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Introduction

How does a hospital— a complex organization that coordinates health- 
promoting and life- saving services provided by hundreds of workers 
amid ever- changing science and technology— respond to rapid and 
sweeping policy changes that upend how it all gets paid for? Below are 
excerpts from interviews I conducted with a nurse and an administra-
tor that indicate two extreme views of the impact of such changes on 
the obstetric unit of Fuller Hospital,1 a small, non- profit, community 
hospital in New England:

I had to call [the nurse manager] in tears one night . . . It was one o’clock 
in the morning, and . . . I’m in a room getting an epidural [for a patient], 
and I had three more patients [coming] in . . . I called [the nurse man-
ager], and I said, “I can’t take care of what’s coming.” . . . And that’s a really 
terrible thing to feel like there’s nothing else you can do. (Jamie, Fuller 
Hospital obstetrical nurse)

I think it’s definitely a challenge to go forward with .  .  . so many un-
knowns. I very firmly believe that community hospitals have to have 
that affiliation with a larger entity in order to be able to survive in the 
Accountable Care kind of world. . . . I am grateful that our board and 
our senior administration were so forward thinking that they started ap-
proaching a partnership before we got to a place of financial desperation. 
(Joyce, administrator of Fuller Hospital obstetric unit)2

Both the administrator and nurse are dealing with changes Fuller 
Hospital is facing because of federal and state health- care policy 
changes. The national policy change that swept through the country in 
the 2013– 16 period examined in this book is the Patient Protection and 
Affordable Care Act, more commonly referred to as the Affordable Care 
Act (ACA) or simply Obamacare. This book explores the experience of 
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nurses in the obstetric (OB) unit of Fuller Hospital during this time of 
turbulent health- care policy change. The administrator in the excerpt 
above is looking forward to changes in the hospital as a strategy to deal 
with health- care policy changes; Jamie, an obstetrical (OB) nurse at 
Fuller Hospital, is living with the consequences of those changes— fewer 
support staff, more patients per nurse, and an endlessly busy unit. This 
book examines that tension.

* * *

Health- care provision in the United States has a history of being con-
tentious.3 As such, the ACA is part of a much- debated shift in U.S. 
policy that began in the 1970s in which the federal government began 
to intervene in health services in order to bring health- care costs under 
control.4 The way that U.S. health- care policy has changed since has 
been influenced by this policy trajectory, the spread of large corpo-
rations in the health- care industry, and the ideology and behavior of 
what Paul Starr refers to as reprivatization in which public services are 
transferred to the ownership and/or control of private corporations.5 In 
other words, the ACA cannot be separated from the historical roots of 
how the United States has dealt with health- care provision and payment. 
Thus, although the ACA stands out as a policy that instituted sweep-
ing change, it stayed within the confines of privatized health care with 
only a public option, rather than a fully public system of health- care 
provision.6 Further, because health- care provision is so contentious in 
the United States, the future of the ACA is unclear as of 2017, as I am 
writing. However, regardless of the ongoing health- care- provision saga, 
which, no doubt, will continue beyond the publication of this book, the 
arguments I present should be seen as an example of how rapid health- 
care policy change affects patients and nurses, rather than only a study 
of these specific policy changes’ ramifications.

Let me begin with a very brief overview of how the ACA changed 
the health- care landscape. The most noted and talked about effect of the 
ACA is the spread of health insurance coverage to previously uninsured 
individuals. For example, according to the Congressional Budget Of-
fice and the Joint Committee on Taxation, between the enactment of 
the ACA in March 2010 and February 2016, the number of non- elderly 
Americans who have health insurance increased by twenty million, a 
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change that, no doubt, benefits both society and those newly insured 
individuals.7 A less talked about but still important goal of the ACA 
is to lower health- care costs through a change in clinician and hospi-
tal Medicare and Medicaid compensation.8 For instance, since October 
2012, hospitals have been assessed on quality measures such as read-
missions and patient satisfaction, and federal reimbursements are now 
tied to hospitals’ performance on these measures.9 Further, on January 1, 
2013, Medicare began incentive payments to hospitals that meet certain 
performance measures. This program was funded by decreasing existing 
Medicare payments by 1 percent, with the decrease in payments acceler-
ating to 2 percent in 2017.10 These changes in the structure of Medicare 
and Medicaid payments put new pressure on hospitals, especially small 
hospitals with few resources, to meet stepped- up standards of care. A 
common hospital response to this pressure is to partner with a larger 
and often for- profit health system or hospital that can contribute ad-
ditional financial capital.

