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ARTICLE INFO ABSTRACT

Keywords: Objective: In France, in 2007-2009, the risk of peripartum maternal mortality, especially the one due to hem-
Maternal health orrhage, was higher in the private for-profit maternity units than in university maternity units. Our research, a
Midwives

component of the MATORG project, aimed to characterize the organization of care around childbirth in these
private clinics to analyze how it might influence the quality and safety of care.

Material and methods: We conducted a qualitative survey in 2018 in the maternity units of two private for-profit
clinics in the Paris region, interviewing 33 staff members (midwives, obstetricians, anesthesiologists, childcare
assistants and managers) and observing in the delivery room for 20 days. The perspective of the sociology of
organizations guided our data analysis.

Findings/results: Our study distinguished three principal risk factors for the safety of care in maternity clinics. The
division of labor among healthcare professionals threatens the maintenance of midwives’ competencies and
makes it difficult for these clinics to keep midwives on staff. The mode of remuneration of both midwives and
obstetricians incentivizes overwork by both, inducing fatigue and decreasing vigilance. Finally the clinical
decision-making of some obstetricians is not collegial and creates conflicts with midwives, who criticize the
technicization of childbirth. Some demotivated midwives no longer consider themselves responsible for patients’
safety.

Conclusions: The organization of work in private maternity units can put the safety of care around childbirth at
risk. The division of labor, staff scheduling/planning, and a lack of collegiality in decision-making increase the
risk of deprofessionalizing midwives.

Organization of care
Qualitative research
Quality of childbirth care
Sociology

Introduction of mainland France, especially for mortality from hemorrhage. This ratio

has not changed across the last several three-year survey periods [3] and

In France, analysis of data from the national confidential survey on
maternal mortality (ENCMM) for the 2007-2009 period showed that the
risk of maternal mortality due to complications during or immediately
after the birth was higher in the maternity units of private for-profit
clinics (hereafter private maternity clinics) than in university hospital
maternity units [1]. This excess risk was especially notable for mortality
due to hemorrhage (3 times higher in private clinics as compared to
university hospitals) — an outcome considered an indicator of the
quality of care at childbirth [2].

The French profile of maternal mortality is also characterized by a
maternal mortality ratio 1.5 times higher in Paris region than in the rest
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persists after taking women’s individual characteristics into account [4].
These epidemiologic results guided our analysis to search for explana-
tory factors associated with the organization and quality of care at
childbirth.

These reports inspired the MATORG project; its global objective is to
identify the dimensions of the organization of care around delivery that
might influence care quality and maternal health. The project’s first
component was a sociological survey in Paris region.

A systemic rather than individual perspective is recommended for
studying the associations between organization of care and patient
safety in hospitals [5,6]. The sociological approach analyzes risks for
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safety and quality of care while integrating social factors. These can
include governance of healthcare establishments, division of labor
among healthcare professionals, and the use of scientific and technical
innovations [5,7,8]. This approach also stresses conflicts among staff
that can degrade the quality of care [9], thus underlining the importance
of power relationships between professionals [7].

Several sociological studies have examined the safety of obstetric
care. A British investigation mentioned the delays in management
resulting from the difficulty in managing the division of tasks between
obstetricians and midwives in hospitals [10]. A survey around the year
2000 in hospitals in northwest France showed that the rationalization of
work could lead to technicizing childbirth [11]. It suggested that some
interventions, such as instrumental delivery by forceps or vacuum
extraction or induction of labor by oxytocin, theoretically designed to
counter situations at risk for mothers or infants, are sometimes used for
deliveries at times when diverse obstetric professionals (anesthesiolo-
gist, obstetrician, midwife) are present, to reduce night, weekend, and
even vacation work. It also found greater technicization in small public
hospitals than in university hospital centers, which had more staff [11].
To our knowledge, no equivalent work has taken place in private ma-
ternity units in France.

