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healthcare professionals

Authors: Sophie Kennedy, Anne Lanceley, Melissa Whitten, Clodagh Kelly, Jacqueline

Nicholls

Abstract

Objective:

Consent on the labour ward is a complex and controversial topic which is poorly understood.
Consenting labouring women is recognised as challenging and problematic, and thus, it is
uncertain that pregnant women experience true informed consent during labour. This project
aims to explore healthcare professionals’ views and experiences of consent practice on the

labour ward.

Design:

Qualitative research performed in a tertiary hospital labour ward in Central London with
5,500 patients annually. Eleven obstetricians and seven midwives participated. In-depth
one-on-one semi-structured interviews were conducted, and the data were analysed by

thematic analysis.

Results:

Three themes were identified: 1) The value of women’s choice: healthcare professionals
framed consent as an agreement process rather than an exercise of choice. Implicit
paternalism was evident with some healthcare professionals imposing their own
recommendations upon patients. 2) Communicating risk: many participants viewed full risk
communication, including extremely rare risk disclosure as their duty to ensure the validity of
obstetric consent despite the risk of overwhelming women. 3) Law and professional practice:
many healthcare professionals lacked knowledge of the implications to practice of current

law.



Conclusion:

Healthcare professionals’ experiences of consent on the labour ward reflect uncertainties
and ambiguities in consent practice such that it sometimes falls short of legal and
professional requirements. Difficulties in discussing risk with women in an appropriate way at
an appropriate time threatens the lawfulness of consent. If consent is to remain as the legal
standard of autonomy, we recommend the provision of specialist training to assist
professionals in providing timely consultation dialogues which endorse women’s right to

choose.

Key words: Consent; Choice; Labour ward; Autonomy; Montgomery; Healthcare

professionals’ views.



1 INTRODUCTION

Informed consent has been in the spotlight in recent years following emerging legal
developments. Good consent practice enacts patient autonomy in a manner reflective of
professional and legal requirements and ensures that patients comprehend all the
information necessary to make informed decisions regarding their care. How women
perceive the consent process in labour can substantially affect their current and future
childbirth experiences," and properly informed consent is associated with improved patient

outcomes and satisfaction.?

International case law is a testament to the global courts’ increasing appreciation of patient
autonomy over traditional paternalistic care. The Australian case of Rogers v Whitaker
[1992]3 heralded the end of healthcare professional (HCP) -dominated care but in the UK, it
was not until the 2015 case of Montgomery v Lanarkshire Health Board* when the courts
provided strong legal endorsement to the end of paternalistic decision-making. HCPs must
now inform patients of the material risks of both recommended treatments and reasonable
alternatives. The materiality test sets out that risks should be disclosed if a reasonable
person in the patient’s position would deem those risks noteworthy or where a particular
patient would be likely to attach significance to them.* Subsequent cases have attempted to
clarify when this test should be applied®-® yet opinions vary as to whether these cases have
changed the practice of information provision in obstetric consent or merely provided legal

clarification to existing professional guidance.%-14

This uncertainty is brought into sharp focus on the labour ward where the need for a change
to an intended plan of action can emerge rapidly at a time when women may be anxious,
exhausted and in pain.'® Undertaking dialogical consultations which truly support
autonomous decision-making in these circumstances is potentially challenging to HCPs.
Understanding their experiences of consent is a first step towards improving such

consultations. The experiences of HCPs when consenting women on the labour ward



contributes to the literature by investigating the unique perceptions of obstetricians and

midwives as they navigate the challenges of labour ward consent.

The objective of this study, believed to be the first of its kind, is to explore HCPs’
experiences of consenting women on the labour ward, to investigate their views of
communicating risk and their knowledge of current consent law and its influence on their

practice.

2 METHODS

Qualitative methods are utilised to permit exploration of individuals’ perceptions, motivations
and ideologies.'® This qualitative study consisted of face-to-face interviews loosely based on
a topic guide (Table 1) designed to facilitate in-depth discussions with a wide range of

professionals.

2.1 RECRUITMENT

HCPs were recruited from the labour ward of a Central London hospital which provides care
to 5,500 women annually. Eligible participants were midwives or obstetricians who consent
women regularly on the labour ward. Recruitment was conducted using opportunistic and

purposeful sampling to obtain maximum variation of HCPs.

Participants were provided with a study information document and the opportunity to ask

questions.

2.2 DATA COLLECTION



Demographic details were collected. Audio-recorded semi-structured interviews were

conducted with 18 HCPs after written consent was obtained. A topic guide formed the basis

of the interviews (Table 1).

Table 1: Topic Interview guide

Section

Questions

Purpose of consent

What do you consider to be the main purpose of the consent
process and how does it relate to your view of shared decision
making?

What do you think makes consent valid?