In this book I examine Fuller Hospital, a nearly one- hundred- year 
old, small, non- profit, community hospital in New England. After so 
many years of being a community health provider, Fuller Hospital 
sought an acquisition partner and was acquired by a for- profit hospi-
tal system, Waranoke Heath System, on October 1, 2016, after a failed 
acquisition attempt by a partnership between Axiom Health System, 
a for- profit health system, and Elite University in 2015. The hospital’s 
board deliberately sought an acquisition to deal with financial pressures 
that administrators claimed came from policy changes, specifically the 
ACA and changes in state- level health- care policy. I studied OB nurses 
in Fuller Hospital from July 2013, when the administration was actively 
seeking an acquisition partner, through June 2016, just before a sec-
ond acquisition attempt was set to close, to see how the period of rapid 
change affected the nurses and how they cared for patients.

I became interested in studying this topic because of my long- 
standing interest in the social determinants of women’s reproductive 
health. I have studied how reality television programs inaccurately rep-
resent contemporary labor and birth by dramatizing and problematizing 
women’s experiences.11 I have also examined women’s experiences with 
epidurals and cesareans and explored how these experiences differ by 
race.12 However, what drew me most directly to the topic of this study 
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is the research I conducted for my first book, Cut It Out: The C- Section 
Epidemic in United States. For this book, I interviewed physicians, 
midwives, and nurses about why the U.S. cesarean rate— 32 percent in 
2016— is so high.13 What became clear to me in conducting research for 
Cut It Out is how nurses are essential to women’s labor and birth expe-
riences.14 This work led to my fascination with OB nurses, and I could 
think of no better way to study OB nurses than to spend time with them 
as they care for patients during labor and delivery, especially during a 
time of organizational change.15

An initial example of how the change and uncertainty faced by Fuller 
Hospital were front and center during my study was a May 2014 public 
meeting presented by hospital administrators and potential acquisition 
partners titled “Preparing for the Future.” I describe the meeting below 
as a way of illustrating the centrality of political, economic, and organi-
zational change at Fuller Hospital.

I arrive in the auditorium about fifteen minutes before the meeting 
is slated to begin, and the room quickly fills. There is a nervous tension 
in the air. The CEO of Fuller steps to the microphone. The senior vice 
president of Axiom and a representative from Elite University are seated 
behind him on the stage. All three are middle- aged white men dressed 
in conservative business attire. The CEO of Fuller tells the audience that 
being acquired by Axiom and Elite University will lead to the best pos-
sible future for the hospital.

He continues, telling the audience that the acquisition process began 
more than two years ago, in December 2011, when the hospital’s board 
studied the landscape and realized that an “asset purchase agreement” 
was in the hospital’s best interest. The CEO tells the audience that Axiom 
and Elite University have formed a strategic alliance in which Axiom 
will contribute investment capital and Elite will contribute clinical excel-
lence. He assures the audience that, even with the involvement of an out- 
of- state corporation like Axiom, health care will continue to be delivered 
locally. This will create a “sustainable community- based health system.”

Axiom, Elite, and Fuller representatives make their case for change. 
They argue that hospitals are receiving declining reimbursements from 
the federal government and that this will only get worse with further 
implementation of the ACA. Therefore, it is necessary for the hospital to 
find a way to keep costs down to increase equity and to reinvest. Axiom’s 
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vice president tells the audience that this is the wave of the future. As an 
example, he says that equipment that costs Fuller one dollar and Elite 
University seventy cents costs Axiom only fifty cents. Thus, if costs are 
to remain low, this is the best solution— to be acquired and to join this 
strategic alliance. In fact, Fuller’s CEO declares that if Fuller Hospital 
jobs are to be preserved, a partnership is necessary.

Beyond the effects of the ACA, Fuller’s CEO argues that the state has 
changed health- care policy in a way that is hurting the hospital finan-
cially. The state instituted a new tax on hospitals that cost Fuller $4.8 
million in 2013 and will cost $6.8 million in 2014 and $8.6 million in 
2015. The state tax is on top of the 2 percent “sequestration” by the federal 
government, which costs about $2 million per year. The effect of these 
policy changes, according to the CEO, is that Fuller has very little money 
to reinvest in the hospital. In 2013, the reinvestment in the hospital was a 
mere $100,000. The meeting continues with the hospital and corporate 
representatives making their case, in turn, over and over again.