Our study’s objective was to identify the organizational character-
istics of private maternity units and analyze how they might influence
care quality and safety. We studied the organization of work around
childbirth and staff scheduling at a period when the difficulty of hiring
qualified healthcare staff in France was just beginning to be felt; it has
since worsened substantially.

Material and methods

The survey took place in 2018, in two maternity units in Paris region,
both members of the same perinatal health network. They are located in
clinics of two different private hospital groups in two cities in the Paris
region; both also have on-site departments of medicine and surgery as
well as the necessary technical infrastructure. These two maternity units
each have fewer than 1100 deliveries annually. They were selected after
discussion with the perinatal health network coordinators. At each site,
the clinic’s director and the maternity ward’s medical supervisor both
approved the project. France requires no other ethics authorization for a
survey not involving patients.

In the two clinics surveyed, as in most private, for profit maternity
units in France, each woman had personalized support; they received
prenatal care throughout pregnancy from the same obstetrician, who
also attended their delivery. This service is not available in French
public hospitals, where a physician or midwife provides prenatal care
and the obstetric team on duty manages deliveries. In the absence of
complications, women in public hospitals are most often attended by a
midwife. In both the private maternity units studied, this personalized
service has a cost. Women pay high extra fees (from 300 to 3000 euros
for the childbirth, plus the anesthesiologist’s fees).

We used qualitative social science research methods [12,13] to study
the organization of these two maternity units. One investigator, trained
in both midwifery and sociology, conducted the survey for two to three
weeks at each site. She held 33 semi-directive interviews with midwives
(n = 14), obstetricians (n = 7), childcare assistants (“auxiliaires de
puériculture™) (n = 7), anesthesiologists (n = 2), midwife managers (n =
2), and administrative staff (n = 1). Many midwives were interviewed
because it rapidly became clear they were at the center of the issue of
quality of delivery room care. The interviews concerned the organiza-
tion of work around delivery and the care for patients whose health
status suddenly worsened. As is standard in sociological surveys, the
investigator sought to confirm the information collected by
cross-checking data from interviews and by observing practices,
including 20 days in the delivery room.

All data from interviews and observations have been anonymized,
along with the clinics’ names (B and C). A thematic analysis searched for
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themes mentioned by several staff members or in cross-checking facts
the investigator observed in the maternity ward. We composed a
monograph for each site and then compared them. We used the concepts
of the sociology of organizations [14] and interactionist sociology to
analyze the data [15-17]. These theoretical models stress the relation-
ships among the participants and their negotiations to create rules about
work organization.

Results
A division of labor that disqualifies midwives

In the maternity units surveyed, obstetricians see patients for pre-
natal care, decide on their management, and attend the deliveries, even
those that are physiologic. The midwife’s role is limited to diagnosing
the onset of labor, accompanying the obstetric labor, and calling the
obstetrician when the birth is near. They assist the obstetrician during
the delivery and monitor the woman during the immediate postpartum.
This role threatens the maintenance of their competencies, because they
make no decision concerning the delivery, although they have acquired
the knowledge necessary to do so during their 5 years of training. Those
remaining in this type of employment for a certain period of time report
problems being hired in public hospitals, where it is considered that they
no longer know how to attend deliveries alone.

At both study sites, the only women whose delivery is supervised by
midwives alone are the small number covered by “CMU”, a universal
health insurance for women with very low incomes. Accordingly, their
fees, fully paid by the national health insurance fund, are regulated; no
extra fees can be paid. The obstetricians thus provide their prenatal care,
but leave them to be attended by midwives for delivery, except in cases
with complications.

Tensions about the number of midwives on duty and their remuneration

Midwives felt that management at both clinics showed little
consideration for their work. Tensions surrounded both the number of
midwives on duty and their salaries.

