
 

Issues With Midwife-Obstetrician Collaborations: 

An Analysis of Three Medical Malpractice Cases 

 

 

Yumiko Yamazaki, Kawasaki City College of Nursing, Japan 

 

 

The Barcelona Conference on Education 2024 

Official Conference Proceedings 

 

 

Abstract 

Purpose: Midwives and obstetricians are involved in making critical decisions regarding the 

safety of both the mother and child; hence, an adequate collaboration between them is 

imperative. This study aimed to identify issues in midwife-obstetrician collaborations by 

examining three representative perinatal medical malpractice court cases between 1999 and 

2021. In Japan, researching judicial decisions is considered literature research; therefore, an 

ethical review was not necessary. 

Methods: A legal datatbase was comprehensively searched using keywords "medical accident" 

and/or "childbirth," yielding 122 relevant cases, of which three were selected based on specific 

criteria. Three cases were selected from this pool for the present study. The selection criteria 

focused on cases where plaintiffs prevailed and where collaboration between midwives and 

obstetricians played a significant role. 

Results: In Case 1, the midwife's prompt recognition of potential risks and the implementation 

of preventive measures were deemed necessary. Case 2 highlights the importance of practical 

skills and decision-making. Regular training of midwives during neonatal resuscitation is 

crucial. Case 3 emphasizes the midwife's role in independently monitoring the fetal heart rate 

and accurately interpreting the readings, encouraging exercising judgment and taking 

appropriate action.  

Conclusion: This study emphasizes the need for midwives and obstetricians to leverage their 

respective expertise, maintain constant communication, and collaborate to provide optimal 

care and prevent medical accidents. Recognizing problems with such collaborations and 

addressing them in postgraduate education is essential. 

 

 

Keywords: Collaboration, Midwife, Malpractice, Resuscitation, Obstetrician, Patient Care 

Team 

 

 

 

 

 

 

 

 

 

iafor 

The International Academic Forum 

www.iafor.org  



 

Introduction 

 

Approximately 38,000 midwives are employed in Japan across various settings, including 

hospitals, clinics, and midwifery centers (Ministry of Health, Labour and Welfare, 2022). A 

midwife's role includes monitoring the progress of the delivery appropriately and providing 

accurate advice to pregnant women when necessary. They also contribute to the overall health 

support of mothers and children by ensuring a safe birthing environment and remaining 

actively involved in postpartum care. These advanced midwifery practices, which emphasize 

the autonomy of midwives, are recognized as crucial care standards globally (World Health 

Organization, 2016). Additionally, inter-professional collaboration is crucial because of the 

potential unforeseen risks associated with childbirth (Romijn et al., 2018). The collaboration of 

midwives with obstetricians is especially important, as midwives and obstetricians work 

together to make the necessary decisions that prioritize the safety of both the mother and child. 

Midwives and obstetricians are obliged to provide care based on their professional knowledge 

and skills, as well as to fulfill their responsibilities according to their respective roles (Ishibiki 

et al., 2013). Conversely, inadequate collaboration between them can cause adverse effects 

(Leonard et al., 2004; Manser, 2009). Cases in medical practice have been reported in which 

this collaboration has been problematic, highlighting the need for improved collaboration and 

communication among healthcare professionals (Berglund et al., 2008; Weller et al., 2014; 

Eggermont, 2015). Professional rivalries and philosophical differences in childbirth practices 

generate significant tension in clinical settings (Behruzi, 2017). Some surveys mention power 

imbalances, a lack of trust, and mutual acquaintances as causes (Van et al., 2016). Midwives, in 

collaboration with obstetricians, can provide continuous care to women experiencing 

complications during pregnancy and/or childbirth (Skinner et al., 2010). A positive and open 

relationship that fosters frank discussions is deemed crucial for effective collaboration between 

midwives and obstetricians (Schmiedhofer et al., 2021). However, there is a notable dearth of 

research investigating strategies to facilitate collaboration between the two professions 