Of course, what the representatives are not highlighting is that Fuller, 
with the acquisition, will transition from a non- profit to a for- profit hos-
pital. However, the audience cannot be duped. The audience’s questions 
and comments are focused on this issue— the community is losing a lo-
cally controlled, non- profit, community hospital. There is pushback by 
community members who see the hospital turning into something it has 
never been before— a corporation, a for- profit entity, a health provider 
controlled by out- of- state actors. The audience gives example after ex-
ample of their good care and their belief that this good care is tied to its 
being delivered by a community- based, non- profit hospital.

This meeting and impending organizational change are both sugges-
tive of how state and federal policy changes created rapid shifts in the 
political- economic environment of hospitals. Because these new policies 
were implemented in a short time frame, I was presented a unique op-
portunity to study how swift political- economic change affects hospitals 
and, most important, the human relationships within them. I did this by 
conducting an interpretive study of the changing nature of interactions, 
communications, and relationships between nurses and patients in the 
OB unit of Fuller Hospital, during a particular historical juncture and 
within a particular organizational context. In the work below I address 
the following question: How does the process of hospital organizational 
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change in response to sweeping health- care policy shifts affect nurses’ 
relationships with and care of patients?

Existing Research

There is much research on how women are supported during labor and 
birth, with support examined broadly across several different types 
of caregivers. Most of this literature examines the benefit of continu-
ous one- on- one support. It is well established by several randomized 
trials and confirmed in the meta- analyses of these trials that women 
who have one- on- one support in labor, especially continuous support, 
experience several benefits over women who do not, including a shorter 
labor, a lower rate of operative (cesarean) and instrumental (forceps 
and vacuum) delivery, and a higher level of satisfaction with the birth 
experience.16 Women with continuous one- on- one support also are less 
likely to use intrapartum analgesia or regional analgesia or to have a 
baby with a low Apgar score at five minutes.17

This literature focuses primarily on the continuous support provided 
by doulas, although a few of the studies examine care given by nurses, 
midwives, students, volunteers, and/or family members. Research sug-
gests women benefit the most from support that comes from someone 
outside the hospital staff and outside the woman’s social network.18 A 
doula is the most likely support person to fit this criterion. Yet, less 
than 5 percent of women who give birth in the U.S. are supported by 
a doula.19

The literature on nursing support focuses on what they do to support 
patients, and the key word to notice here is “support.” A fairly straight-
forward definition of support is “to enhance the patient’s participation in 
the labor process and to foster activity which enables the participants to 
maintain control.”20 Claudia Anderson included in this definition a nurse’s 
promoting the patient’s dignity through making sure she is clean, protect-
ing her privacy, and ensuring her comfort.21 She also included a nurse’s 
providing encouragement and reassurance.22 Diane Lindo Kintz defined 
support a bit more broadly to include helping a woman to relax and cope 
with uterine contractions and manipulating the environment to minimize 
any distractions.23 Research also shows that a woman’s perception of and 
ability to cope with pain may be affected by the support of her nurse.24
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Other scholars focus on how postpartum women look back on and 
define supportive behavior they experienced during their labors. Robert 
Klein and colleagues found that postpartum women view nurses as hav-
ing been supportive when they were present, when they talked to and 
presented a comfort item to the patient, and when they modeled breath-
ing techniques for the patient.25 Donna Shields also found in interviews 
of postpartum women that nurses’ having been present is an important 
element of support, as is teaching and explaining.26 Further, postpartum 
women consider a nurse’s having offered reassurance, comfort, concern, 
and conversation to be supportive.27

Reducing the cesarean rate (which, as mentioned above, is currently 
32 percent) is a popular public health topic.28 An interesting way of 
looking at the effect of nursing care on the likelihood of cesarean is by 
examining how nurses with low cesarean rates provide care differently 
than do nurses with high rates. The women who are cared for by nurses 
with low cesarean rates have shorter labors and are less likely to have an 
instrumental delivery (i.e., forceps and vacuum extraction).29 Further, 
how the nurses separated into groups of low-  and high- rate cesarean 
nurses cannot be explained by patient or physician characteristics.30 
This is evidence that the care nurses provide is essential and that not all 
nurses provide the same type or level of care.

What the research concludes, when viewed holistically, is that women 
are supported best through one- on- one care that is continuous through-
out labor and birth, and that nurses have an important role in women’s 
birth experiences and outcomes. However, the type of care nurses give to 
patients depends greatly on hospital policies, protocols, and resources, 
which may limit or encourage supportive nursing care.