Clinic B has around 750 deliveries yearly. Both the day and night
teams comprise one midwife and one childcare assistant to manage three
labor rooms. Should a midwife there have doubts about a patient’s
health status, she cannot seek advice from a colleague in her own pro-
fessional group. In principle, she can, if she thinks necessary, call a
midwife working on the postpartum ward, but in practice she relies on
the childcare assistant. If several women are giving birth at the same
time, the midwife delegates to this assistant tasks that should
—according to French legal definitions of professional competence — be
performed only by her (or sometimes by a nurse). These tasks include
taking a history of arriving patients, rapidly reviewing their medical
files, taking their blood pressure and temperature, noting this informa-
tion in the file, and placing fetal monitoring sensors.

Observations in both clinics showed that these assistants had a great
deal of experience and enjoy their work. Their role is caring for the
newborns, but they have learned on the job how to do the tasks mid-
wives delegate to them. Nonetheless they have no training in medical
reasoning that could lead them to suspect a problem in a patient’s health
status.

Two midwives work simultaneously in the delivery ward at clinic C,
which has around 1000 deliveries annually. They are assisted by a
childcare assistant on weekdays. The midwives exchange information
and help each other out with care.

Midwife 5 (clinic C): Here we trust you and we tell you: "If you have any
doubt, I'm here, we’ll talk about it," it’s much appreciated. There are
places where you barely dare to ask a colleague to do a perfusion because
you missed it."

This organization had almost changed shortly before the survey. The
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clinic management, faced with financial difficulties, sought to reorga-
nize staff by having only a single midwife on the night shift, arguing that
there were fewer deliveries then. After the midwives’ protests, stressing
risks to the quality of care, management finally abandoned the plan. The
midwives at clinic C also complained about inadequate remuneration
and about being paid for only 11 h (day or night) while being required to
work 12 h.

High midwife turnover

Both clinics had problems retaining midwives — both those with
permanent job contracts and those regularly working temporary shifts.
At maternity unit B, 4 midwives had left in the 18 months before the
survey.

Maternity unit C was also faced with numerous departures, sick-
leaves, maternity-leaves, transfers to part-time work, and midwives
who announced at the last moment that they could not come for a shift.
Temporary employees hired to replace them did not stay. Other signs of
lack of attractiveness at both clinics were their employment of midwives
who had trained abroad (Algeria, Belgium, Italy, Tunisia, etc.) and of
one or more midwives older than 67 years.

Both clinics also had difficulties in recruiting new midwives. Man-
agers sometimes needed to hire the first applicant immediately because
they needed staff within days. The high staff turnover creates risks for
the quality of care, when there are not enough experienced midwives to
train new ones to the specificities of the work and the ward. In maternity
unit C, two new midwives started to work on the same day in the de-
livery room; one had trained abroad and had never attended a delivery
in France.

Their colleagues sometimes consider newly hired midwives
dangerous.

Midwife 1 (clinic B): At one point, management panicked: 4 midwives left
within several weeks. ..

Interviewer: Left why?

Midwife 1: Some were fed up, they had other plans. But since they were
temps, they could leave in a snap... No, one had a permanent job contract,
because she had to give notice... Yes and so, we had the girls [temporary
midwives] who we never called, except when desperate, but really at the
extreme limit, and those girls, they were offered permanent job contracts.
They obviously jumped at the chance.

Midwife 2 (clinic C): Sometimes, the manager, she finds us (temporary
midwives) tourists; some don’t know how to do anything and others are
frankly dangerous.

Interviewer: Do you have an example of dangerousness?

Midwife 2: Well, last week I was with a new midwife, I left for 10 min to
get a baby from a cesarean in the operative room upstairs. I come back,
there was a [fetal] bradycardia for 8 min and she was watching the
screen.

Interviewer: What did you do?

Midwife 2: I yelled at her: “Get into the delivery room! Turn the patient on
her side!” I picked up the phone, I called the doctor, I said: ”Get up here
right away, we have a major 8-minute deceleration.” Well, the baby
didn’t recover, we had to do an emergency cesarean and resuscitate the
baby.

