospitals or birth centers for better
quality of care. By ensuring better interprofessional

and interorganizational collaboration between midwives
and other health care professionals at hospitals, women
would receive maternity care respecting the level of risk of
their pregnancy and delivery as well as their expectations.
The proposed conceptual framework could be used as a
theoretical basis for future studies and could be examined
in other hospitals and affiliated birth centers.

Conclusion
Maternity care professionals are required to adapt a col-
laborative approach and to redraw the boundaries of re-
sponsibility. Interprofessional collaborative work between
midwives and other maternity care professionals is crucial
to meet of women’s needs and respect their choices.
Although having collaborative and multidisciplinary
teamwork is a primary goal of maternity care systems, it is
difficult to achieve. The professional rivalries and philo-
sophical differences over childbirth practice generate
significant tensions in the clinical setting. A culture of in-
terprofessional collaboration and co-operation between
midwives and other maternity care professionals is benefi-
cial to the healthcare of mothers and children, minimizing
duplication of tasks and increasing job satisfaction.

Additional file

Additional file 1: Question sheet Semi-Structured Interview Guideline.
(DOCX 26 kb)

Abbreviations
CLSC: Local community services centre; CSSS: Centre de Santé et de Services
Sociaux

Acknowledgments
Our sincere gratitude goes to Dr. Charo Rodriguez, professor at Department
of Family Medicine at McGill University, who supervised the postdoctoral
research and all the midwives at the studied birthing center and the health
care professionals and administrators at the hospital.

Funding
The first author received a postdoctoral the Fond de Recherche en Santé du
Québec (FRSQ), for three years from 2011 to 2014. The funding body was served by
researcher to design and collect the data, buy QDA Miner Software, and transcripts.

Availability of data and materials
The full transcript of the interviews as well as all the analysis in QDA Miner
have been saved in the computer of the first author. The archive and
documents and filed notes are saved as a word document and all are
available from the corresponding author on reasonable request.

Authors’ contributions
Five persons have fulfilled the conditions required for authorship. RB has
coordinated the paper from writing its protocol, taking approvals, designing the
semi-structured questionnaires, collecting the data, transcriptions, analysis, and
redaction of the manuscript. SK helped in implementation of research and data
collection in the hospital, and edited the paper and provided comments on the
manuscript. MD helped in in implementation of research and data collection in
the selected birth center and participated in comments on the manuscript,
VJ helped in implementation, and provided her comments on the manuscript.
All authors have read and approved the final version of this manuscript.
MH checked the accuracy of analysis, interpretation of data, and revised the
manuscript critically.

Behruzi et al. BMC Pregnancy and Childbirth  (2017) 17:200 Page 13 of 14

dx.doi.org/10.1186/s12884-017-1381-x


Competing interests
The authors declare that they have no competing interests.

Consent for publication
Not Applicable.

Ethics approval and consent to participate
Ethical approvals were taken from the Ethics Committees at McGill University
(A02-E08-11B), as well as, the CLSC De La Montagne, allied to the birth
center (PE713). Participants were informed about the nature of the research
project and written consent was obtained prior to the interview.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published
maps and institutional affiliations.

Author details
1Department of Family Medicine, McGill University/ The Research Center of
the CISSS at Outaouais, 5858, Chemin de la Côte-des-Neiges, Montréal, QC
H3S 1Z1, Canada. 2Department of Obstetrics and Gynecology, McGill
University, Montreal, Canada. 3Maison de naissance Côte-des-Neiges, CIUSSS
Centre-Ouest-de-l’île-de-Montréal, 6560 Chemin de la Côte-des-Neiges,
Montréal, QC H3S 2A7, Canada. 4School of Public Health, Department of
Social and Preventive Medicine, Université de Montreal, 7101 Avenue du
Parc, Montreal, QC H3N 1X9, Canada.

Received: 19 October 2016 Accepted: 12 June 2017

References
1. Peterson W, Medves J, Davies B, Graham I. Multidisciplinary collaborative

maternity care in Canada: easier said than done. J Obstet Gynaecol Can.
2007;29(11):880–6.

2. CWHN: Canadian Women Health Network. solving the maternity care crisis.
making way for midwifery’s contribution. In. Edited by: http://www.cewh-
cesf.ca/PDF/bccewh/midwifbrief.pdf. British Colombia: 2006.

3. Downe S, Finlayson K, Fleming A. Creating a collaborative culture in
maternity care. J Midwifery Womens Health. 2010;55(3):250–4.

4. Amour D, Ferrada-Videla M, San Martin Rodriguez L, Beaulieu M-D. The
conceptual basis for interprofessional collaboration: core concepts and
theoretical frameworks. J Interprof Care. 2005;19(Suppl 1):116–31.

5. Bronstein L. A model for interdisciplinary collaboration. Soc Work. 2003;
48(3):297–306.

6. Lemieux-Charles L, McGuire W. What do we know about health care team
effectiveness? A review of the literature. Med Care Res Rev. 2006;63(3):263–300.

7. Willumsen E. Interprofessional collaboration - a matter of differentiation and
integration? Theoretical reflections based in the context of Norwegian
childcare. J Interprof Care. 2008;22(4):352–63.

8. Reime B, Klein M, Kelly A, Duxbury N, Saxell L, Liston R, et al. Do maternity
care provider groups have different attitudes towards birth? BJOG.
2004;111(12):1388–93.

9. Homer C, Brodie P, Leap N. Midwifery continuity of care. Sydney: Churchill
Livingstone; 2008.

10. Xyrichis A, Ream E. Teamwork: a concept analysis. J Adv Nurse Educ Today.
2008;61:232–41.

11. Smith C, Brown JB, Stewart M, Trim K, Freeman T, Beckhoff C, et al. Ontario
care providers’ considerations regarding models of maternity care. J Obstet
Gynaecol Can. 2009;31(5):401–8.