Enacting Change

One need not be a social scientist to understand that organizational 
rules and regulations drive the human behavior within those organiza-
tions. We bus our own tables at McDonald’s, carry out our own groceries 
at the supermarket, and stand in line to register our automobiles at the 
department of motor vehicles. There is no doubt that organizational 
imperatives drive our behavior. Otherwise, there would not be such 
similarity in behavior within organizations. In short, we live in a society 
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in which most of our time is spent in organizations (e.g., businesses, 
stores, hospitals, schools, churches, clubs, hospitals), and these organiza-
tions direct our behavior.31

However, organizations do not exist in a vacuum. Rather, they are 
situated within a political- economic environment.32 When the political- 
economic environment changes, this affects the organization, and the 
organization proactively responds to changes in the political economy.33 
This is especially the case when organizations face uncertainty, particu-
larly with regard to acquiring needed resources to accomplish organi-
zational goals.34 In a domino- like effect, when organizations change, 
the behavior of individuals within the organization must change in 
response.35

In this book I show how top- level administrators focused on state and 
federal policy changes as a driver that necessitated the financial acquisi-
tion of the hospital by another hospital or hospital system. Although 
policy changes may not be solely responsible for the hospital’s response, 
organizational theory does suggest that the environment of the organi-
zation that drives organizational change is “enacted.”36 In other words, 
organizational administrators interpret what the dependencies are in the 
environment, to which of these dependencies to react, and what the re-
action should be.37 I suggest that Fuller Hospital executives interpreted 
state and federal policy changes as problematic, thereby necessitating 
acquisition, a particular solution. I want to emphasize, however, that it 
is possible, perhaps even likely, that Fuller executives used the excuse of 
the ACA and state policy changes to enact changes in the hospital that 
may not have been legitimized during previous times. Yet, that does not 
make the effect of policy changes any less real to the hospital’s employees 
and patients.

I integrate a macro- micro linkage by focusing on how organizational 
changes made by the hospital administrators and board members af-
fected nurses’ daily interaction with patients. I argue that nurses are ex-
pected to absorb the impact of organizational change— the associated 
uncertainty and changing resources— through modifying their interac-
tions with and care of patients.38 Here is one example that the literature 
misses in terms of what nurses actually do for patients that shows how 
nurses support patients, and how that support is dependent on nurses’ 
having time to devote to patient care. One of the ways support should 
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be thought of as different than previously explored concerns how nurses 
help patients negotiate the hospital bureaucracy. This example comes 
from my first observation at Fuller Hospital in the summer of 2013. Ra-
chel has a patient who has changed her mind about her birth plan after 
arriving at the hospital. She had scheduled a repeat cesarean, but she 
reconsiders and wants to attempt a vaginal birth after cesarean (VBAC). 
The physician on call from the patient’s OB group supports her decision 
but with reservations, as becomes clear. Rachel asks the doctor if it is ac-
ceptable to delete the patient’s cesarean plan of care on the computer and 
to submit a vaginal birth plan of care instead. The physician tells her to 
put the cesarean plan of care “on hold” but not to delete it. “I don’t want 
to jinx her,” the physician tells Rachel. Yet, with this plan of care still 
active in the computer, other departments in the hospital view the pa-
tient as a cesarean patient, and the lab sends up a phlebotomist to draw 
blood for required tests done before surgery. When the phlebotomist 
arrives at the patient’s room to draw the blood, Rachel jumps up from 
the front desk and asks very pointedly, “Can I help you?” The phleboto-
mist explains that he has an order to draw blood from the patient. Ra-
chel explains to him that the patient is going to attempt a vaginal birth 
and, therefore, does not need the blood test. Ever polite, she thanks him 
for coming up to the unit (a considerable walk). As he leaves, Rachel 
breathes a sigh of relief and says, “I’m glad I saw him.”

My guess is that most women laboring in the hospital would want 
such a nurse to take care of them. Yet the research that looks at support-
ive care by nurses would likely have missed such care because of the typ-
ical lack of continual focus on a nurses’ behavior throughout her shift. 
Further, I am not confident that Rachel or other nurses would recall 
this behavior as being a way that they support their patients. In short, 
researchers and nurses have narrow definitions of support that do not 
capture the complexity of supportive nurse behavior. It is also impor-
tant to notice that Rachel’s preventing an unnecessary blood draw was 
dependent on her seeing the phlebotomist going to the patient’s room, 
something made possible by her devoting care to only one patient.