Approach to
consenting

How do you approach consenting a patient during labour?
(Prompts: What if the patient is in severe pain? What if you are
unsure about their capacity?)

How do you approach consent in an emergency?

To your knowledge is consent always obtained on the labour
ward?

Who is responsible for
gaining consent

Does consent on the labour ward usually involve one or several
members of the team?

What preparations do you make to obtain consent? (Prompt:
When do you start discussion about possible eventual
procedures in women you see as high risk?)

What do you think the patient’s role is in the consent process on
the labour ward?

Issues and
information covered

What do you think are important things to address when
consenting women on the labour ward?

What factors influence the information you give to a patient
during the consent process? (Prompt: What if a complication is
rare but severe? Does a patient’s level of anxiety influence what
you discuss?)

Do you discuss risk vs benefit? How?

Experiences of the
consent process

Have you heard of the Montgomery case? What do you know
about it? Has it influenced your practice?

What difficulties, if any, have you experienced when seeking
consent on the labour ward?

Has anyone refused an intervention? (Prompts: how do you
balance persuasion vs coercion? Do you proactively look for
capacity issues in these women?

Have you come across women with capacity issues?

How useful do you find the consent form?

Are there any labour ward procedures that you think are
consented particularly well/poorly for?

Do you have any suggestions for how consent on the labour ward
could be improved? (Prompt: is training sufficient? Is there more
patient information that we could provide?)




2.3 DATA ANALYSIS

Interviews were transcribed verbatim and anonymised to protect the participants’ identities.
To ensure transcription accuracy, all transcripts were compared with the audio files for
quality assurance before data analysis commenced. In the latter interviews data saturation

was achieved, and this was confirmed by initial coding of the transcripts.

Transcripts were analysed utilising the qualitative Braun and Clarke six-phase method.'”
This thematic analysis method involved the researcher rereading the transcripts multiple
times and generating codes from the data set. These codes were then grouped into potential

themes which were checked and refined until three main themes were established.

Transcripts were coded systematically by SK. To ensure coding consistency and accuracy,
random transcripts were inspected for adequate coding by authors independent to the
researcher (AL & JN). Any variance was discussed and resolved by comparing the variant

codes and discussing which codes were most likely in the context of the interviews.



3 RESULTS

Eleven obstetricians and seven midwives participated. Interviews lasted 15-40 minutes.

Demographic data are in Table 2.

Table 2: Patient demographics

Doctor/ Midwife: position or Years qualified as a
Participant | grade doctor or midwife Gender
1 SHO 8 | Female
2 Specialty doctor 27 | Male
3 ST6 Obstetrics and Gynaecology

Registrar 8.5 | Female
4 Specialty doctor 16 | Female
5 SHO 3 | Female
6 Specialty doctor 21 | Male
7 ST2 Obstetrics and Gynaecology

Registrar 6 | Male
8 ST6 Obstetrics and Gynaecology

Registrar 11 | Female
9 Specialty doctor 11 | Female
10 Consultant 20 | Female
11 Consultant 32 | Male
12 Band 7 midwife 11 | Female
13 Band 7 midwife 8 | Female
14 Band 6 midwife 8 | Female
15 Band 7 midwife 27 | Female
16 Band 6 midwife 15 | Female
17 Band 6 midwife 2 | Female
18 Band 5 midwife 0.5 | Female




Quotations are marked with the letters HCP followed by numbers (1-18) to reflect the range

of professionals’ views. E.g. HCP1 for participant 1.

The interview data depict the complex interaction of law, professionalism, and personal

views within obstetric consent practice. This was well represented by three themes.

3.1 THEME 1: THE VALUE OF WOMEN’S CHOICE

Participants were asked about their views regarding the main purpose of labour ward
consent. Most HCPs believed that consent must be obtained before any interventions in
care. Participants had two main ways of framing this: some obstetricians and midwives
placed more importance upon patient compliance than informed decision making. These
HCPs were more focused on obtaining a signed consent form than supporting women'’s

choices.

“Sometimes there is no choice on what we are going to do, if section is needed you

need to get consent for that”-HCP1

However, other participants viewed the labour ward consent process as an opportunity to
maximise informed choice. This was further supported by three midwives referring to their

patients as ‘clientele’.

“I think it has been a big step forward that we recognise the right of the patient to be

part of the management and treatment and decision-making process” -HCP2



“Its up to people now, to the clients to make their choice”™-HCP12

Nonetheless, there was variation in how participants imposed their own recommendations
on patient choice. Most midwives and half the obstetricians viewed themselves as fact
providers and claimed to have no vested interest in persuading patients to agree to their

recommendations.

