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Abstract 

Background:  Legal and social changes mean that information sharing and consent in antenatal and intrapartum 
settings is contentious, poorly understood and uncertain for healthcare professionals. This study aimed to investigate 
healthcare professionals’ views and experiences of the consent process in antenatal and intrapartum care.

Methods:  Qualitative research performed in a large urban teaching hospital in London. Fifteen healthcare profes-
sionals (obstetricians and midwives) participated in semi-structured in-depth interviews. Data were collectively 
analysed to identify themes in the experiences of the consent process.

Results:  Three themes were identified: (1) Shared decision-making and shared responsibility –engaging women in 
dialogue is often difficult and, even when achieved, women are not always able or do not wish to share responsibility 
for decisions (2) Second-guessing women – assessing what is important to a woman is inherently difficult so health-
care professionals sometimes feel forced to anticipate a woman’s views (3) Challenging professional contexts – health-
care professionals are disquieted by consent practice in the Labour ward setting which is often at odds with legal and 
professional guidance.

Conclusions:  Results suggest that there is a mismatch between what is required of healthcare professionals to effect 
an antenatal or intrapartum consent process concordant with current legal and professional guidance and what can 
be achieved in practice. If consent, as currently articulated, is to remain the barometer for current practice, healthcare 
professionals need more support in ways of enabling women to make decisions which healthcare professionals feel 
confident are autonomous whatever the circumstances of the consultation.
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Background
Informed consent is an integral part of good healthcare 
practice in which autonomous patient-centred choice-
making is central [1, 2]. In the United Kingdom, echoing 
a decision taken by the Australian Courts in the 1990’s 
[3], the decision in Montgomery and subsequent cases 

[5–9] reflects increasing legal endorsement of the impor-
tance of consultation dialogues which foster patient 
autonomy and so act as an ethical counter-balance to 
possibly unhelpful paternalistic or autocratic profes-
sional practices. In the landmark case of Montgomery 
[4] which concerned the failure of an obstetrician to 
inform a woman of the risk of shoulder dystocia associ-
ated with vaginal delivery the court stated that a doctor 
has a duty to ensure a patient is made aware of any mate-
rial risks involved in treatment and of reasonable alterna-
tives. What is material is determined both by reference to 
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what a reasonable person in the patient’s situation might 
want to know and what the particular patient would be 
likely to attach significance to according to her concerns, 
beliefs and values. Underpinning the Court’s decision 
was the insistence that the dynamics of the healthcare 
professional-patient relationship should be characterised 
by respect for patient autonomy defined in the broadest 
of terms. Rather than relying on a classic model of auton-
omy in which a woman is conceived atomistically as an 
in-control moral agent who, as a rational recipient of ade-
quately communicated complex risk information, is free 
to respond as she thinks fit, these terms point towards a 
recognition that women’s decision-making occurs within 
multiple relational and social contexts which may shape 
their decision-making [10–12]. While striking a further 
blow to medical paternalism the decision provoked fierce 
debate between those who felt information-sharing prac-
tice was radically changed in potentially uncertain ways 
and those who felt that the judgment merely restated the 
guidance set out in the General Medical Council’s Good 
Medical Practice [13]

  Determining what high quality patient consent looks 
like has become a key contemporary professional chal-
lenge [14]. Our aim was to explore the experiences of 
healthcare professionals (HCP) in relation to the chal-
lenge posed by antenatal and intrapartum consent 
consultations.

Methods
This study is reported with reference to the consolidated 
criteria for reporting qualitative research (COREQ) [15]. 
A previously described interpretive qualitative method-
ology using in-depth interviews was used to understand 
how the consent process is viewed [16].

Study participants.
A convenience sample of HCP was recruited from an 

urban teaching hospital providing antenatal healthcare to 
approximately 6500 women annually. Eligible HCP were 
practicing obstetric doctors or midwives responsible for 

managing consultations involving consent for healthcare 
interventions such as caesarean section, cervical cerclage, 
instrumental delivery, episiotomy, and prenatal proce-
dures. HCP were informed of the study via internal staff 
communications and were provided with an Information 
Sheet which detailed the researcher’s aims and interests 
in conducting the study. Participants were invited to ask 
questions prior to written informed consent.