Nurse behavior, like that of Rachel in this example, may align with 
her understanding of the organization’s goal being outstanding patient 
care. Yet the organizational actions and intra- organizational relation-
ships may affect her ability to provide this type of care, and the nurse 
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must mitigate this effect. Such advocacy also requires the nurse to have 
the time and resources to focus on each patient she is assigned. I classify 
such nurses as patient oriented. They concern themselves with empa-
thetic care and task themselves with delivering such care, even if the 
hospital and changes it undergoes make that difficult. I contrast patient- 
oriented nurses with process- oriented nurses. The latter are also con-
cerned about patient care, but they embrace following hospital rules 
and protocols as the best way to deliver that care. For example, Julie, 
a process- oriented nurse, tells me that if patients ask her for care not 
consistent with hospital protocols, she pulls out the protocol manual and 
shows the written protocol to them. Process- oriented nurses experience 
organizational change as making it difficult to meet all the rules and 
protocols, and this causes them stress. I explore these differences among 
nurses, the way these differences affect patient care, and, most impor-
tant, how rapid organizational change affects nurse strategies.

Research Methods

This book is a case study of one hospital unit, Fuller Hospital’s OB unit, 
over a specific time frame, the three- year period of July 2013 through 
June 2016. A case study is appropriate for this research. As Charles Ragin 
argues, “The goals of case- oriented investigation often are both histori-
cally interpretative and causally analytic. Interpretive work . . . attempts 
to account for significant historical outcomes . . . by piecing evidence 
together in a manner sensitive to historical chronology and offering lim-
ited historical generalizations which are sensitive to context.”39 Further, 
according to Ragin, scholars who “use case- oriented strategies often want 
to understand or interpret specific cases because of their intrinsic value.”40 
The key here is to see that this interpretive research examining nurses’ 
experiences, which allows in- depth investigation of one unit within one 
hospital, has intrinsic value because of how political- economic changes 
(the ACA and state policies) are affecting it. Further, by conducting a 
case study, I control for the varied cultures in different sites and the var-
ied politics of different states.41 This is important because studies have 
found that hospitals differ greatly on obstetrical outcomes. For example, 
researchers have found a tenfold variation in hospital cesarean rates.42 
Another study argues that the fact that cesarean rates vary greatly by 
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hospital and geographic region “demonstrates that hospitals and clini-
cians can differ in their response to the same conditions.”43 Thus, for a 
case study, an OB unit in a single hospital is the perfect laboratory for 
examining how rapid and sweeping health- care policy change affects 
nurses and nurse- patient interactions.44

I use two types of data to study this hospital and explore how OB 
nurses are affected by organizational change in response to shifts in the 
political economy. First, I conducted ethnographic observations of ob-
stetrical nurses at Fuller Hospital. I shadowed nineteen nurses for a total 
of 233 hours between July 2013 and June 2016. Second, I conducted in- 
depth interviews with twenty- one obstetrical nurses and four unit ad-
ministrators to further my understanding of how the role of nurses has 
changed in the wake of the ACA and state- level policy changes as well 
as organizational changes happening in the hospital. I both followed and 
interviewed fourteen nurses. I gave all nurses and administrators pseud-
onyms, and I categorize nurses’ years of experience rather than giving 
the exact number of years of experience to prevent deductive disclosure 
of their identities to other research participants or employees of Fuller 
Hospital.

To understand how I carried out this research, I start with informa-
tion about how I picked Fuller Hospital to study, how I gained access to 
the OB unit, and how I conducted the observations and interviews. I feel 
it important to discuss these issues because birth is very much affected 
by the hospital in which the birth takes place. Yet hospitals as places are 
not, per se, actors. Rather, the employees of hospitals— administrators, 
nurses, physicians, staff— are what make hospitals different from one 
another. Further, as pointed out by Gary Fine and David Shulman, it is 
important for ethnographers to share the nitty- gritty detail of the study, 
less it seem glossed over and not reflective of what actually happens in 
the organization.45

I was fortunate to find a community hospital near my home— 
Fuller— where I was welcomed into the OB unit. This hospital is in a 
New England metropolitan area with a population of one million. It is 
physically part of a surrounding suburb with a population of just over 
fifty thousand. In 2013, the hospital oversaw around 1,200 births per 
year. Two practices that include multiple physicians and midwives— 
one practice with one obstetrician and one midwife, and one solo ob-
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stetrician practice— had privileges at Fuller Hospital when I began my 
study in 2013. In March 2015, the hospital added two more practices— 
one that has four obstetricians and one midwife, and one that has two 
midwives— and births increased by 25 percent, to about 1,500 per year.