The lack of attractiveness also extended to the job of midwife man-
ager in maternity unit B. Before the arrival of the manager present
during the survey, there had been 4 managers in 18 months. In both
clinics, the managers mainly did administrative tasks and had a
minimal managerial role — factors explaining the job’s lack of
attractiveness.
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Staff fatigue

The doctors and midwives in both clinics reported extreme fatigue
because they worked so much. This fatigue was associated with their
excess work and to how they are paid —midwives’ salaries or obstetri-
cians’ fees. Some midwives did on-call shifts in other facilities to in-
crease their income and fight against disqualification, by going to work
in public hospitals where they could do deliveries. Some did not take the
days off to which they were entitled and asked to be paid for them
instead. Regulations require rest days each week, but midwives get
around it. When they want to go on vacation, they first accumulate a
large number of days and nights of work in a row, to free up a long
period without working. Managers find it hard to object, given the staff
shortage. Sometimes they ask midwives to work 24 h in a row to deal
with a colleague’s unexpected absence. Accumulating days and nights of
work, that is, 24-hour shifts, leads to fatigue, which is a source of
workplace accidents and sick leaves, especially in clinic C. This probably
also causes decreased vigilance, which can threaten the quality of care.

Some obstetricians also said they were tired. Their mode of remu-
neration — by procedure performed — incentivizes them to accept a
large number of pregnant patients. Some also had private practices. In
maternity unit B, it was not rare to see patients in the waiting room for
consultations at 10 p.m.

The fatigue of obstetricians there was particularly severe. They
attended their patients’ deliveries, including nights and weekends. They
lived near the clinic and could get there in 15 minutes. There was no
physician onsite at night, weekends, or holidays. If the physician caring
for the patient was absent at the moment of delivery (away or un-
reachable), another clinic obstetrician, on-call off-site, was called. An-
esthesiologists reported that this organization led to severe fatigue in
their colleagues.

Anesthesiologist 2 (clinic B): Ideally, there would be (at night) the
midwife and then an obstetrician on call. That would allow us to have
obstetricians who are agreeab... uh... more available intellectually.
Certainly, when we have obstetricians woken up once or twice a night, in
the long run, that ends up by exhausting them and that ends up by causing
at-risk situations. It’s a huge constraint.

The obstetricians at clinic C previously used an organization similar
to that at clinic B, but had switched to an onsite on-call system. A
physician — a practitioner at the clinic or someone from outside — is on-
call onsite at night and weekends for deliveries. The group of obstetri-
cians participating share the fees associated with these deliveries. The
obstetricians and midwives who had experienced the old system said
that the new one is much less stressful. The presence of a physician
onsite on-call and the reduction in obstetricians’ fatigue probably re-
duces the risk of accidents.

Tensions between obstetricians and midwives

Tensions between obstetricians and midwives principally concern
the absence of collective decision about the mode of delivery. Very little
time is scheduled for physicians to talk to one another or with midwives
to develop collective decisions. In clinic B, a meeting is supposed to be
held weekly to discuss the most complicated upcoming deliveries with
all obstetricians, midwives, childcare assistants, and other clinic staff
(anesthesiologist, clinical pathologist, etc.). These meetings are often
canceled because no obstetrician has designated any cases for discus-
sion. None took place during the three weeks of the survey. In clinic C,
no such meetings are planned.

Obstetricians underlined that pregnant women come to these clinics
to benefit from their competence and that they have busy schedules.
They asserted that they should make clinical decisions alone:

Obstetrician 1 (clinic B): Most midwives, they don’t understand that 1
work... that I can be called at night... They don’t understand anything
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about how a private maternity clinic operates. They don’t see my
schedule, they think theyre still at the [public] hospital, they have their
ideas about managing deliveries, without seeing that these are my patients
and my organization.

In both clinics, midwives said that doctors use too many medical
techniques during delivery and that these can have iatrogenic effects.
They think that the physicians use these techniques to optimize their
schedules.

