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Commentary

Midwife and Obstetrician
Collaborative Care: The Whole Is
Better Than the Parts
Aaron B. Caughey, MD, PhD

While an intern, I spent time in the surgical and medical
services in addition to our own obstetric and gynecologic
services. As useful as it was to train with the surgical and
medical residents, my best off-service experience was as an
intern for the community midwifery service. The midwives
staffed a busy labor and delivery practice for a local health
maintenance organization, serving as laborists before the
term was coined. It was from these midwives that I learned
the art of intrapartum care: the subtleties of labor; patience
in differentiating the latent and active phases from more
than just the cervical dilatation; fetal position; estimated
fetal weight; and when a spontaneous vaginal birth was not
going to be achieved, how to have that conversation with an
exhausted, disappointed woman and her partner.

After residency, I began my fellowship in maternal-fetal
medicine and joined a practice where ourmidwives were not a
separate service but were full clinical partners in caring for the
entire range of obstetric patients. In this setting, women with
complicated pregnancies would receive not only consultations
from maternal-fetal medicine specialists but also midwifery
care throughout their labor and birth experience. In this set-
ting, all of our interns learned how to attend births from my
extremely experienced midwifery partners.

While I established my clinical practice, I developed an
expertise in diabetes in pregnancy and saw all of the women
with pregestational and gestational diabetes at my institution.
One of my midwifery partners and I set up a protocol. On her
first prenatal visit, a woman would come to our busy diabetes
clinic, where we would discuss the risks and challenges of di-
abetes in pregnancy. On her second visit, she would see the
midwife, who would focus on the pregnancy without empha-
sis on the diabetes. In this way, our patients received 2 kinds
of subspecialty care: maternal-fetal medicine and midwifery.

I truly believe that such collaboration optimizes the care
for pregnant women and their fetuses. A balance needs to be
struck between considering pregnancy a normal physiologic
state and one at risk of getting out of control; this is essen-
tially a balance between optimism and a certain degree of pes-
simism. If there was only midwifery care, there would cer-
tainly be a far lower cesarean rate, but the women with com-
plex medical conditions and obstetric complications might
fare worse. Alternatively, in settings with only physician care,
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the emphasis on medical interventions as solutions can spiral
into unnecessary procedures that themselves carry risk.

A number of studies have attempted to compare mid-
wifery care to physician care; they are all flawed to at least
some degree because of the lack of proper comparison groups,
and, more importantly, they miss the point. Women who seek
midwifery care are fundamentally different than those who
do not. Thus, even when controlling for age, parity, socioe-
conomic status, pregnancy complications, and other factors,
there are important differences between these women and
thosewho seek physician care thatmay lead to a number of the
differences observed in such studies. However, there are also
likely differences in practice that cannot be fully accounted for
by the patient populations we care for.

As an example of practice difference, both the midwives
who trainedme and those who worked asmy partners did not
strictly ascribe to the Friedman curve. It was one of themwho
pointed out the 1996 study by Leah Albers, a midwife, and
colleagues, who demonstrated that the labor curve might not
be as tightly distributed as described by Friedman.1 Almost
20 years later and after several other studies,2,3 it is now gen-
erally recognized that women’s labors may take longer than
allowed by the Friedman curve. In fact, this difference in labor
management is featured in both theNational Institute of Child
Health and Human Development document regarding low-
ering the cesarean rate4 and the recent Society for Maternal-
Fetal Medicine and American College of Obstetricians and
Gynecologist consensus document, Safe Prevention of the Pri-
mary Cesarean.5 It is a credit to all of the midwives who prac-
tice in the United States that I have not heard a loud, “I told
you so” from their corner.

What else can we learn from midwifery? I often consult
on techniques beyond the manual rotation for fetal malposi-
tion, such as maternal positioning and physical activity dur-
ing labor. I recognize that none of these techniques have been
studied in prospective randomized controlled trials in order to
correctmalposition, butmymidwifery colleagues have passed
these techniques from clinician to clinician, much as we tra-
ditionally did in medicine before evidence-based practice be-
came the standard. Certainly, there are many opportunities to
learn from clinicians who are specialists in pregnancy, labor,
and birth, with a different perspective from that of physicians.