My access to the hospital was built on a request I made to the nurse 
manager of the unit in 2012 for my undergraduate students in a class 
on the sociology of reproduction I taught at a nearby college to com-
plete a service- learning placement in the unit. The students in this class 
were required to volunteer twenty hours over the course of the semester 
in an organization that somehow dealt with reproduction. Many stu-
dents typically volunteered in a tertiary- care hospital near the college. 
But Fuller Hospital, about a twenty- minute drive from the school, was 
quite different from the other hospital, and I wanted students to have an 
opportunity to volunteer at a community hospital that, at the time, had 
about half as many births per year as the tertiary care hospital. Fuller 
Hospital also had some of the best perinatal measures in the state. The 
nurse manager agreed to have two students volunteer. However, much to 
my chagrin, I could not persuade any of the students to make the drive 
to this hospital for their service- learning requirement.

Even though my students did not volunteer at this hospital, I became 
intrigued with the idea of studying it. The hospital had key character-
istics that attracted my interest. First, it had one of the lowest cesarean 
rates in the state. Second, several doulas (birth assistants) I knew told me 
it was the “best” hospital in the state in which to give birth. Third, it was 
close to my home, making the study easy to conduct.

The positive interaction I had previously with the nurse manager, al-
though limited, allowed me to get my foot in the door. I contacted the 
nurse manager by email and asked about conducting a study in the unit. 
She was both supportive and enthusiastic, and directed me to Nancy, the 
OB clinical nursing education specialist, who was just as, if not more, 
enthusiastic about the study.46 The nurse manager also connected me to 
the hospital’s institutional review board (IRB) director. I applied for and 
received approval from the IRB at both the hospital and the college by 
which I was employed, and, once I had done so, I set up a meeting with 
the OB clinical nursing education specialist.47

We agree to meet on a lovely summer day in 2013. I drive to the hos-
pital, a bundle of nervous energy and excitement. I park my car in the 
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parking lot closest to the unit and walk uphill to the entrance, which has 
a circle drive in front where valet staff wait for cars to park, a free ser-
vice to patients. The valet staff greet me with a friendly hello, something 
they almost invariably did each time I came to the hospital. There is a 
center revolving door and a single traditional glass door entrance to the 
building. I almost always followed the posted request to use the revolv-
ing door. The door opens onto a reception desk for another hospital 
unit. The receptionist sits behind a sliding window about eight feet from 
the entrance. Sometimes the receptionist noticed me and said hello, but 
typically I walked by unnoticed. Immediately to the left are stairs, and 
immediately to the right is an elevator. The OB unit is on the third floor 
of the building. I choose the stairs (my students will tell you that “get 
your steps in” is one of my mantras) and proceed up to the third floor. 
The stairwell is unkempt, rather dirty, and seldom used. The metal ban-
ister and rails are painted turquoise, and on the landing between the 
second and third floors there is a dated, framed print of fluffy white 
flowers in a vase next to a glass bowl filled with peaches. Coming on to 
the unit from the stairs, a quick left turn places me in front of Nancy’s 
office, where she warmly greets me before escorting me to the education 
room, catty- corner from her office.

My meeting with Nancy is positive and productive. I learn that she is 
supportive of my research, especially my focus on nurses. We connect 
over our shared passion for women’s health issues. She tells me about 
herself and how she ended up in her current position. Her journey in-
volved hard work, heartbreak, the importance of family, and an ever- 
present passion for women’s health. Nancy gives me a tour of the unit, 
introducing me to nurses and staff alike along the way. She takes me into 
a “ready room,” to show me a typical LDRP (labor, delivery, recovery, 
and postpartum) room, and into one of the triage rooms as well. She 
also shows me one of the larger, extended- stay rooms, where women 
recover following cesareans.

At the end of the tour, Nancy tells me that the hospital is going to 
partner with another hospital or hospital system because it is facing se-
vere financial problems. She tells me that a “partner” has not yet been 
chosen. She expresses a guarded optimism but also makes clear the un-
certainty faced by hospital administrators and staff. It is at this moment 
that I know I am in the perfect place because I am given the oppor-
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tunity to study nurses during organizational change. We end the visit 
amicably, and I promise to email Nancy next week, when I plan to start 
observations.

