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ABSTRACT
Introduction A collaborative (midwife- obstetrician) 
model of intrapartum care (CMIC) is associated with 
lower caesarean section (CS) rates than physician- led 
models. In 2019, the largest private maternity hospital in 
Latin America (14.000 deliveries/year, 89% CS) created a 
quality improvement initiative to optimise intrapartum care 
and safely reduce CS in low- risk women managed by its 
internal team of healthcare providers (HCP). We conducted 
formative research to identify potential barriers and 
facilitators to the implementation of a CMIC.
Methods Three groups of stakeholders participated 
in focus groups and interviews: hospital managers and 
clinical coordinators, HCP working in labour/delivery wards 
and pregnant women intending to give birth in the hospital. 
We explored participants’ views about the acceptability 
of implementing a CMIC where a nurse- midwife (NM) on 
shift would be the main intrapartum HCP, with continuous 
support/supervision of a dedicated, in- house, obstetrician- 
gynaecologist (OB- GYN). A thematic analysis approach was 
used.
Results 12 HCPs, 5 clinical coordinators, 2 hospital 
managers and 7 women participated. OB- GYNs, 
coordinators and managers highlighted health 
system, organisational and structural factors (NMs’ 
limited experience/skills, professional roles, financial 
reimbursement) as potential barriers. NMs identified 
logistical and human resources as additional barriers. 
Women viewed the CMIC with perplexity and insecurity 
because of cultural beliefs about the dominant role of OB- 
GYNs, and limited information about NM’s capabilities. All 
professionals agreed that women’s acceptance of a CMIC 
will require educational interventions and communication 
strategies to inform potential users about the advantages 
and safety of this model.
Conclusion There are important barriers and facilitators 
to implement a CMIC in a private Brazilian maternity 
hospital. Factors related to health system structure and 
organisation may have the greatest impact. A CMIC is 
more likely to succeed if stakeholders’ concerns about 
responsibilities, power and financial revenues are 
addressed, and educational interventions targeted at users 
are deployed prior to its implementation.

INTRODUCTION
The proportion of women giving birth by 
caesarean section (CS) has increased substan-
tially over the last decades, including in 
low- income and middle- income countries 
(LMICs).1–3 Part of this increase is due to CS 
performed for non- medical reasons.4 The situ-
ation has sparked international public health 
concern because of the lack of clinical bene-
fits of unnecessary CS, increased maternal 
and perinatal short- term and long- term risks, 
and the diversion of human and financial 
resources, especially in LMICs.5–9 Unnec-
essary CS is a multifactorial problem that 
involves organisational, healthcare provider 
(HCP), user, community and cultural factors. 
Therefore, interventions to reduce unneces-
sary CS should be multifaceted, and ideally 
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 ► This is the first publication on barriers and facilita-
tors to the implementation of a collaborative model 
(midwife- obstetrician) of intrapartum care in Brazil, 
a country with very high caesarean section rates.

 ► The inclusion of different types of participants (hos-
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and pregnant women) allowed us to obtain different 
perspectives and to reach feasible and culturally tai-
lored recommendations.

 ► This is the first qualitative study to assess the views 
of other key stakeholders, besides healthcare pro-
viders, on the implementation of this model of in-
trapartum care.

 ► The set of questions that we developed to guide the 
interviews and focus groups based on WHO generic 
protocol can be useful for other investigators who 
want to identify barriers and facilitators to the imple-
mentation of this model of care in their own settings.

 ► The findings of this study may not be transferable 
to all private maternities in Brazil or other countries.
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engage all stakeholders who contribute to this situa-
tion.4 10

The model of care provided to women during labour 
and delivery is one of the organisational factors that 
can affect CS rates.11 In settings with physician- led care, 
labour and intrapartum interventions, including CS, tend 
to be higher than in other settings.11 12 In 2018, WHO 
recommended the collaborative model of care to reduce 
unnecessary CS in the context of rigorous research.13 In 
this model, nurse- midwives (NM) provide most obstetric 
care during labour and delivery for women managed in 
hospitals, with the support of a dedicated obstetrician- 
gynaecologist (OB- GYN) who is continuously available 
in- house, without other competing professional activi-
ties.13 Given that changing models of care requires systems 
reorganisation—such as changes in professional roles and 
responsibilities and financial restructuring—formative 
research is essential to assess the local acceptability and 
feasibility of implementing the new model of care, and 
to adapt it to cultural and contextual factors.13 14 A recent 
systematic review15 found five qualitative studies16–20 that 
assessed stakeholder views about different staffing models 
to reduce unnecessary CS, but all were conducted in 
high- income countries.