(Manser, 2009; Adeyemo et al., 2022). and satisfaction with collaboration with other obstetric 

care providers (Warmelink et al., 2017). Limited evidence hinders the development of best 

practices and guidelines to promote successful partnerships between midwives and 

obstetricians. Further research is needed to explore and identify effective approaches, 

communication techniques, and interventions to enhance collaboration and teamwork between 

midwives and obstetricians. Particularly, there is a scarcity of studies that have thoroughly 

analyzed the underlying factors contributing to inadequate collaboration between midwives 

and obstetricians, which often leads to medical errors. Furthermore, research exploring 

practical measures to prevent the recurrence of such errors is lacking.  

 

Therefore, this study aimed to investigate the issues with collaboration between midwives and 

obstetricians using three representative medical malpractice court cases in which collaboration 

between the two professions was questioned. By leveraging these findings, this study seeks to 

contribute to the prevention of medical errors and adverse events by reducing the associated 

risks and improving collaborative practices between midwives and obstetricians. The issues 

identified in this study are relevant and useful in modern healthcare practices. 

 

Methods 

 

In Japan, researching judicial decisions is considered literature research; therefore, informed 

consent is exempted (as stated in Article 82 of the Constitution: Public access to court 

proceedings, Article 91 of the Code of Civil Procedure: Inspection of case records, Article 13 

of the Copyright Act: Works that are not the subject of rights, etc.). Ethical considerations 



 

ensured the privacy and confidentiality of the individuals and medical facilities included in this 

study. Moreover, descriptions that could potentially identify individuals or specific medical 

institutions were deliberately avoided when citing court cases. As this study is a literature 

review, an ethical review was not necessary. 

 

This study involved the collection and analysis of perinatal medical malpractice court cases 

from 1999 to 2021 using a legal database (TKC Law Library, 2022). This approach can be 

considered a form of literature review wherein the cases serve as valuable sources of 

information. The chosen timeframe of approximately 20 years is significant because of Japan's 

focus on enhancing medical safety measures during this period, driven by a history of similar 

recurring incidents. 

 

From April to December 2020, a comprehensive search was conducted using the keywords 

"medical accident" and/or "childbirth" to identify 122 relevant court cases. Three cases were 

selected from this pool for the present study. The selection criteria focused on cases where 

plaintiffs prevailed and where collaboration between midwives and obstetricians played a 

significant role. However, the following cases were excluded: those where the primary fault of 

medical malpractice was attributed to the individual judgment of a midwife or physician and 

those where it was impossible to examine the issue with collaboration between both parties 

unless the fault was rectified. 

 

The three cases were chosen because they presented clear and well-documented actions of the 

midwives and circumstances in chronological order, allowing detailed analysis and 

examination. The analysis method involved organizing the identified issues, studying the 

arguments presented by the parties involved, and determining the background information of 

the cases. Organization was achieved by utilizing a medical progress chart prepared in 

chronological order following the guidelines outlined (Supreme Court of Japan, 2007). The 

chronological arrangement of the chart allowed a systematic examination of the case details, 

facilitating a comprehensive analysis of the issues at hand. In conducting the case review, 

utmost efforts were made to maintain objectivity. This involved a comprehensive evaluation of 

the scientific basis, evidence, testimonies, and statements presented by the parties involved in 

the trial. Three experts supervised the review process to ensure the validity of the analysis, 

thereby contributing to a rigorous and well-informed assessment. 

 

Operational Definitions of Terms 

 

Collaboration Between Midwives and Obstetricians 

 

This refers to the cooperative and coordinated efforts between a midwife and an obstetrician, 

working together towards the shared objective of reducing the incidence of medical errors and 

adverse events in obstetric care. The goal of this collaborative approach is to ensure the safety 

and well-being of both the mother and child by leveraging each professional’s unique expertise 

and skills. 