The most criticisms targeted induction of labor. Obstetricians
scheduled deliveries with their patients’ agreement and asked midwives
to set up an oxytocin infusion or place vaginal prostaglandin pessaries.
Midwives reported that obstetricians sometimes requested induction of
two or three of their patients at the same time, on a day when they had
prenatal consultation appointments at the clinic. The number of in-
ductions is particularly high on Fridays and on days before school va-
cations and holidays.

Operative vaginal deliveries also received criticism. In Maternity
unit C, some midwives reported seeking to keep some obstetricians from
using forceps or vacuum extraction in what they considered a premature
fashion. They are supposed to call the obstetrician when fetal engage-
ment in the maternal pelvis begins. Some obstetricians have a reputation
of performing operative vaginal deliveries to shorten the time they
spend in the delivery room. Observation showed that they called one
obstetrician only when the fetal head reached a low-pelvic station. He
was satisfied with this rapid delivery; the midwives, however, had asked
the woman to push for 25 min before he arrived. Their dissimulation
strategy was perhaps not free of risks for maternal and fetal health.

Finally the midwives criticized the large number of manual placenta
removals. The French professional guidelines recommend waiting for its
spontaneous delivery for 30 min after the birth, if no abnormal bleeding
occurs. Observation in clinic C showed one obstetrician waited only 12
min before removing the placenta manually and conducting a manual
uterine examination. This excessive medicalization can reduce the
quality of care by exposing patients to excessive interventions.

These disagreements between obstetricians and midwives about the
conduct of deliveries occasionally culminated in physical violence. One
obstetrician in each clinic had physically shoved a midwife during the
year before the survey. According to the victims’ descriptions, both
doctors were furious about the timing of the delivery.

Midwives’ loss of motivation

These obstetrician-midwife tensions reduced midwives’ motivation
at work. Numerous examples were reported at clinic B, where the ob-
stetricians’ uncooperative strategy has increased the midwives’ isolation
in the delivery room. To avoid conflicts with them, the midwives re-
ported following orders without worrying about the quality of care.
They could induce labor without verifying cervical status first —
violating their professional clinical practice guidelines. During the sur-
vey, one midwife agreed to organize the three simultaneous deliveries
an obstetrician demanded, including one for a woman admitted for
rupture of the membranes at 35 weeks of gestation, although it is rec-
ommended to transfer women giving birth preterm to a different facility.

Finally some midwives gave very little information to women about
the modes of delivery, to avoid the risk of saying something contrary to
what the obstetrician has said or will say. One midwife, for example,
avoided answering a patient about the advantages and disadvantages of
a cesarean delivery, telling her instead to talk about it with her obste-
trician. This attitude deprived the woman of information and kept the
midwife from using and maintaining her knowledge.

Midwives’ loss of motivation was not as strong in clinic C where the
obstetricians’ strategy was more cooperative. In arriving at the clinic,
they stopped in the midwives’ office daily for a cup of coffee and dis-
cussed the deliveries of the previous day and night as well as those ex-
pected for this day and answered the midwives’ questions about their
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clinical decisions. Several obstetricians have organized parties at their
home and invited all of the department staff. The midwives call the
obstetricians by their first name and use the familiar form of "you." One
experienced midwife even managed to persuade an obstetrician who
had scheduled a cesarean to attempt a vaginal delivery; it succeeded.

Discussion and conclusion
Principal results

The organization of work in these two French private for-profit
maternity units carries risks for the quality and safety of care at child-
birth. Our study identified three potential risk factors for the safety of
care, common to both clinics. First, obstetricians perform all deliveries,
even those that are physiologic. This division of labor threatens the
midwives’ maintenance of their competence. Some midwives thus leave
these jobs rapidly, and clinic managers have problems hiring new ones.
This results in a loss of knowledge about the organization of work in the
delivery ward (software, equipment, contact persons, ...), which is
harmful to the quality of care. Second, both midwives’ salary levels and
the fee system for obstetricians incite these professionals to take on too
much work, inducing physical and mental fatigue, impairing their vig-
ilance, and creating tensions between them. Third, clinical choices made
by obstetricians, without collegiality, consultation, or cooperation, can
result in conflicts with midwives. The latter criticize the technicization
of some deliveries, which they consider excessive and attribute mainly
to doctors’ desire to optimize their schedules. Failure to consider their
viewpoint can lead some to lose motivation and competence.