Nancy serves as my guide once again the following week when I come 
to the hospital to observe the nurses for the first time. I share an excerpt 
from my observational note to set the scene:

I arrived in the unit at 7:45 a.m. Nancy had asked me to find her in the 
education room where we met before. She was teaching a class for new 
nurses, but would tell them that she would need to leave to introduce 
me around. I found the room, right off the elevator. Nancy immediately 
jumped up and told the students that they had a fifteen- minute break. 
She seemed very glad to see me. . . . I have noticed in both of my visits 
that she seems very busy, and she had told me that she has a number of 
responsibilities.

Nancy uses the fifteen- minute break to escort me around the unit. I 
ask her where I can stow my purse, and she shows me the counter in 
the break room, already littered with purses and bags. She tells me that 
everyone leaves their purses there, although the room is not locked. She 
then takes me around the unit and introduces me around, attempting to 
find a nurse for me to shadow. Again, I draw on my notes:

I told Nancy I had brought bakery cookies for the nurses and placed 
them on the break table. The nurses present seemed very appreciative of 
the cookies. Nancy then introduced me to everyone at the table. . . . She 
seemed unsure how to explain my research [but did] introduce me as a 
professor of sociology. . . . Nancy asked them if there were many patients, 
and we heard about a woman scheduled for a repeat c- section who now 
wanted to VBAC. Nancy then walked me to the main desk and intro-
duced me to . . . the secretary and . . . the charge nurse. She asked [the 
charge nurse] if there was a labor patient.

It is in this interaction that Nancy’s support of my research becomes 
clear; when the charge nurse hesitates at Nancy’s request for a nurse 
for me to shadow, Nancy follows by asking, “What about the surprise 
VBAC patient?” The charge nurse, rather unenthusiastically, says that 
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Rachel has the patient and that I can ask her if it is okay for me to follow 
her. Nancy takes me to find Rachel, who seems excited to be involved in 
the research. Rachel tells me that her patient is walking, but that on her 
next round (the unit is configured in a square shape) she’ll have her go 
to her room for monitoring and will ask her then if it would be ok for me 
to follow her. I sit at the desk and wait. At this point, Nancy leaves me 
to Rachel and returns to her class. Rachel returns soon after to tell me 
the patient is happy to have me observe. I was fortunate to have Nancy 
as a supporter because she eased my way into finding the first nurse to 
observe, which would likely have been more of a challenge on my own.

I received consent from nurses and patients to observe them. The 
way informed consent for nurses and patients worked is that I asked 
the nurse for permission to follow and interview her. I went over the 
consent form with each nurse and asked her to sign the form. I gave 
an extra copy of the form to the nurse to keep. All nurses I followed 
and/or interviewed signed these forms. Then, the nurse approached her 
patient without me to ask for permission for me to observe her care. If 
the patient agreed, and almost all did, I entered the room and discussed 
the study with the patient. I gave each patient an information sheet with 
facts about the study and her rights as a participant. I also went over the 
sheet with the patient and left it with her. All IRBs involved allowed me 
to waive documentation of the patients’ consent so that I would not have 
to collect their names. Collecting patient names would link patients to 
the study and, in that way, increase their risk of participating. In short, 
not collecting names meant that there is no way patients could be identi-
fied in any research publications. All IRBs preferred waiving documen-
tation of consent to my collecting patient names.

In terms of my observations, I followed nurses in all their activities, 
including their time spent in patient care and documentation but also in 
the more social times of breakfast, lunch, coffee breaks, and, occasion-
ally, smoking breaks. I interacted with many more nurses than I followed, 
and I also interacted with physicians and midwives during my time at the 
hospital. I draw on these experiences as well. My hours of observations 
allowed me to develop an understanding of what nurses do in their day- 
to- day work life and, especially, how organizational change affects them.