 

 

 

 

 

 

 



 

Results 

 

Case 1 (Tokyo District Court, May 20, 2002), LEX/DB Reference No. 28071876 

 

1) Case Overview 

 

In this case, the plaintiff, a first-time mother A, had been diagnosed with impending premature 

labor and was prescribed tablets for uterine contraction inhibition (ritodrine hydrochloride). 

However, A experienced increased lower abdominal pain, leading her to contact her doctor, 

who worked at a university hospital, seeking guidance. A was admitted to the hospital (at 35 

weeks and 5 days of pregnancy) on the doctor’s instructions; the obstetrician, in collaboration 

with a midwife, provided general medical care. Approximately 20 min after admission, the 

midwife was instructed by a doctor to perform cardiotocography (CTG). Despite attempts to 

perform CTG, the fetal heartbeat could not be confirmed. Subsequently, the obstetrician 

confirmed advanced bradycardia using ultrasonography. Baby B was delivered via an 

emergency cesarean section. Unfortunately, the premature separation of the normally 

implanted placenta resulted in severe neonatal temporal death and subsequent disability, 

specifically cerebral palsy, in baby B. 

 

2) Issue of Law 

 

The primary point of contention was whether or not the hospital acted negligently by failing to 

promptly measure the fetal heart rate using CTG after the patient's arrival at the hospital. 

 

3) Court Judgment on the Issue 

 

The court determined that when Mother A was admitted to the hospital for the first time, she 

exhibited severe lower abdominal pain, pale complexion, cold extremities, and a rigid 

abdomen. These symptoms were indicative of the initial signs of premature separation of the 

normally implanted placenta. Consequently, the doctor had a duty to promptly measure the 

fetal heart rate. Given that the doctor was conducting the examination in collaboration with the 

midwife, it was possible for them to concurrently attempt to perform a CTG while conducting 

the general examination. However, the doctor failed to initiate the measurement of the fetal 

heart rate, prioritizing vital signs and internal examination instead. 

 

Case 2 (Osaka High Court, September 13, 2005), LEX/DB Document No. 28110568 

 

1) Case Overview 

 

In this case, Mother C was admitted to the hospital with a diagnosis of placenta previa. Due to 

genital bleeding, she underwent a cesarean section at 31 weeks and 4 days of pregnancy. Upon 

birth, baby D displayed poor general color and weak muscle tone, with an Apgar score of 7 at 1 

min. The obstetrician administered oxygen using an artificial manual breathing unit bag and 

noted a slight improvement in baby D's condition. Subsequently, the infant was placed in an 

incubator with oxygen support and was prepared for transport to the neonatal intensive care 

unit (NICU) for further care in the prematurity room. The obstetrician entrusted baby D to the 

midwife after leaving the operating room and proceeded to the prematurity room via the stairs. 

Meanwhile, the midwife applied an oxygen mask to baby D's mouth and administered oxygen 

during transport, which involved using an elevator. Unfortunately, baby D experienced 

respiratory failure and exhibited severe cyanosis during transport. Despite the midwife's 



 

attempts to stimulate the baby, his condition did not improve, and she was unable to take 

further action. Upon arrival at the NICU, the obstetrician attended to baby D, but he was left 

disabled due to cerebral palsy. 

 

2) Issue of Law 

 

The main issue in this case pertains to whether or not there was negligence in respiratory 

management during the transport of the premature baby to the NICU. 

 

3) Court Judgment on the Issue 

 

The court determined that the obstetrician, who proceeded to the NICU ahead of baby D and 

entrusted baby D’s transport to the NICU to the midwife, acted negligently by failing to 

respond appropriately to the respiratory failure that occurred during transport. 