Brazil is one of the countries with the highest CS rates 
in the world in the last decades.1 2 In 2018, the overall 
national CS rate was 56%, reaching more than 80% in the 
private sector which is responsible for approximately 20% 
of all births each year.21 22 In Brazil, as in many countries, 
physicians are still the primary care providers for most 
pregnant women. In the Brazilian private sector (financed 
by health insurance companies or direct user payment), 
antenatal, intrapartum and postpartum care is typically 
provided by a single OB- GYN who usually works alone, 
without support from other healthcare professionals such 
as NMs.23 However, a proportion of Brazilian women with 
private health insurance receive antenatal care from an 
OB- GYN, but are managed during labour, birth, and the 
postpartum period by a team of HCPs on duty (internal 
team) at the hospital of their choice, whom they meet 
when they are admitted to give birth.

In 2018, there were 14 468 livebirths at the Hospital 
e Maternidade Santa Joana (HMSJ) in São Paulo, Brazil, 
of which 12 895 were by CS (overall CS rate of 89.1%).24 
In 2019, HMSJ created a quality improvement initiative 
to optimise the quality of intrapartum care and to safely 
reduce CS in low- risk women managed by its internal team. 
The implementation of a collaborative model of intra-
partum care (CMIC) is one of the interventions included 
in this quality improvement initiative. Following the prin-
ciples of implementation science for complex interven-
tions and WHO recommendations,13 14 we conducted 
formative research to determine the local acceptability 
and feasibility of this organisational intervention, and to 
adjust the implementation plan according to these find-
ings in order to optimise its effectiveness.

In this manuscript, we present the findings of the 
formative research conducted to identify and analyse the 

potential barriers and facilitators to the implementation 
of a collaborative (midwifery- obstetrician) model of intra-
partum care in the largest private Brazilian maternity 
hospital.

METHODS
This study is reported according to the consolidated 
Criteria for Reporting Qualitative Research.25 The 
study conformed to the principles of the Declaration of 
Helsinki. All participants gave written informed consent. 
Patients and the public were not involved in the design, 
or conduct, or reporting, or dissemination plans of our 
research.

Setting, design and participants
This qualitative study was conducted in September 2019 
at HMSJ, the largest private maternity hospital in Brazil, 
located in the city of São Paulo. In this tertiary- level 
centre for obstetrics and neonatal care, during labour 
and birth, pregnant women are cared for either by their 
own private physicians (external team), or by HCP on 
duty at the hospital (internal team) when they present for 
delivery. Approximately 70% of all deliveries at HMSJ are 
conducted by the external team and 30% by the internal 
team (OB- GYNs and NMs employed by the hospital). 
At the time of the study, the hospital’s internal team 
consisted of three OB- GYNs and four NMs on 12- hour 
shifts working in a physician- led model of intrapartum 
care.

Three groups of stakeholders were included in this 
study: (1) hospital managers and clinical coordina-
tors, (2) internal team of healthcare professionals (OB- 
GYNs, anaesthetists and NMs working on regular shifts 
at and paid by the maternity hospital) and (3) pregnant 
women (of any parity, with and without previous CS) 
who intended to deliver at this hospital. We conducted 
focus groups with NMs and pregnant women, and semi- 
structured in- depth interviews with the other partici-
pants. The managers set hospital policies and take care 
of financial aspects, while the clinical coordinators are 
in charge of the HCP teams and compliance with estab-
lished healthcare procedures. At the time of the study, 
NMs helped doctors to manage women admitted for 
labour and delivery, provided non- pharmacological inter-
ventions to control pain, performed fetal monitoring and 
followed OB- GYNs’ orders. The OB- GYNs were directly 
responsible for all intrapartum care, vaginal deliveries 
(VD) and CS; anaesthetists provided pharmacological 
analgesia for labour and VD, and anaesthesia for CS. 
These groups were chosen to provide varying perspec-
tives on the acceptability and feasibility of the implemen-
tation of a CMIC.

We purposively sampled managers, clinical coordi-
nators, OB- GYNs and anaesthetists. For NMs and preg-
nant women, we used a convenience sample method. An 
administrative clerk who worked at the maternity hospital 
contacted potential participants by telephone and email 
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inviting them to be part of the study. The interviews and 
focus groups were scheduled during participants’ working 
hours. Pregnant women who were scheduled for one of 
the daily HMSJ hospital visits were contacted by the clerk 
by telephone and invited to participate in a focus group. 
Those who consented were invited to stay extra time at the 
end of their visit for the focus group which was conducted 
in the hospital. During these 30 min hospital visits which 
are regularly held twice daily, a group of 10–20 persons 
(pregnant couples and families who are planning to give 
birth at the hospital) are guided by a trained HMSJ clerk 
through relevant areas (admission, labour and delivery 
suites, postnatal rooms, neonatal unit).