 All procedures were in accordance with the Declara-
tion of Helsinki and ethical approval was obtained from 
the UK Health Research Authority.

Data collection.
All semi-structured one-on-one interviews were con-

ducted using a pilot-tested interview schedule (Table  1) 
by author JN, an associate professor and experienced 
female researcher with interests and research experience 
in women’s health and health law. Field notes were made 
immediately after each interview to contribute to analytic 
reflections and reflexive research considerations.

Data analysis
All audio-recorded interviews were anonymised and 
transcribed verbatim. To ensure validity and quality of 
the transcribed data the transcripts were double-checked 
against the original recordings. Data saturation was 
reached and demonstrated by the final interviews and 
was confirmed during initial coding.

Thematic analysis was used to analyse the interview 
transcripts. Following data familiarisation initial codes 
were generated in a systematic manner for the entire data 
set. Codes were collated into potential themes, where 
similar but separate codes were combined and refined. 
Transcripts were coded by JN using qualitative data anal-
ysis software [17]. To ensure consistency a random selec-
tion of 20% of the transcripts were coded independently 
by AL and differences were discussed until agreement 
was reached. Themes were reviewed, refined and organ-
ised into a final set of organising themes.

Table 1  Interview topic guide

What do you think is the main purpose of the consent process? (Prompts: How does it relate to your view of shared decision making? How do you 
approach the issue of consent with a patient? Is consent usually the responsibility of one member of the clinical team or does it involve several mem-
bers? Who is usually responsible? What preparations do you make? What do you think the patient’s role is in the consent process?

What issues and information are covered as part of the consent process? (Prompts: What do you explain during the consent process? What do you 
think are the important things to address when discussing consent with a patient? What factors influence the information you give to a patient during 
the consent process. Do you discuss risk? How? Do you discuss benefit? How? What patient information sources do you use when seeking consent? 
Information sheets? Websites? Other?

Are you aware of the Montgomery case? (Prompts: What do you know about it? Has it influenced your practice? What difficulties, if any, have you 
experienced when seeking consent? Do you check a patient’s understanding when seeking consent? How do you assess whether a patient has under-
stood?

How useful do you find the consent form? How long does it usually take you to seek consent?
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The researchers were all HCPs trained in good clini-
cal practice with regard to research studies. AD and JI 
are practicing obstetricians. AL and JN are experienced 
women’s healthcare researchers.

Results
Fifteen HCP (12 female (six obstetricians, six midwives); 
3 male (two obstetricians, one midwife) participated, 
age range (25-59). Participants were not reimbursed 
for their participation. Interviews lasted 20–60  min. To 
ensure anonymity in this single site study, quotations are 
attributed by staff role and gender only. All transcripts 
revealed that HCP recognised the difficulties inherent 
in consent consultations. Three key overlapping themes 
were identified:

Theme 1: Shared decision‑making – shared 
responsibility?
 All participants were committed to shared decision-
making but recognised it was sometimes challenging to 
engage women in dialogue. Concerns related to women 
who either did not want to receive much information or 
else wanted the HCP to decide for them about the pro-
posed intervention. Included in the former group were 
concerns about women who were very passive - ‘just 
seem to be going along with whatever I say’.

I think they [women] need to be at the centre of it but 
it’s difficult because quite often they want to be more 
passive I suppose than that … I mean not necessar-
ily in a bad way but … they do in some way feel they 
want us to tell them what they should do (HCP 10, 
female midwife).

I sometimes think they don’t really want to know, 
and I think sometimes we do just go with that which 
isn’t very good from a consent point of view but it’s 
just very difficult, so you just have to make sure you 
write it down (HCP 02, female midwife).