 

Case 3 (Kyoto District Court, October 13, 2006), LEX/DB Reference No. 28112276 

 

1) Case Overview 

 

First-time mother E had a high blood pressure of 150/100 mmHg at the time of admission to the 

hospital. Fetal heart rate monitoring ("admission monitoring") showed a normal baseline heart 

rate of 140-150 bpm, but no acceleration was observed. The baseline variability was generally 

poor, with a single deceleration episode. The midwife brought the recordings to the obstetrician 

for instructions, and at the obstetrician's discretion, the CTG was removed. About an hour later, 

the midwife independently measured the fetal heart rate using CTG for approximately 2 min. 

She observed a baseline fetal heart rate of 140 bpm, but baseline variability was poor. However, 

she did not report these findings to the obstetrician. Approximately 2.5 hours later, the midwife 

used a fetal Doppler to measure the fetal heart rate, which was found to be 104-108 bpm. 

Realizing a significant decrease in the baseline heart rate, the midwife promptly reattached the 

CTG and resumed fetal heart rate monitoring. The baseline heart rate had further reduced to 

100-110 bpm. The midwife sought assistance from other midwives and an obstetrician. Upon 

the obstetrician's arrival in the labor room, the fetal heart rate had dropped to 70-80 bpm, and 

meconium staining of the amniotic fluid was observed, indicating an emergency situation. 

Subsequently, an emergency cesarean section was performed. As a result of the premature 

separation of the normally implanted placenta, mother E delivered baby F in a state of severe 

fetal neonatal distress. Baby F was diagnosed with cerebral palsy and was not expected to 

recover. Additionally, mother E developed disseminated intravascular coagulation syndrome 

and underwent upper vaginal ablation, rendering her unable to deliver in the future. 

 

2) Issue 

 

The issue was whether or not there was negligence in breaching the duty to continue 

monitoring the progress of mother E after the CTG was removed. 

 

3) Judgment by the Court on the Issue 

 

Considering that mother E was diagnosed with gestational hypertension and was at a higher 

risk of experiencing premature separation of the normally implanted placenta, the obstetrician 

had a duty to order continuous or intermittent fetal heart rate monitoring upon receiving the 

admission monitoring report from the midwife. The court determined that the duty of care had 



 

been breached. Furthermore, the court recognized that relying solely on fetal heart rate 

measurements was insufficient for the midwife to adequately monitor the condition. Fetal heart 

rate monitoring could detect bradycardia and tachycardia but could not detect transient 

fluctuations in fetal heart rate or its relationship with uterine contractions. 

 

Discussion 

 

This section analyzes the factors contributing to inadequate collaboration between midwives 

and obstetricians and proposes necessary measures to reduce the risk of medical errors and 

adverse events. It also discusses the associated legalities and provides evidence that the 

measures proposed here are useful. 

 

Failure to Promptly Measure the Required Parameters 

 

When mother A was admitted to the hospital, she presented with severe lower abdominal pain, 

which was indicative of the premature separation of the normally implanted placenta. 

Additionally, her pale face, cold extremities, and stiff abdomen were signs of a potentially 

serious condition (Brandt et al., 2023). It was crucial for the midwife, who examined the patient 

alongside the doctor, to recognize the significance of the initial response upon admission and 

consider appropriate measures accordingly. The court also emphasized the importance of 

dividing the attention and responsibilities of obstetricians and midwives in providing medical 

care. The case summary suggests that the midwife could have attempted to prepare for CTG 

while the doctor examined the patient. This case highlights that relying solely on waiting for a 

doctor's instructions is insufficient to safeguard the life of a newborn. Eggermont showed that 

adequate education with solid expertise in fetal heart rate monitoring can maximize the 

likelihood of a safe delivery (Eggermont, 2015). Therefore, midwives must recognize the 

potential risks and complications associated with delivery and promptly consider preventive 

measures and countermeasures. In Case 1, since the primary concern was to assess the health of 

the fetus, continuous real-time monitoring of the fetus from the moment of admission, such as 

using a monitoring device, was crucial. To enable such proactive measures, obstetricians and 

midwives need to discuss how to collaborate effectively on a daily basis. The foundation for 

this collaboration lies in establishing a good working relationship between the two parties. In 

Japan, midwives are legally permitted to assist with normal deliveries (Health Nurse Midwife 

and Nurse Practitioner Act, Article 3). However, in abnormal deliveries, such as that in this 

case, it is essential for midwives to follow the doctor's instructions while communicating their 

perspectives and implementing their care practices (Ministry of Health, Labour and Welfare, 

2021). 