The investigators presented to the participants a theo-
retical scenario of a new model of intrapartum care for 
low- risk women managed by the internal team of HCP 
where the NMs would play a more active role in providing 
obstetric care to these women, with the supervision and 
continued support of an OB- GYN on duty (box 1). The 
participants were asked about their views regarding this 
model of care, their willingness to accept it, and their 
opinion about its feasibility.

Participants completed a short demographic ques-
tionnaire. The interview and focus groups guidelines 
were adapted from the WHO generic formative research 
protocol designed as a guide to assess the local feasi-
bility of and to tailor interventions to optimise the use of 
CS.14 Since this generic protocol does not have a specific 
section on collaborative model of care, we created the 
questions to guide the interviews and focus groups of 
this study (online supplemental file 1). Two experienced 
qualitative researchers (MC and FGM) who were not part 
of the maternity hospital staff conducted the field work, 

performed the analyses and prepared the final report. 
The researchers had never met any of the participants 
before. The sessions were moderated by one researcher 
while the other took notes and asked for clarification if 
needed. At the beginning of each session, the two investi-
gators presented the objectives of the study, their creden-
tials and background in gender and maternal health 
research, and asked participants to sign an informed 
consent form. The participants did not receive any finan-
cial compensation. Women received a snack and parking 
reimbursement for their time in the focus group. Each 
focus group lasted 60–90 min, and the individual inter-
views lasted about 60 min. The sessions were conducted 
in quiet rooms at the maternity hospital, without any 
interruptions. Data collection continued until saturation 
was reached and no new information or themes emerged.

Data analysis
All sessions were audiorecorded for transcription, system-
atisation and analysis. The text transcripts were entered 
into Atlas- TI V.7.026 to organise the textual information. 
A combined inductive (themes emerging from the data) 
and deductive (themes based on the interview and focus 
group questions) thematic analysis approach was used.27 
In order to improve the reliability of the study, the two 
members of the research team coded independently 
the transcripts according to the themes. Agreement 
was substantial; discrepancies were discussed until the 
researchers resolved them. The researchers catego-
rised the themes and developed a matrix where the axis 
represented the codes used and the participants’ catego-
ries. Finally, abstraction and interpretation of data was 
performed. As part of this analysis, we selected direct 
quotations representative of participants’ opinions. 
Quotations were deidentified and translated from Portu-
guese to English for this article. Key informants among 
the study participants were selected to provide feedback 
and validate the findings (member checking).

For analyses, we organised the material taking into 
account three factors that affect the implementation of 
non- clinical interventions targeted at facilities to reduce 
unnecessary CS mapped in a 2018 systematic review: 
(1) health system, organisational and structural factors, 
(2) human and cultural factors and (3) mechanisms of 
effect to achieve change factors. Health system, organi-
sational and structural factors capture how structural 
health systems, facility management and organisational 
factors that exist at an aggregate- level impact the values 
of stakeholders, and shape individual views of the feasi-
bility, or otherwise, of interventions to reduce unneces-
sary CS. Human and cultural factors capture the way in 
which the culture in and of organisations may impact 
stakeholder views of interventions to reduce unnecessary 
CS. Finally, the mechanisms of effect to achieve change 
factors encompass the components that stakeholders 
identified as important to the implementation of inter-
ventions to reduce unnecessary CS. This theme builds on 
the previous two, in illustrating some of the mechanisms 

Box 1 Theoretical scenario presented to participants 
about Models of Intrapartum Care

We are going to talk about “Models of Intrapartum Care” for low- risk 
women who are admitted in labour and managed by the team of health-
care providers on duty at the hospital (internal team) when they arrive.
There are two basic ways (models) to take care of women who are 
admitted to a hospital to give birth: the “physician- led model of care” 
and the “collaborative model of care”. (1) In the physician- led model, 
doctors are the main people in charge of caring for all healthy women 
throughout labour, and they attend all vaginal deliveries and caesare-
ans, while nurse- midwives help with tasks such as checking vital signs, 
fetal heart rate monitoring, non- pharmacological pain relief and admin-
istrating medication prescribed by the doctor. (2) In the collaborative 
model, nurse- midwives (nurses with special training in obstetrics) are 
the main person in charge of caring for all healthy women throughout 
labour, and they attend all vaginal deliveries. But a doctor is nearby and 
available at all times, supporting and supervising the work of the nurse- 
midwives, and ready to take appropriate action if and when needed.
We want to understand what you think and how you feel about these 
Models of Intrapartum Care. When answering the questions, please 
imagine that both the woman and baby are healthy, that the woman 
intends to go into labour and to have a vaginal birth in this hospital 
managed by the healthcare provider team on duty.