“Our job is to offer things, and it’s entirely the woman’s autonomous decision to decide

whether she wants it or not™-HCP11

However, some clinicians were more emotionally involved with their patients’ decisions and
found the rejection of their recommendations “challenging” (HCP7) and “really frustrating”
(HCP13). This was due to participants feeling culpable if women’s choices resulted in

subsequent harm.

“They (pregnant women) want to take the decision, but they don’t want to take the

responsibility... they are going to blame you” (HCP13).

A quarter of participants, mostly doctors, thought it was important to persuade patients to
agree to their recommendations and viewed their duty to save the baby as a priority. This
involved being “more emotive” (HCP10) and sending in other HCPs to “sort of sway
someone” (HCP5). The prioritisation of fetal wellbeing over maternal autonomy is displayed

in Table 3.

Table 3. Prioritising fetal wellbeing over maternal autonomy

10



“If | feel that it is a lifesaving procedure or something like that and they [the patient] are
trying to avoid it, | have to push the patient. | mean it’s my duty to try and save the patient

as well as the baby” -HCP9

“I know sometimes | don’t feel like they [the patient] completely have a choice because
actually it’s a really difficult choice to make because if you stop a bit longer, you pose risk

to the baby -HCP13

“I think from our point of view, we think, ‘Well it’s [instrumental delivery] not really anything
that you should consent for,” because we have to do it because we have to get this baby

out”-HCP10

“If there is such an emergency that we need to act on, as HCPs we wouldn’t let you die, or
your baby die if we know it’s not safe, even yes you said maybe no [even if you said no]” -

HCP18

The concept of illusory choice was also evident, particularly when women refused

recommended interventions. These scenarios consisted of providing time for patients to

change their minds and having ‘discussions’ with women. The view that patients will

eventually ‘agree’ was evident across multiple responses.

“They’ll end up saying yes but it takes a long discussion. They prolong the procedure

in that sense”-HCP12

3.2 THEME 2: COMMUNICATING RISK

11



Many participants remarked that full risk disclosure on the labour ward including extremely

rare risk communication was essential to allow patients to make an informed choice.

“I think when you are pregnant, you need to have as much information as you

possibly can™HCP15

However, some participants, mostly doctors, viewed this ‘full risk disclosure’ practice as
wrong and expressed concern at overwhelming patients with information. These
professionals were more likely to be selective in what they communicated to women and

feared the psychological burden that may result from information overwhelm. (See Table 4)

Table 4: Scope of risk disclosure

“Nowadays we are bombarding patients with a lot of complications and liability issues, and
oh it’s too much. And they end up not liking this, not enjoying this and getting more anxious

about the whole thing” -HCP2

"If | was the patient and | was given all those risks myself, | would feel overwhelmed by the

length possibly of the consenting.” -HCP8

“Completely and utterly [worried about full risk disclosure], especially as a midwife because

we can scare the women so much” -HCP14

Nonetheless, for most HCPs incomplete risk disclosure was viewed negatively, and some

commented on perceived time pressures leading to substandard risk disclosure.

However, other participants felt that convention of risk provision based on specific

procedures was a stronger determinator of incomplete risk disclosure. Many obstetricians

12



and midwives felt that traditional practice played a powerful role in the risks they disclosed to

women. This was especially evident around blood transfusions and episiotomies.

“People say, ‘Are you happy to have a blood transfusion?’ and they tick a box... |

wouldn’t say people always go into the fine details of what can go wrong”™-HCP5

“There tends to be an ‘I'm going to do a cut now’, because it’s standard protocol to do
an episiotomy to prevent tearing and things like that. But that’s not consent, telling

them you’re going to do something”-HCP17

3.3 THEME 3: LAW AND PROFESSIONAL PRACTICE

Awareness around current consent law and the Montgomery case was poor; three midwives
and two obstetricians had no knowledge of the ruling. Two midwives recalled the case after
a hint, and three obstetricians were aware that it was ‘something about informed consent.’

Only half of the obstetricians and a third of the midwives knew the details of the case.

“l know it was wrong, something in the process of the consent”-HCP9

Of those who felt their obstetric practice had changed post-Montgomery, many professionals
had variable views on how their practice was influenced. Some obstetricians applied the

case literally by modifying their practice in pregnant diabetic women.

13



“l think everybody is conscious that with any patients that are diabetic, we do talk
about the risk of shoulder dystocia... | certainly talk about elective C-sections

generally as options for birth with patients more”-HCP3

However, other HCPs took a more medicolegal approach by operating defensively. They
believed that the potential legal consequences for inadequate obstetric risk disclosure

required defensive practice in which all known risks must be disclosed to the patient.

“We need to tell the patient everything, every complication, whatever the smallest

risks, because there is no excuse”-HCP6

Only two obstetricians identified the importance of tailoring information to the patient, with
one participant viewing tailored risk disclosure as a professional responsibility, even if

women do not verbalise their main concerns.