 

A case similar to those included in the present study is one with the verdict of the Supreme 

Court on April 28, 2017, wherein a pregnant woman who had developed placental abruption 

during hospitalization died after an emergency cesarean section was performed when the 

midwife reported the inability to detect fetal heartbeats to the physician. 

 

Inappropriate Respiratory Management During Transport to the NICU 

 

It was important to predict the risk of deterioration during the transportation of baby D, who 

was delivered by cesarean section at 31 weeks of gestation. Furthermore, it was necessary to 

discuss with the obstetrician who should transport the newborn and in what manner. Failure to 

follow such procedures would likely result in an inability to respond appropriately if the 

newborn's condition deteriorates, thereby increasing the likelihood of litigation, as in this case. 



 

In the trial, the negligence of the obstetrician, who proceeded to the NICU ahead of the 

midwife, was recognized. However, it is necessary to consider the practical skills of the 

midwife who only provided oxygen supplementation using a mask. This is because midwives 

have a professional responsibility for their own decisions and actions (International 

Confederation of Midwives, 2008). The Japanese Society of Obstetrics and Gynecology 

developed the Japanese version of the Neonatal Cardio-Pulmonary Resuscitation (NCPR) 

guidelines and started conducting training workshops for perinatal healthcare providers (The 

Japanese Society of Obstetrics and Gynecology, 2007). This initiative plays an important role 

in providing healthcare providers with the necessary knowledge and skills for neonatal 

resuscitation and preparing them for emergencies immediately after birth. Midwives involved 

in deliveries should receive regular training based on the "Guidelines for Neonatal 

Resuscitation" and acquire the latest resuscitation techniques to be able to perform newborn 

resuscitation at any time (Murakami, 2018). The importance of the systematic repetition of 

knowledge and skills through training programs is obvious (Cetinkaya et al., 2022). Failing to 

do so would likely be considered a breach of the duty of care. This is because, in a medical 

accident, the existence of a breach of duty of care is determined by nursing standards, which 

assume a certain level of nursing knowledge and skills at that time (Ishii, 2015). 

 

A case similar to the ones included in the present study is the Osaka District Court, January 24, 

2023 case, wherein a newborn baby at 4 h of age showed facial cyanosis, pallor, decreased 

muscle tone, and moaning; the midwife stimulated the baby to encourage breathing, but the 

pallor did not improve. 

 

Failure to Identify Fetal Distress in Fetal Monitoring 

 

Dr. D, who instructed that admission monitoring be discontinued, did not provide any specific 

instructions to the midwife. The midwife only performed hourly fetal heart rate monitoring 

using Doppler and did not report it to the doctor despite noticing the lack of baseline variability. 

According to the obstetric clinical practice guidelines, primiparous woman E required 

continuous monitoring (The Japan Society of Obstetrics and Gynecology, 2020). Furthermore, 

during inpatient monitoring, her baseline variability decreased, and a single episode of 

bradycardia with a late deceleration pattern occurred. Based on the classification of fetal heart 

rate waveforms, the waveform was classified as level 3 (mildly abnormal waveform), 

indicating the need for continuous surveillance (The Japan Society of Obstetrics and 

Gynecology, 2020). According to the causal analysis report from the obstetric medical 

compensation system, abnormalities were observed in 28.1% of the inpatient fetal heart rate 

tracings, and cases with early deceleration or mild, variable deceleration accounted for 15.6% 

(The Japan Obstetric Compensation System for Cerebral Palsy, 2015). To improve the quality 

of obstetric care and prevent recurrence, midwives and other healthcare professionals should 

undergo training to accurately assess fetal heart rate waveform patterns. Midwives are 

responsible for independently managing labor and delivery without relying solely on the 

instructions of obstetricians. As part of their specific duties, midwives must continuously or 

intermittently monitor the fetal heart rate and accurately interpret readings. In such cases, 

midwives are expected to exercise their own judgment and take appropriate actions. 