I sometimes talked with patients, but typically only when they initi-
ated conversation. I met some interesting people. My most memorable 
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interaction was when I introduced myself to a patient and her doula said 
excitedly, “You’re Theresa Morris? I’m reading your book [Cut It Out: 
The C- Section Epidemic in America]! I can’t believe I’m meeting you!” I 
call this interaction my “five seconds of fame.” Other interesting people 
include a couple, both music teachers who played the same, somewhat 
obscure instrument. With a few questions and encouragement from the 
nurse, they told us their courtship story, which involved a failed blind 
date and then a chance meeting at a music teachers’ conference. This 
meeting led to a successful date and ultimately serious relationship. An-
other interesting experience was when a patient’s mother- in- law repeat-
edly showed the nurse and me videos of her dog. She had narrated the 
videos as though the dog were talking. Some patients and their families 
and/or friends asked me questions about my research, but most did not. 
I was always struck with how open patients and their families were in 
allowing me to observe as they went through such a meaningful and 
intimate experience.

In terms of interviews, I conducted them with nurses in the break room, 
in empty “ready” rooms, and over the phone. I sometimes interviewed 
nurses one- on- one, and I sometimes interviewed nurses in pairs or groups. 
I asked nurses questions about how they care for patients and about the 
effects of changes in the hospital on them and on their care of patients.

Plan for the Book

The first part of the book introduces the hospital, OB unit, and what 
nurses do. Chapter 1 lays out the hospital and OB unit in which I con-
ducted observations. I paint a picture of the hospital— its location, 
physical structure, and culture. In Chapter 2, I detail the roles of OB 
nurses, including their responsibilities and common tasks. This chapter, 
chock- full of the details of what an OB nurse does, ends with an over-
view of how changes affected the OB nurses at Fuller Hospital.

The second part of the book is the heart of the analysis and focuses 
on how nurses have dealt with changes at the hospital. By examining 
nurses’ experience and interaction with patients, it becomes possible to 
compare how the same organizational change affects nurses differently. 
In the end, all nurses must adapt, and this adaptation trickles down 
to how patients experience care. I structure the chapters by focusing 
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on specific nurses, my observations and interviews with them before 
Axiom pulled its acquisition offer in December 2014 (pre- Axiom) and 
my observations and interviews with them after Axiom pulled out (post- 
Axiom). I use the Axiom acquisition collapse as a distinguishing point 
because it was this event that sent the hospital, already under financial 
constraints, into a tailspin.

Chapter 3 features nurses whose primary focus is on patient care. Be-
cause of this, patients love to have them as their nurses. Patient- oriented 
nurses have different backgrounds and years of experience but have in 
common spending long periods of time with patients. When they are 
not in the patient’s room, they are finding ways to advocate for the pa-
tient out of the room or to advocate for other patients or for programs 
they believe are important. These nurses respond to organizational 
change by attempting to buffer patients from any negative effects, which 
causes the nurses much frustration and stress, and they are not always 
successful in their attempts to buffer patients.

In Chapter 4, I examine nurses I define as process oriented. They 
spend less time with patients and focus their care on following rules and 
protocols dictated by the hospital. These nurses, like patient- oriented 
nurses, are different in terms of background and years of experience. 
But, different from patient- oriented nurses, process- oriented nurses are 
in and out of the room as quickly as possible, with more time spent 
sitting at the desk documenting. These nurses are affected by organi-
zational changes, but not in the same way as patient- oriented nurses 
because they do not spend as much time with patients. Their experience 
has more to do with learning new protocols and routines and managing 
the documentation of an increased patient load.

The third part of the book focuses on the political- economic and or-
ganizational changes that affected the nurses. The political economy of 
this hospital has transformed at both the national and state level, and 
these changes have resulted in organizational change. Chapter 5 situates 
the human relationships involved in giving birth in hospitals within the 
historical and institutional contexts of 2013– 16. This chapter lays out the 
national policy change— the ACA— and state- level policy changes and 
suggests how they had clear effects on this hospital.

In the book’s conclusion, I reflect on the book’s findings and on how 
this study of nurses of Fuller Hospital is an example of how political- 
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economic changes and organizational decisions about how to respond to 
those changes affect nurses and patient care. I include in the conclusion 
a public sociology discussion of how the book’s findings can inform how 
nurses advocate for change and how women choose a place to give birth.

Conclusion

I end the chapter by declaring my support of the Affordable Care Act. 
It is my hope that readers will remember this as they read the book 
and its critique of what I argue are consequences of the ACA. The ACA 
undertakes needed reforms to U.S. health care to insure more people 
and solves the uncertainty of insurance coverage for many people and 
many procedures. This book should not be seen primarily as a critique 
of the ACA, but as a nuanced examination of how consequences of the 
ACA (and hospitals’ responses to them) may put small community hos-
pitals and their employees and patients at risk.
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