Conversely, some clinicians felt they were being asked 
to do the impossible – supporting women who wanted to 
make their own decisions provided that the responsibility 
lay firmly with the HCP if things went wrong.

it sometimes feels as though a woman wants to make 
all her own decisions, which is fine, but she doesn’t 
want to take any responsibility if it all goes pear-
shaped’ (HCP 08, female obstetrician).

Allied to these were some concerns about women who 
were considered to be lacking the capability to decide.

there are women who are just undecided or who 
feel emotionally overwhelmed and sometimes they 

really just want you to make the decision for them 
… I’ve had patients who really struggle because they 
haven’t really got the ability, mentally speaking that 
is, to get their head round their situation … I think 
there are some women particularly on labour ward 
but not only there where at least at some points I feel 
uncomfortable about consenting them because on 
any normal understanding it would be very hard to 
say they are in a position to make an autonomous 
decision (HCP 13, female obstetrician).

it’s very interesting about capacity because you get 
women with some sort of obvious learning disabil-
ity or psychiatric order and they can be quite tricky 
so you sometimes need to get the psychs in but also, 
those cases aside, the ones that also bother me are 
where an apparently ‘normal’ woman seems not to 
be taking on board what I’m saying either because 
she’s in pain or frightened or for some other reason 
and I sometimes think we don’t think about that 
enough when we consent them (HCP 06, female 
obstetrician).

the woman is panicking the partner is panicking and 
the doctors say just sign this so they just sign it and 
you can see they haven’t a clue what they’ve signed 
(HCP 03, female midwife).

Although some HCP felt their practice was unchanged 
following the Montgomery judgment many reported 
being more cautious when obtaining consent and more 
likely to accede to a woman’s wishes than prior to the 
judgment.

Theme 2: Second‑guessing women
All HCP expressed an intention to treat women as indi-
viduals and counsel them accordingly. Most also expe-
rienced difficulty in assessing what was important to an 
individual woman particularly within the confines of a 
time-limited consultation. They considered that making 
the sort of judgment endorsed by the Montgomery judg-
ment required a degree of second-guessing of a woman’s 
beliefs and values.

someone’s situation may not be what it seems so I 
may not know what’s affecting their decision even 
though I think I do from a clinical point of view if 
that makes sense and that does really worry me 
because it feels as though I’m being asked to second-
guess a woman if you see what I mean (HCP 14, 
female obstetrician).

I know that Montgomery tells us to think about a 
woman’s specific situation and obviously I try to 
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do that but it’s really hard because as I said before 
I may not have met the woman before or even if I 
have, I may not know much about how she processes 
information, so it feels a bit impossible really (HCP 
15, female obstetrician).

some people they’re very influenced by what is OK 
in their background, and for their ethnic group but 
obviously it’s quite hard to know really so it makes 
the whole consent thing a very grey area (HCP 04, 
male midwife).

Many HCP reported difficulty in striking a balance 
between fully disclosing all risks and avoiding unduly 
alarming a woman.

balancing the amount of information is not always 
easy … sometimes you have a finding and need to 
tell the patient what the options are, but you don’t 
know the patient very well, so you don’t know how 
she’s going to be able to process all the information 
you’re going to give (HCP 05, male obstetrician).

[post-Montgomery] I‘m more careful about labour-
ing the risks more and making sure I mention every-
thing because I do think it’s really hard to know what 
matters to someone - you know, their idea of risk 
depends on their belief system so you’re sometimes 
trying to really form a picture of what you think 
they’re like in a very short time (HCP 13, female 
obstetrician).

Allied to this was the difficulty in gauging a woman’s 
attitude to risk in general as well as their stance on risks.

it’s difficult trying to work out how risk averse they 
are because we get women who jump at 1 in 200 
and are really upset about it and then we get women 
where the risk is 1 in 7 and they’re like ‘oh it’s fine 
don’t worry about it’ so it’s gauging how they per-
ceive risk (HCP 01, female midwife).