https://dx.doi.org/10.1136/bmjopen-2021-053636
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to overcome entrenched relationships, and antagonistic 
cultural norms and behaviour.15 These factors were 
proposed by Kingdon et al based on a systematic quali-
tative review on- clinical interventions to reduce unneces-
sary CS targeted at organisations, facilities and systems15 
which was included in the WHO recommendations.28 
Kingdon et al used a modified meta- ethnography meth-
odological approach which resulted in the three themes. 
The synthesis showed how intersystem and intrasystem 
power differentials, and stakeholder commitment, exert 
strong mechanisms of effect on CS rates, independent of 
the theoretical efficacy of specific interventions to reduce 
them.15

RESULTS
The study involved 26 participants; box 1 presents their 
main characteristics. None of the hospital personnel 
refused the invitation to participate in the study. Seven 
out of 33 women scheduled for the daily regular hospital 
visits accepted to stay extra time to participate in the focus 
groups. We conducted two separate groups with these 
women to avoid long waiting periods, considering that 
there were two visits scheduled at different times on the 
same day. We conducted in- depth interviews with 12 indi-
viduals (4 OB- GYNs, 1 anaesthetist, 5 clinical coordina-
tors and 2 managers) and 4 focus groups (2 with NMs and 
2 with pregnant women) involving 14 persons (table 1).

Views of OB-GYNs, clinical coordinators and managers about 
a CMIC
We found agreement in the views of OB- GYNs, clinical 
coordinators and managers regarding the implementa-
tion of a CMIC. Most of the findings from these partic-
ipants were related to barriers linked to health system, 
organisational and structural factors.

Participants raised concerns about the effects of this 
model of care on the traditional professional roles and 
power relationship between physicians and NMs. Most 
respondents expressed confidence in the skills, abilities, 

and professional competency of NMs to manage low- risk 
women during labour and birth. However, some OB- GYNs 
were worried because most NMs currently working in the 
hospital’s labour and delivery wards were out of practice 
or lacked the necessary experience to manage vaginal 
births, since this is not part of their daily activities. An 
additional concern was that in the private sector, NMs 
are not perceived by women and their families as being 
competent and legitimate obstetric authorities who can 
be trusted to take decisions or to intervene during the 
birth process, and this may raise trust and credibility 
issues.

“I think that a NM can take charge (of intrapartum 
care). You don’t need to have a doctor exclusively for 
this.” (A clinical coordinator)

Participants also mentioned that the current model 
of payment of health insurance companies could be an 
important barrier to the CMIC. Clinical coordinators 
and managers informed that health insurance companies 
currently pay the hospital lower fees for VD performed 
by a NM than by an OB- GYN. Managers pointed that this 
financial model incentivises the hospital to support that 
physicians conduct all VDs, to avoid loss of revenue. On 
the other hand, OB- GYNs were reluctant to take full clin-
ical responsibility for the VD of women who were going 
to be managed by NMs throughout labour, as they felt 
that the OB- GYN would not be well informed about these 
women’s labour progress and any previous interventions.

“And who is going to be responsible for each patient? 
Because you can’t put all the responsibility in the 
hands of the doctor, and let a nurse- midwife there 
(taking care of the woman), and the doctor doesn’t 
even know what is going on. It’s complicated.” (An 
OB- GYN)

OB- GYNs also recognised women as key stakeholders 
to system change and raised concerns about women’s 
acceptability of the proposed model of care that could be 

Table 1 Characteristics of focus group and interview participants, Hospital Maternidade Santa Joana, São Paulo, Brazil, 2019

Participant category
Number of participants and 
interviews/focus groups Area of activity

Years working in 
the hospital*

OB- GYN
4 face- to- face interviews 2 obstetric triage/ emergency unit (day shifts)

2 labour and delivery ward (day shifts)
15 (6–28)

Anaesthetist 1 face- to- face interview labour and delivery ward (day shift) 25

Clinical coordinators (3 
OB- GYNs, 2 NMs)

5 face- to- face interviews 2 obstetric triage/ emergency unit
3 labour and delivery ward

10 (1–18)

Managers
2 face- to- face interviews 1 finance department

1 NM
11, 18

NM
7/2 focus groups 4 labour and delivery ward (night shifts)

3 labour and delivery ward (day shifts)
6 (1–8)

Women 7/2 focus groups All had university degrees Age: 35 (33–39)

*Median (range).
NM, nurse- midwives; OB- GYN, obstetrician- gynaecologists.
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perceived as potentially threatening the receipt of high 
quality care. These OB- GYNs anticipated that women 
might consider that being mostly cared for by a NM could 
be perceived as lower quality care because, culturally, 
Brazilian women in private maternities expect and prefer 
physician- led care.