“Patients haven’t necessarily thought about or articulate with you at the time what they
think...so | think, yes the onus is probably on us to ask them more about what they

consider the most important thing”-HCP3

Of the participants who thought their labour ward consent practice remained unchanged,
only one obstetrician felt it was because the new legal requirements were too challenging to

implement into their personal practice.

14



“We can’t spread 100% and cover 100% [can't tailor information to everyone] no

matter how much we are trying”-HCP4

However, the remaining HCPs felt that their unchanged actions were due to their practice
already aligning with the Montgomery guidance. Many commented on their quantity of
information provision as the reason why they felt their labour ward consent practice was

compliant.

“It [Montgomery] hasn’t changed the way | take consent from women because |

always give all the information necessary.”-HCP15

For one obstetrician, the case was simply a legal endorsement of the current professional

approach to informed consent.

“l think it [Montgomery case] just solidified good practice”-HCP7

4 DISCUSSION

Most HCPs regard patient choice as a key component to obstetric consent, yet this study
revealed a mismatch between HCPs' beliefs and actions. Implicit paternalism was
evidenced, with many participants expecting compliance with their recommendations.
Consent was thereby framed as an agreement process rather than a choice process, a
finding consistent with previous studies.'®® This is concerning as there is a thin line between

legitimate persuasion and unacceptable coercion, and the lack of literature surrounding

15



women’s refusals of obstetric interventions may infer that pregnant women do not feel that

they can refuse professional recommendations.

Prioritising fetal health over maternal autonomy was also evident in this study with some
HCPs feeling duty-bound to prioritise fetal wellbeing despite RCOG guidance advising to the
contrary.?° This “fetal-focused decision making” reinforces concerns about the genuineness
of obstetric consent and reflects claims of paternalism in patient experience surveys.?'2?
Moreover, many professionals expressed frustration towards patients who refused
recommended procedures. HCPs are poor at disguising their emotions from patients,?? and
their communication may be perceived as non-verbal persuasion. This explicit and implicit
persuasion creates an unsettling environment in which only women who are willing to ‘fight’

for their choices may engage in genuinely autonomous decision making.

Fear of litigation governed the amount of information some participants imparted to women.
Many professionals practised full risk disclosure as they considered high quantities of
information a vital ingredient of valid consent practice. This is concerning as previous
obstetric consent work has shown that pregnant women feel overwhelmed with the quantity
of information provided by HCPs.'® The Montgomery ruling (para 90)* cautioned against
overwhelming patients and our results reaffirm concerns about defensive practice in

response to recent legal developments.?*

The Montgomery case is viewed as a landmark judgement in informed consent. Yet many
obstetricians and midwives lacked knowledge about the case and there was considerable
variation in professionals’ views on the implications of Montgomery on obstetric consent
practice; a variation reflected in the literature.'®-13 This variation and the consistency of full
risk communication revealed in this study demonstrates the confusion that HCPs feel
regarding the implications of Montgomery’s vague materiality test. Obstetricians and
midwives need support to fully understand the new legal standards. The introduction of

updated guidance was supported by many participants who requested official training

16



sessions around obstetric risk communication instead of the current ‘learn on-the-job’

approach.

There are unique challenges inherent in obstetric consent and risk communication. Recent
legal developments have seen dramatic changes to what is considered acceptable consent
practice and this study underlines a significant education deficit with regards to appropriate
risk communication in line with the new legal standards. This deficit requires attention from
practising obstetricians and midwives as well as HCPs in all specialties to improve the

informed consent process and provide optimum care.

To our knowledge this is the first study to specifically focus on the views and experiences of
healthcare professionals’ consenting women in a labour ward setting. Our qualitative method
of open-ended interview questions allowed for insightful exploration of professionals’
perceptions of the obstetric consent process. Data were collected at a single site and
different experiences may be revealed in other contexts. Whether the results are
transferable and match the readers own clinical experiences remains to be seen though

responses to this paper may strengthen such generalisability

This study builds on previous published literature'%25 and American birth experience
surveys?%2! which have highlighted the inadequacies of consent practice in obstetric care
from the patient’s perspective, particularly the issue of expected compliance with
professional recommendations. Healthcare professionals also have concerns about consent

practices and more work is urgently needed to promote autonomy in labouring women.

5 CONCLUSION

Our findings demonstrate that labour ward consent in its current form does not meet legal or

professional requirements. If consent is to remain as the legal standard of autonomy, our

17



study underlines the need for specialist training to inform HCPs of important legal changes
so that they may practice in accordance with the law. We hope that this will reduce medico-
legal fear and assist HCPs to provide tailored information to women instead of simply
providing high quantities of information. This is crucial to promote women’s autonomy in

childbirth.
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