In fact, it is ideal for physicians to work together with
our midwifery colleagues in generating and interpreting
evidence-based practice. As I note above, one of the poorest
examples of evidence-based practice was our use of the
Friedman labor curve for 50 years, which was first called into
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question by a midwife-researcher. Key areas of collaboration
should be the design of studies able to capture aspects of
treatment that both professions can endorse, as well as
ascertaining how to best improve treatment for the women
in our care. At Oregon Health and Science University, we are
embarking on a prospective randomized trial with several
other academic centers around the country of immediate
versus delayed pushing in the second stage within the setting
of epidural analgesia. Interestingly, we are the only study
center that includes midwifery care, and my midwifery
colleagues are excited to enroll the women for whom they
care in this trial. I look forward to seeing how this trial is
accomplished at our institution and whether there are any
differences between our center and the others involved.

I have been fortunate in my relationships with midwifery
colleagues and partners, and I hope that the midwives whom
I have worked with would say the same about me. I have not
been put in a situation of direct competition with a midwifery
practice in such a way that would economically impact me
or my practice, although it is true in my current setting that
low-risk women can choose between the midwifery practice
and our general obstetrics and gynecology practice, which is
competitive to a certain degree. Despite my experiences, I rec-
ognize that the relationship between midwives and obstetri-
cians in more competitive environments can be particularly
problematic. In such a setting, the 2 types of clinicians will
focus on their differences in order to establish a brand that
sets them apart. I have heard the complaints from obstetri-
cians about midwives allowing labors to go on too long, lead-
ing to chorioamnionitis and uterine atony. I also have heard
the complaints from midwives about obstetricians who will
not tolerate any uncertainty and push a majority of their pa-
tients toward a cesarean. Such settings are unfortunate and can
lead to poor interactions. Again, there is more to be gained
from collaborative care than a competitive environment.

We conducted a study in California for which we con-
tacted every labor and delivery unit and ascertained whether
there were midwives on staff. We then compared cesarean
rates among low-risk, term pregnancies and found that at
hospitals with midwives, the cesarean rate was lower than at
hospitals without midwives.6 We think this study suggests
a collaborative culture that includes midwifery care is likely
more patient regarding length of labor. Of course, as men-
tioned above, it could be that such hospitals attract patients
who choose midwifery care and are fundamentally lower
risk, but the hospitals ranged from academic to community
and urban to rural, so it seems that the impact was across a
wide range of hospitals. Certainly, further work is needed to
ascertain what the effect actually is and how it is mediated.

While we seek a level of care meeting the triple aim of
lower costs, higher quality, and greater access, I cannot help
but think a model of maternity care that includes collabo-
rative midwifery and obstetrician care is ideal. After all, it
was our midwifery colleagues who designed group prena-
tal care,7 most notably CenteringPregnancy, which has been
shown to improve outcomes with minimal intervention or
cost.8 In Oregon, through our Oregon Perinatal Collabora-
tive, we are working on designing models of care that include
collaborative approaches to caring for pregnant women who

range from low risk to those with substance abuse issues or
mental health problems. These collaborative models borrow
from midwifery, family medicine, and obstetric expertise—
and I believe they are better because of the wide range of per-
spectives.

One of my most memorable births was of a woman who
was also a physician in our hospital. She and her husband
came in for an induction of labor, and after 36 hours she was
only 3-cm dilated. I came on duty in the morning, and they
were exhausted and ready to throw in the towel. I explained
that she was not in active labor yet, and we still had a few
options to achieve active labor, most importantly “tincture
of time.” Throughout the day, I checked in frequently, often
spending 20 to 30 minutes at the bedside for each visit. By
midafternoon, the woman had reached active labor, and luck-
ily we did not have any other patients on service who needed
my attention. I spent the next 6 hours primarily in their room
while she progressed to completely dilated and then to a 3-
hour second stage leading to a normal, spontaneous vaginal
birth, which occurred several hours after my dayshift had
ended. When I rounded on them the next day, my grateful
patient commended my bedside manner and said that I was
just like an old-fashioned physician. I replied, “Actually, I was
channeling my midwifery skills.”
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