“I think that our Brazilian patient who comes to a pri-
vate maternity like HMSJ does not want to be cared 
for by a nurse- midwife. She will think that this is sub-
optimal care; that’s my impression. I think that this is 
a risk. I think that the patient needs to be informed 
that this is the way things work here: if you have a 
low- risk pregnancy and you come (to the maternity) 
to have a vaginal delivery, in principle, you will be 
cared for by a nurse- midwife. The woman has to be 
informed. Then, she can accept (this type of intra-
partum care), or she can decide not to come (to this 
maternity).” (An OB- GYN)

The participants identified two mechanisms of effect for 
change factors targeted at women as important to imple-
ment the collaborative model: prenatal education, and a 
communication strategy about the benefits of CMIC. The 
information conveyed to women should emphasise that 
the CMIC is the “state of the art” model for good obstetric 
care, and that it is widely used in high income countries. 
The participants stated that one of the potential positive 
effects of implementing the CMIC would be the increase 
in the number of VD because NMs are typically less inter-
ventionists and foster a sense of trust and serenity to 
women in labour.

Views of NMs about a CMIC
NMs expressed concerns regarding professional roles, 
relationships, and power dynamics between physicians 
and NMs. Several NMs anticipated that some OB- GYNs 
would feel threatened by their new roles or would not 
trust their professional competencies, and these atti-
tudes could be potential barriers to the implementa-
tion of the collaborative model. The NMs considered 
themselves qualified and to have the professional skills 
required to manage low- risk women during labour and 
delivery. However, they acknowledged that some of their 
colleagues currently working in the labour and delivery 
ward were not fully prepared, or lacked the necessary 
experience or confidence, to take on the more active role 
required of NMs in a CMIC.

The participants were confident that the hospital had 
all the resources needed to implement a CMIC and 
perceived the maternity’s shared commitment to reduce 
CS rates.

Regarding the final responsibility for women’s health 
and delivery outcomes in a CMIC, most NMs agreed 
that responsibility should be shared between NMs and 
OB- GYNs.

“I think that when you work in a team, and he (the 
doctor) is present all the time, he knows what is going 

on, and he trusts the work of the NM. I think that 
the NM will not run away from responsibility when 
the doctor takes over, she will be his partner. So, 
when it’s time to sign (hospital documents), or to fi-
nalize a partogram, the doctor and the NM will both 
sign. Responsibility for the care of the patient will be 
shared by the doctor and the NM.”

NMs pointed that organisational logistics could be a 
potential barrier for the implementation of a collabora-
tive model of care because the increasing number of VD 
would require extra labour and delivery rooms, and more 
NMs to manage the larger number of labouring women.

NMs did not reach an agreement about their views 
of women’s acceptability of a collaborative model. They 
predicted that while some women would refuse being 
cared for by a NM, others might feel more comfortable 
with this model of care, and a third group would be 
indifferent to the professional responsible for their care. 
However, given the current Brazilian model of physi-
cian- led obstetric care in the private sector, participating 
NMs thought that it will be challenging to increase their 
role and to implement a CMIC in this setting.

“The role of the doctor is more important. Because 
in this social class (of women managed at HMSJ), the 
doctor is much more valued. He is more visible, he 
stands on a pedestal, while the NM is (down) here, 
she is the woman’s pal, her little friend.”

Similar to the OB- GYNs, NMs thought that a commu-
nication strategy for women about the benefits of CMIC 
was an important mechanism of effect to achieve change 
factor. This communication or marketing strategy should 
clarify the role and importance of NMs in the CMIC, and 
that this model of care is the gold standard for low- risk 
women who want to have a safe and humanised child-
birth. They predicted that after a transition period, 
women would accept the new model of care.