These difficulties were intensified when counselling 
women with poor language skills and in these circum-
stances HCP were frequently left feeling uneasy that the 
requirements of valid consent had been met.

if a woman doesn’t speak any English so you’re 
totally reliant on Language line or quite often on 
family members and that’s tricky in generally under-
standing what matters to a woman which is difficult 
enough anyway let alone in terms of communicat-
ing risk … I’ve had a few women when I’ve had real 
doubts about whether they really get it, you know 
they just nod to everything and then sign the form 
when they’re prompted to do which obviously isn’t 

consent in the way we normally understand (HCP 
08, female obstetrician).

Theme 3: Challenging professional contexts ‑ 
the Labour Ward
Concerns relating to consent obtained for interventions 
in the Labour ward context such as emergency caesarean 
section and instrumental delivery were raised by many 
HCP.

it’s very difficult because consent on the labour ward 
is not black and white, actually category 1 emergen-
cies and caesarean section are in a way very easy, 
it’s either we get your baby out or there’s going to be 
damage to your baby but there are some areas where 
it’s not that black and white and that’s quite tricky 
(HCP 06, female obstetrician).

on the Labour ward (pulls a face) it’s really, really 
not good – I mean the whole circumstances often, 
not always, but often, are just so rushed and not 
compatible with doing proper consent so I really 
hate that (HCP 10, female midwife).

They reported experiences in which the process of 
obtaining consent had been absent, cursory, or poorly-
informed with negligible engagement from the preg-
nant woman concerned who might be suffering pain or 
fatigue.

I really think that consent in labour is really dodgy 
for lots of things, I mean take wide perineal sutur-
ing, by that stage most women are really beyond 
caring, and you know I’ve seen women subsequently 
who said they had no idea what was going on so yes, 
I think to say consent is dodgy is an under-statement 
(HCP 09, female obstetrician).

there’s quite a lot of times when it’s not [an emer-
gency] but the woman gets consented in really what 
is a pretty cursory way and especially if she’s in pain 
or just had enough it really isn’t anything like proper 
consent …. it’s often the case with women who have 
got it firmly in their minds that they want a natu-
ral birth so you’re trying to persuade them I suppose 
to think about having a section and time’s pressing 
on so it’s quite easy if I’m honest to consent them in 
a fairly perfunctory way and I do think sometimes 
that’s a bit dodgy… it goes against everything you 
normally try to do in terms of professional practice. 
I mean obviously it is still their decision, but I think 
it’s in a very notional way because of the situation 
and I sometimes wonder if we not exactly abuse but 
take advantage of the situation (HCP 15, female 
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obstetrician).

Many HCP had experienced fast moving situations 
where they felt lawful consent according to the Mont-
gomery judgment had not been obtained and this left 
them feeling stressed and uneasy.

[Labour Ward]… it’s moving so fast and I am very 
conscious of all the things you normally think of 
with consent tend to go out of the window, you know 
they’re in pain it’s all a bit tense and so on I mean 
it’s probably one of the things I feel most uncomfort-
able about in all of my practice … you know you’re 
not in line professionally with everything that’s been 
drummed into you from an early stage and it’s dif-
ficult to do anything about it (HCP 14, female obste-
trician).

you basically end up with what you might call 
kneejerk consent rather than anything that’s really 
appropriate, so you’re conflicted because you’re 
wanting to offer patient-centred care but it’s not 
(HCP 13, female obstetrician).

Discussion
Healthcare professionals in this study recognised that 
truly autonomous shared decision-making can be diffi-
cult to achieve both antenatally and intrapartum across 
the spectrum of women ranging from those who appear 
overly compliant or disinterested to those who want to 
decide but do not wish to take responsibility for their 
decision. The latter represents a challenge which high-
lights the fine professional boundary between providing 
information and proffering advice and may indicate a 
need for greater clarification of this distinction.