Our findings suggest pathways for change because our survey also
showed that three factors at clinic C slowed this phenomenon: the
presence of two midwives in the delivery room, a system of onsite on-
call night shifts, and regular communication between a group of ob-
stetricians and experienced midwives.

Contribution of our research

The sociological approach helped advance our understanding of the
mechanisms explaining the differences in maternal health indicators
between the maternity units described in the epidemiologic studies. It
suggests that a series of organizational factors can jeopardize the quality
of care around childbirth in private for-profit maternity units, and divert
midwives from their important role in the quality and safety of perinatal
care.

Limitations

The scope of our results is limited by our sample of two small ma-
ternity units in the Paris region. We did not study large private clinics,
nor those outside the Paris region, where midwives can sometimes
attend deliveries alone.

The sample of maternity units studied was not intended to be
representative. The qualitative approach used is based on an inductive
method, which seeks to bring out, from specific phenomena observed in
the field, elements that enable a better understanding of a more general
phenomenon. Our conclusion does not seek to formulate a generality
about private maternity units in France, but to highlight phenomena
that may be at work in these units, and which deserve to be considered.

Moreover, since our survey in 2018, some private maternity clinics
have closed or been regrouped. Others have abandoned the system of
functioning without an onsite obstetrician on call at night, which we
identified as a potential risk factor. Private for-profit maternity units still
accounted for 26 % of all maternity units in France in 2016 and 24 % in
2021, and delivered 23.5 % of all births in 2016 and 21.5 % in 2021
[18]. Within this group of maternity units, it is mainly
intermediate-sized maternity units that have closed between 2016 and
2021.
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Finally, these findings might have been modified by the major crisis
currently underway in the organization of obstetric care in France: a lack
of midwives and obstetricians.

Discussion in light of the literature

Our study shows that the solutions provided to problems related to
the organization of work in private maternity units are similar to those
in the public hospitals studied by D. Carricaburu [11]. The drive to
improve productivity in the workplace leads healthcare professionals to
technicize deliveries to accelerate their completion. This creates ten-
sions between staff members, with some judging that this technicization
threatens both the quality and safety of care.

Our study shows, on the other hand, aspects of the organization of
work specific to private maternity units — the management of physio-
logic deliveries by obstetricians. By its disqualification of the midwives
assisting obstetricians, it augments risks to care quality and safety. The
problem is amplified by the small number of midwives in France relative
to the needs of healthcare facilities. The percentage of midwives seeking
work in 2018 was only 4 % [19]. Maternity units have difficulty hiring
midwives, and the high turnover produces a supplementary risk of loss
of knowledge of the local organization of work.

Our study also presents other aspects of the organization of work that
are specific to private maternity units, such as the autonomy obstetri-
cians have in clinical decision-making and their remuneration by fees
per procedure, which probably amplifies the technicization of births.
Little time is officially devoted to interprofessional conversations about
the management of childbirth.

In another work, we proposed that the concept of deprofessionali-
zation is appropriate for describing midwives’ loss of competence and
motivation [20]. The competencies threatened are at the heart of mid-
wives’ professional identity [21,22] and they concern an entire segment
of the profession.

Conclusion

Organizational factors in private for-profit maternity units in France
carry risks for the quality and safety of perinatal care. Some of these
factors can result in disqualifying and demotivating midwives. A ques-
tionnaire survey is underway to test these results among all French
maternity units as part of the MATORG project.
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