Views of women about a CMIC
Women were asked about the acceptability of a CMIC in 
which NMs would have a more active role in caring for 
low- risk women during labour and delivery. Their initial 
reaction was confusion and perplexity, mixed with a sense 
of insecurity and uncertainty regarding this new model of 
care due to unawareness that NM were professionals qual-
ified to manage labour and delivery. After a process of 
reflection, the participants expressed different opinions; 
some women were receptive towards this model of care 
while others did not find it acceptable. These differences 
were rooted in each woman’s preferred mode of delivery. 
We did not select women according to mode of birth 
preferences; therefore the focus groups included women 
who stated that they preferred an elective CS, women who 
preferred a vaginal birth, and those who did not have a 
clearly defined birth preference at the time. While the 
women who preferred a scheduled CS were sceptical 
about the collaborative model, those who wanted to have 



6 Colomar M, et al. BMJ Open 2021;11:e053636. doi:10.1136/bmjopen-2021-053636

Open access 

a vaginal birth were more favourable and open to a shift 
in the delivery care paradigm.

“…I would not mind having a NM deliver my baby.”

“Me neither, as long as she showed me, at the time, 
that she had the necessary knowledge and that she 
was capable of providing a humanised birth too…
Because the care that we receive also has to be the 
best.”

Women’s perceptions about the skills of NMs were 
rooted in their perspective of the traditional physi-
cian- led medicalised obstetric care offered in most private 
Brazilian maternities. The professional competences of 
NMs were largely ignored or not well understood, and 
they were viewed by the women as mere assistants to 
the OB- GYNs. Some women were open to be cared for 
by a NM during labour and birth, as long as her work 
was directly supervised by an OB- GYN who was nearby 
and immediately available to intervene in case of need. 
On the other hand, all women valued the role of NMs 
in providing respectful, humanised care and emotional 
support during labour and birth.

“I think that, whether you want to or not, you have a 
lot of confidence in what doctors say. (…)… it’s some-
thing that is embedded in people’s heads, it is associ-
ated with safety and care. A NM, in my opinion, is 
something like… a companion to the doctor, but she 
is not the doctor. So, I think that there are situations 
where it is OK to have a NM (taking care of women). 
For instance, if I arrived and I’m giving birth outside 
(of the labour ward), or there isn’t enough time to 
go up, then it’s great to have someone there to help 
me; it could be a fireman, it could be anyone. Or if I 
am (giving birth) in a taxi…it could be the cab driv-
er; as long as everything went well, if everything was 
OK. But if I have the choice of being in a hospital, I 
would really like the option to have a doctor (taking 
care of me).”

Table 2 summarises the main barriers and facilitators 
for the implementation of the CMIC derived from the 
interviews and focus group discussions with hospital 
personnel and women, stratified according to the three 
levels proposed by Kingdon et al.15

DISCUSSION
This study looked at the factors affecting the feasibility 
and acceptability of implementing a CMIC, a model that 
challenges the current intrapartum care paradigm in most 
private Brazilian hospitals. We found a strong agreement 
in the views and perspectives of different stakeholders on 
the critical factors that may influence the implementation 
of a collaborative midwifery- obstetrician model of intra-
partum care. HCPs thought that factors related to the 
health system structure and organisation would have the 
greatest impact on the implementation of this strategy.

NMs working in a CMIC need to be trusted, respected 
and supported by whole hospital staff, including 
OB- GYNs, hospital managers and directors.29–31 Although 
most HCPs believed that NMs had the required skills to 
manage low- risk women during labour and delivery, some 
physicians and NMs raised concerns about the compe-
tence and lack of experience of some individuals. Simi-
larly, a 2018 systematic review on organisational barriers 
and facilitators to the implementation of non- clinical 
interventions to reduce unnecessary CS reported that 
in hospitals/facilities implementing midwifery led care 
models, there was dissatisfaction from doctors who felt 
their professional identity and the safety of women was 
compromised by relinquishing lead professional respon-
sibility to midwives.15 All HCPs agreed on the importance 
of ensuring that the NMs who participate in the CMIC 
are adequately trained and have sufficient experience to 
provide high- quality obstetric care to labouring women, 
and pointed to the potential risks and threats to sustain-
ability if this is not guaranteed. There is increasing 
evidence that poor midwifery education and lack of prac-
tical experience are important barriers to the provision 
of quality midwifery care in low- and middle- income 
countries.32

Since skilled and experienced NMs are essential in this 
model of care, hospital managers will need to revise the 
skillsets required when hiring new NMs to work in the 
labour and delivery wards of private hospitals, and poten-
tially upskill current NM employees through in- service 
training. However, NMs competencies in providing good 
intrapartum care to private patients will only be valued 
when the delivery care paradigm changes. As pointed 
by some participants, efforts to reduce unnecessary CS 
by implementing a CMIC should also take into account 
the potential logistics and human resources barriers that 
will naturally appear as the number of VD increase. The 
hospital must be prepared to provide more private labour 
and delivery rooms to accommodate the increasing 
number of women who will require longer time to give 
birth vaginally, and hire more NMs to manage these 
women, leading to increased financial costs. However, in 
the future, these changes in the institution’s infrastruc-
ture and human resources to fully implement a CMIC 
could lead the maternity hospital to be seen as a refer-
ence centre in the private sector for safe vaginal births 
of low- risk women who are not managed by their own 
private physicians.