Eggermont (Eggermont, 2015) reported that failure to identify fetal distress during fetal 

monitoring is the most common cause of midwifery liability. However, it has been speculated 

that midwives do not frequently encounter obstetric emergencies or high-risk deliveries, 

making it impossible for them to acquire the skills necessary to manage such events through 

clinical experience alone. Therefore, supplementary training is necessary (Høgh et al., 2021). 

Furthermore, additional safeguards against errors can be implemented in a team setting through 



 

monitoring, double-checking, and mutual backup (Vincent, 2010). Thus, it becomes necessary 

to further explore the effectiveness of collaborative education between midwifery students and 

obstetrics and gynecology residents (Avery et al., 2022). 

 

A case similar to those included in the present research is the one where a midwife reported the 

SpO₂ (saturation of percutaneous oxygen), respiratory rate, heart rate, tachypnea, and weak 

effort of the baby but failed to report facial cyanosis, pallor, and moaning, leading to 

negligence. The midwife was found to have violated her duties of continuously preparing for 

CTG and of reporting the fetal condition to the physician (the Gifu District Court verdict on 

November 21, 2012). 

 

Importance of Continuing Education for Midwives 

 

Learning from past mistakes can prevent medical accidents, and the importance of continuing 

education for midwives cannot be over-emphasized (Guidera et al., 2012). Midwifery licenses 

are not renewable in Japan. Therefore, a certification system called Advanced Midwifery was 

created in 2015 (Japan Institute of Midwifery Evaluation, 2015). Advanced Midwives are 

objectively evaluated professionals with advanced knowledge, skills, and the ability to 

independently provide standard midwifery care. They provide in-hospital midwifery care, 

midwifery outpatient services, and care for older women and high-risk expectant mothers. 

They are expected to work in teams and collaborate with physicians and nurses during 

abnormal deliveries. 

 

Owing to advancements in healthcare, the field of midwifery is also constantly evolving. 

Midwives need to acquire the latest knowledge and skills and provide care based on the latest 

guidelines and best practices. Therefore, continuing education is an essential means for 

midwives to promote a safe environment and prevent medical errors. It also helps improve 

skills in teamwork, delegation, and information sharing within the team. 

 

Study Limitations and Conclusion 

 

This study is limited to cases reported in legal databases; therefore, it may not capture the 

complete picture of medical malpractice litigation cases that focus on the collaboration 

between midwives and obstetricians. However, it provides a deeper understanding of the 

collaboration between midwives and obstetricians, which is expected to improve patient 

management, safe childbirth, and maternal and child health. In the United States, there is a 

pressing need to promote effective collaboration between midwives and obstetricians 

(American College of Obstetricians and Gynecologists, 2018). It is equally important to 

establish a similar model in Japan. Further research highlighting the real-life experiences of 

midwives and obstetricians is necessary to achieve this goal. 

 

In conclusion, based on the analysis of situations requiring an immediate response during 

hospital examinations, the transportation of premature infants with immature lung function 

from the operating room to the NICU, or continuous monitoring, midwives and obstetricians 

should leverage their respective expertise, maintain constant communication, and collaborate 

to provide optimal care. This study emphasizes the need for improved collaboration, 

self-improvement, and autonomous decision-making by midwives and obstetricians to enhance 

the quality of care and prevent adverse events. 
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