12. Bourgeault IL: Delivering midwifery: the integration of midwifery into the
Canadian Health Care System. CWHN 1999;2(3). http://www.cwhn.ca/node/
39677.

13. MSSS: La Politique de périnatalité 2008–2018, http://publications.msss.gouv.
qc.ca/acrobat/f/documentation/2008/08-918-01.pdf. 2008.

14. Blais R, Lambert J, Maheux B. What accounts for physician opinions about
midwifery in Canada? J Nurse Midwif. 1999;44(4):399–407.

15. Blais R, Lambert J, Maheux B, Loiselle J, Gauthier N, Framarin A. Controversies in
maternity care: where do physicians, nurses, and midwives stand? Birth.
1994;21(2):63–70.

16. San Martin-Rodriguez L, Beaulieu MD, D'Amour D, Ferrada-Videla M. The
determinants of successful collaboration: a review of theoretical and
empirical studies. J Interprof Care. 2005;19(Suppl 1):132–47.

17. Yin RK. Case study research : design and methods. 3rd ed: Thousand Oaks,
Sage Publications; 2003. p. 181.

18. Sell S. Teaching ethnographic methods in social work course. J Soc Work
Educ. 1997;10(33):167.

19. Buetow S. Thematic analysis and its reconceptualization as ‘saliency
analysis’. J Health Serv Res Policy. 2010;15(2):123–5.

20. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77–101.

21. Agreement F: Practice of midwives in hospital, Entervenue between the
Jewish General Hospital and the center of health services and social
services cote-des-neiges, Endorsed by the Board of Directors of the CSSS de
Cote-des-Neige, April 12, 2005. 2005.

22. http://www.motherforlife.com/pregnancy-and-maternity/giving-birth/
birthing-homes-and-midwife/7953-midwives-in-quebec-in-2013.thtml.

23. Reiger K, Lane K. Working together: collaboration between midwives and
doctors in public hospitals. Aust Health Rev. 2009;33(2):315–24.

24. Wiles R, Robinson J. Teamwork in primary care: the views and experiences
of nurses, midwives and health visitors. J Adv Nurs. 1994;20:324–30.

25. Field R, West M. Teamwork in primary health care: 2. Perspectives from
practices. J Interprof Care. 1995;9(2):123–30.

26. Collin J, Blais R, White D, Demers A, Desbiens F. Integration of midwives
into the Quebec health care system. L’Equipe d’Evaluation des projets-
Pilotes Sages-Femmes. Can J Public Health. 2000;91(1):I16–20.

27. Kornelsen J, Dahinten VS, Carty E. On the road to collaboration: nurses and
newly regulated midwives in British Columbia, Canada. J Midwifery
Womens Health. 2003;48(2):126–32.

28. Skinner J, Foureur M. Consultation, referral, and collaboration between
midwives and obstetricians: lessons from New Zealand. J Midwifery
Womens Health. 2010;55(1):28–37.

29. McKendry R. Labour dispute: Alberta midwives and nurses battle over birth
attendance. Health Can Soc. 1997;4(2):285–312.

30. Kennedy H, Lyndon A. Tensions and teamwork in nursing and midwifery
relationships. J Obstet Gynecol Neonatal Nurs. 2008;37(4):426–35.

31. Floyd BO, Brunk N. Utilizing task shifting to increase access to maternal and
infant health interventions: a case study of midwives for Haiti. J Midwifery
Womens Health. 2016;61(1):103–11.

32. Public Health Agency of Canada: Canadian Hospitals Maternity Policies and
Practices Survey. 2012.

33. Newnham EC, McKellar LV, Pincombe JI. Paradox of the institution: findings
from a hospital labour ward ethnography. BMC Pregnancy Childbirth.
2017;17(1):2.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Behruzi et al. BMC Pregnancy and Childbirth  (2017) 17:200 Page 14 of 14

http://www.cewh-cesf.ca/PDF/bccewh/midwifbrief.pdf
http://www.cewh-cesf.ca/PDF/bccewh/midwifbrief.pdf
http://www.cwhn.ca/node/39677
http://www.cwhn.ca/node/39677
http://publications.msss.gouv.qc.ca/acrobat/f/documentation/2008/08-918-01.pdf
http://publications.msss.gouv.qc.ca/acrobat/f/documentation/2008/08-918-01.pdf
http://www.motherforlife.com/pregnancy-and-maternity/giving-birth/birthing-homes-and-midwife/7953-midwives-in-quebec-in-2013.thtml
http://www.motherforlife.com/pregnancy-and-maternity/giving-birth/birthing-homes-and-midwife/7953-midwives-in-quebec-in-2013.thtml

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Conceptual framework

	Methods
	Design
	Case
	Participants
	Data collection
	Data analysis

	Results
	Definition of collaborative work
	Interactional factors
	Conflict

	Organizational factors
	Philosophy and mission

	Administration
	Lack of midwives at the administrative level

	Resources
	Dedicated financial resources
	Essential infrastructure and time

	Culture
	Culture of team work
	Culture of interventionism vs. non-interventionism

	Structure
	Organizational rules and regulations

	Systemic factors
	Power status

	Managing care

	Discussion
	Implications of the study

	Conclusion
	Additional file
	Abbreviations
	Acknowledgments
	Funding
	Availability of data and materials
	Authors’ contributions
	Competing interests
	Consent for publication
	Ethics approval and consent to participate
	Publisher’s Note
	Author details
	References