Current differences in payments for VD by health insur-
ance companies according to the professional in charge 
of delivery incentivise that OB- GYNs conduct all vaginal 
births, leading to potential conflicts in the roles of NMs 
and physicians regarding who should assist the delivery. 
OB- GYNs expressed worries about having to take full 
clinical responsibility for the delivery of women who had 
been mostly managed by NMs in a collaborative model, 
to avoid loss of hospital revenue. A reform in the current 
payment system for VDs by insurance companies could 
facilitate the implementation of a collaborative model 



7Colomar M, et al. BMJ Open 2021;11:e053636. doi:10.1136/bmjopen-2021-053636

Open access

Table 2 Stakeholders’ views of the main barriers and facilitators to implement a collaborative model of intrapartum care at a 
private maternity hospital in Brazil

Barriers related to health system, 
organisational and structural factors

Barriers related to human and cultural 
factors

Mechanisms of effect to achieve 
change factors

Views of physicians, clinical coordinators and hospital managers

Belief that the university curriculum and 
professional training of Brazilian NMs is 
deficient and therefore they are not prepared 
to manage labour and delivery

Perception that some NMs do not have the 
necessary skills and experience, and lack 
confidence, to assist women during labour 
and delivery

Reassure OB- GYNs they will not lose their 
jobs as NMs assume a more active role 
during labour and delivery

The current financial model of insurance 
companies incentivises all vaginal deliveries 
be conducted by OB- GYNs

OB- GYNs predict that some women/families 
will not perceive NMs as credible obstetric 
authorities and will perceive management 
by a NM during labour and delivery as lower 
quality of care

Most medical staff need to believe that 
NMs have adequate technical abilities and 
skills to manage the labour and delivery of 
low- risk women

OB- GYNs are reluctant to take full clinical 
responsibility for the vaginal delivery of 
women who were managed by NMs during 
labour because of insurance companies’ 
financial model

  Disseminate information to potential 
users that the hospital has a trained team 
of dedicated NMs and OB- GYNs who 
work collaboratively to ensure a safe and 
humanised birth experience

    Involve OB- GYNs in the promotion and 
implementation of the collaborative model 
of care

    Designate a specific OB- GYN for each 
woman managed by a NM. Even if this 
physician is not permanently present 
during labour and at delivery, it would 
increase women’s acceptability of being 
cared by a NM

Views of nurse midwives

As the number of vaginal deliveries increase, 
the hospital will need to create more private 
labour and delivery rooms and hire more 
NMs for all shifts. This will increase costs for 
the hospital

Perception that some NMs do not have the 
required skills, training, experience, and 
confidence to manage women during labour 
and vaginal delivery

Promote and foster a climate of trust and 
respect for the work and competence 
of NMs within the institution and in all 
multiprofessional teams

  Perception that some OB- GYNs do not trust 
NMs’ competence to care for women during 
labour and delivery

Grant greater autonomy to NMs and 
encourage those who are better trained 
to start taking care of low- risk vaginal 
deliveries

  Some women will not accept being taken 
care of by a NM in a private hospital

Increase the participation of NMs in 
antenatal care and in the emergency/
obstetric triage department to establish 
a relationship with women before their 
admission in labour, and to foster their 
trust in the technical competence of NMs

    Assure that OB- GYNs are quickly available 
when NMs ask for support or when 
complications arise. NMs need to know 
that they can count on this safety net 
when needed in the management of low- 
risk women

    Clear definitions of NMs’ and OB- GYNs’ 
professional, administrative, and financial 
responsibilities in the collaborative model 
of care

Views of Women

  The women who preferred a scheduled CS 
were sceptical about the collaborative model

Women willing to have a vaginal birth were 
more favourable and open to a shift in the 
delivery care paradigm

Continued
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of care and the reduction of CSs in the private sector 
in Brazil. This is currently being discussed between the 
national agency that regulates the private health sector 
and the association of health insurance companies.