Despite the psychological challenges accompanying 
pregnancy we were surprised to find that many HCP 
reported concerns about the decision-making capaci-
ties of some women, often, though not exclusively, when 
women were being asked for consent in the acute Labour 
ward setting. Similar concerns have been both voiced 
[18, 19] and refuted [20] in the pre-Montgomery era in 
but more recently Singh [21] et  al. found incapacity in 
obstetric emergency procedures to be relatively com-
mon. Interestingly, a common misapprehension is that 
the assessment of capacity should be performed by a psy-
chiatrist whereas the MCA [22] states that it is the clini-
cian responsible for care who is responsible for carrying 
out an assessment. Limited previous work [23] indicates 
that HCPs have a poor understanding of the MCA and its 
use in practice and we suggest that further investigation 
of the support offered to HCP facing these concerns may 
be justified.

HCP were divided in relation to whether the Mont-
gomery judgment had changed their practice, but it 
seems that rather than a seismic change in practice, what 
judgments such as Montgomery and sequelae cases [24–
27] have done is highlighted the uncertainty inherent 
in the complexity of clinical consultations and embroi-
dered it with the additional uncertainty of the material-
ity test. Professional guidance [28] has long recognised 
the need for HCP to take full account of factors relevant 
to their patients’ individual decision-making. Cases 
such as Montgomery re-emphasise that consent is not a 
mechanical process in which the materiality of a risk can 
be determined by its numerical likelihood or similar evi-
dence. Whilst such approaches are meritorious within 
the frame of evidence-based healthcare they do not take 
into account the increasingly acknowledged need for 
a consultation dialogue framed by an appreciation of a 
woman’s values. Many of the HCP in our study appeared 
to recognise what might be seen as an imbalance between 
evidence and values-based healthcare [29] and we found 
real concern among HCP about the ‘correct’ way of 
counselling women and ascertaining their values, beliefs 
and preferences. Making these sorts of assessments is 
undoubtedly challenging [30, 31] but aligns with increas-
ing recognition across the globe that adopting a woman-
centred philosophy and human-rights based approach as 
endorsed by the World Health Organisation is central to 
giving women authentic involvement in decision-mak-
ing [33]. Hence we suggest, meeting these challenges is 
necessary to support high quality, lawful, professional 
consent practice and requires the development of better 
tools to embed value/belief/preference assessments in 
clinical consultations.

Our findings confirm previous suggestions [33] that 
consent in the LW setting is sub-standard even in non-
emergency circumstances. Echoing the findings of others 
[34] recalling the effects of pain and fatigue on labour-
ing women caused many HCP to doubt if some women 
had the mental capacity to make a decision at the point 
in time when their consent was sought. Even when 
capacity was present clinicians had reservations about 
whether ‘proper’ consent had been obtained. Perhaps 
HCP should begin the consent process by formally dis-
cussing the risks of potential interventions such as cae-
sarean section, instrumental delivery and episiotomy 
well ahead of labour and delivery with the process being 
completed if, and when, such interventions become 
necessary. Clearly, in order to mitigate concerns about 
unwarranted intrusion on women antenatally and intra-
partum, such approaches to consent would need to be 
carefully and sensitively designed. Nonetheless whether 
consent requirements as currently formulated are really 
supportive of good clinical care and, if not, how they 
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can be implemented effectively clearly warrants further 
investigation.

This small study is, we believe, the first published 
assessment of the experiences of both practicing mid-
wives and obstetricians post-Montgomery. Despite being 
a single site study it provides a useful opportunity to 
explore HCP perspectives at an institution representa-
tive of other large UK teaching hospitals both in terms of 
staff and numbers of women attending for care. However, 
although data saturation was evidenced and many key 
issues were revealed, professional practice in general and 
consent in particular is multi-faceted and we may have 
failed to capture some nuances of particular challenges 
and experiences.

Conclusions
Legal & professional guidance on patient consent sets a 
high bar for healthcare professionals. Yet what is required 
of healthcare professionals is mismatched with what can 
be achieved in practice. If consent, as currently formu-
lated, is to remain the yardstick for practice, healthcare 
professionals need more support in ways of enabling 
women to make decisions which they can feel confident 
are truly autonomous whatever the circumstances of the 
consultation.
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