All participants mentioned the Brazilian cultural expec-
tation that an OB- GYN be present in all vaginal births in 
private hospitals, and how this could be an important 
barrier to the implementation of a CMIC. This can be 
relevant in settings where private maternities compete 
to attract potential customers by tying to fulfil their 
perceived needs. This cultural factor could be crucial to 
the success or failure of the implementation of this model 
of care, and may require communication campaigns to 
change established stereotypes and views. Mass media 
campaigns have been recommended to change popula-
tion health behaviours33 34 and may be a useful approach 
to address these fears. HCPs, managers and coordina-
tors in our study suggested educational interventions 
during antenatal care, or targeting women who visit the 
hospital, to explain the competence and role of NMs in 
providing good quality and safe intrapartum care and 
to present the collaborative model as the gold standard 
of care for humanised vaginal births in low- risk women. 
There is evidence to support educational interventions to 
reduce unnecessary CS,4 35 and these could help to estab-
lish a basis for more informed and meaningful dialogues 
between women and HCPs. While we wait for the effects 
of these educational strategies and a payment reform, 
a possible solution is to continue having an OB- GYN 
present at all VD, working in close collaboration with the 
NM who managed the woman throughout labour.

A positive response to this model could be anticipated 
because of the growing number of Brazilian women who 
are looking for less medicalised intrapartum care, and 
who value the more comforting and empathetic care 
provided by NMs. According to a recent study conducted 
in a public hospital in southern Brazil, women managed 
by NMs during labour and delivery perceived them as 
important in providing non- pharmacological pain relief, 
emotional support and respectful, humanised care.36 Our 
pregnant participants mentioned exactly the same attri-
butes as reasons for valuing the work of NMs.

Studies in high- income countries also reported that NMs 
had concerns about the limited trust in their skills and 
competence, and the lack of support for their role in some 
organisations and systems.16 17 19 37 Strategies that promote 
a greater involvement of NMs in a CMIC seem to be an 

adequate response to the need to ‘demedicalise’ low- risk 
births which represent most of the obstetric population.

While in many countries NMs are the primary HCP during 
labour and perform most VD, the participation of NMs in 
intrapartum care is limited in Brazil.38–40 According to a 
large study involving 266 Brazilian hospitals and nearly 11 
500 vaginal births, NMs conducted only 7.2% of VD in the 
private sector.41 The same study reported that CS rates were 
significantly lower in settings where NMs were part of the 
labour care team than in physician- led care settings (41.4% 
vs 58.4%, respectively), illustrating the potential benefits of 
collaborative obstetric care in Brazilian hospitals.

This study had several strengths. The data were coded 
and classified into categories by two researchers to limit 
potential biases and inappropriate interpretation of the 
transcripts. Moreover, throughout the analytical process, 
the findings were checked with representatives of the study 
population. The inclusion of different types of participants 
allowed us to obtain different perspectives and to reach 
feasible and culturally tailored recommendations. Previous 
studies have assessed views of HCPs on the implementation 
of midwife- led models of care.18 19 However, we did not iden-
tify other qualitative studies that included the views of other 
key stakeholders about the implementation of this model of 
care. Finally, this is the first publication on barriers and facil-
itators to the implementation of a CMIC in Brazil.

We acknowledge that the findings of this study may not 
be transferable to all private maternities in Brazil or other 
countries. However, they could be applicable to similar, large 
private institutions that also have high CS rates, and this anal-
ysis is an important starting point to address the very high CS 
rates in private settings. The set of questions that we devel-
oped to guide the interviews and focus groups based on the 
WHO generic protocol can be useful for other investigators 
who want to identify barriers and facilitators to the imple-
mentation of a CMIC in their own settings. These questions 
can also be useful for future updates of the generic protocol 
created by WHO.14

CONCLUSION
We identified important barriers and facilitators to the 
implementation of a CMIC in a large private mater-
nity hospital. Factors related to the health system struc-
ture and organisation may have the greatest impact on 
the implementation of this model of care. The CMIC is 
more likely to succeed if stakeholders’ concerns about 

Barriers related to health system, 
organisational and structural factors

Barriers related to human and cultural 
factors

Mechanisms of effect to achieve 
change factors

  NM capabilities were largely ignored by 
women

All women valued the role of NMs in 
providing respectful, humanised care 
and emotional support during labour and 
delivery

CS, caesarean section; NM, nurse- midwife; OB- GYN, obstetrician- gynaecologist.

Table 2 Continued
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responsibilities, workload, power and financial revenues 
are addressed, and if educational interventions targeted 
at women are deployed prior to its implementation.
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