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ABSTRACT

Background: The NSW Birth Trauma Report identified flawed consent processes and poor calibre antenatal information to
have harmed birthing women. Written informed consent for vaginal birth may improve carer accountability and is currently

applied in limited circumstances, for example, vaginal birth after caesarean section (VBAC).

Aims: This study explores how informed women are about birth, as perceived by clinicians, and perspectives on the implications

of written informed consent for vaginal birth.

Materials and Methods: This study uses survey-based research for quantitative data and inductive content analysis for open-

ended questions. Main outcome measures include carer perceptions on consent to the mode and/or location of birth and argu-

ments against/in favour of written informed consent.

Results: One thousand two hundred and seventy-one responses were analysed for the final results, with 851 (67%) obstetric

(Obs) and 420 (33%) midwifery (MW) respondents. Obs were eight times likelier to believe that women are never/rarely fully

informed regarding vaginal birth (p <0.001). The majority in both cohorts agreed women are frequently/always fully informed
about VBAC. However, only 49 (6.6%) Obs and 20 (6%) MW were aware of written informed consent forms in use for vaginal
birth. Themes developed include—‘helpless clinicians’ facing impediments to consent, flawed understanding of consent, rejec-

tion of consent requirements, juxtaposing consent with normality, disruption to collaboration and antenatal information under-

mining consent.

Conclusions: Maternity carers in this Australian survey agree women are not fully informed regarding the risks and benefits

of birth. Written informed consent alongside adjuncts like birth plans or technology-based platforms may offer a way ahead for

the future.

1 | Introduction

The Birth Trauma Inquiry reports in New South Wales (‘NSW”)
[1] and the United Kingdom (‘UK’) [2] have raised concerns
about information provision and safety at birth. The NSW in-
quiry, which accepted submissions from women (over a period of

two decades), makes several recommendations around consent
[1]. This has been long overdue, as the absence of ‘formal birth
preparedness/complication readiness’ [3] during antenatal care
isa concern. A recent report from the UK [4] also highlighted, as
an ‘essential action’, the need to ensure that ‘women have ready
access to accurate information to enable their informed choice
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of intended place of birth and mode of birth, including maternal
choice for caesarean delivery’.

The general law on consent does not require consent or the pro-
vision of information, including warnings about risks, to be in
writing [5]. However, a written consent assists clinicians in pro-
viding appropriate and adequate information to patients in line
with community expectations and legal requirements [5]. This
article aims to enhance informed maternal choice at birth by an-
alysing data and deriving themes from a national survey of ma-
ternity clinicians on their perceptions of informed consent. We
evaluate the study results to understand why clinicians may wish
to undertake written consent for vaginal birth and the arguments
against it. We propose regulatory changes and solutions to im-
prove consent standards. Critically, we emphasise how written
consent may help cement the informal contract [3] between the
carer and a woman. In this article, ‘woman’ represents all women
and birthing people.

TABLE1 | Informed birth choices.

2 | Materials and Methods

The online survey, in this study, used a combination of 31 closed-
and open-ended questions. The response options offered were in
multiple-choice or Likert scale formats as noted in Tables 1-3.
Open-ended questions were designed to elicit contextual insights
into the quantitative data from close-ended questions. The sample
population of maternity clinicians included possibly 5000 respon-
dents each, affiliated with the Royal Australian and New Zealand
College of Obstetricians & Gynecologists (RANZCOG’) and the
Australian College of Midwives (ACM’). Sample size calculations
allowed for data from at least 257 participants in both respondent
cohorts. This calculation determined the satisfaction percentage
with a power of 0.90 and type 1 error of 0.05 (two-tailed t-test). The
sample size was calculated using Open Epi, version 3.

Data were analysed using statistical software IBM Corp (re-
leased 2023), IBM SPSS Statistics for Windows Version 29.0.2.0

To what extent, do you
believe that women are
fully informed about the
benefits and risks of the
mode and/or location of

delivery in the following Obstetric Midwifery
scenarios? Response group (%) group (%) Oddsratio  Confidence interval
Vaginal birth Never/rarely 368 (49.9) 54 (16.3) 8.433%#* 5.922-12.010
Sometimes 209 (28.4) 80 (24.1) 3.233%#* 2.321-4.503
Frequently/always 160 (21.7) 198 (59.6) Ref
Vaginal birth after caesarean Never/rarely 36 (4.9) 38 (11.6) 0.3327%** 0.205-0.537
section Sometimes 74 (10) 69 (21.1) 0.376%%* 0.262-0.540
Frequently/always 628 (85.1) 220 (67.3) Ref
Assisted vaginal birth Never/rarely 174 (23.6) 109 (33.1) 0.474*** 0.338-0.667
Sometimes 277 (37.6) 135 (41.0) 0.610** 0.444-0.838
Frequently/always 286 (38.8) 85(25.8) Ref
Vaginal breech birth Never/rarely 110 (16) 142 (46.7) 0.191%** 0.138-0.263
Sometimes 102 (14.8) 45(14.8) 0.558** 0.372-0.837
Frequently/always 475 (69.1) 117 (38.5) Ref
Water birth Never/rarely 278 (47.4) 67 (24.1) 4.480%*** 3.147-6.378
Sometimes 170 (29) 62 (22.3) 2.960%** 2.041-4.293
Frequently/always 138 (23.5) 149 (53.6) Ref
Home birth Never/rarely 276 (52) 97 (45.5) 1.985%** 1.392-2.831
Sometimes 126 (23.7) 26 (12.2) 3.381%** 2.049-5.578
Frequently/always 129 (24.3) 90 (42.3) Ref
Caesarean section Never/rarely 28 (3.8) 70 (21.3) 0.096*** 0.060-0.154
Sometimes 66 (9) 105 (32) 0.157%** 0.106-0.215
Frequently/always 639 (87.2) 153 (46.6) Ref

Note: Ref: the reference category is frequently/always. This parameter is set to zero because it is redundant. **p value <0.01, ***p value <0.001.
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TABLE 2 | Arguments against written informed consent for vaginal birth.

Obstetric  Midwifery
Response group (%) group (%) Oddsratio Confidence interval

Time consuming Not/minor importance 476 (64.3) 256 (79.5) Ref

Important/very important 264 (35.7) 66 (20.5) 2.157%** 1.579-2.932
Medicalises a ‘normal’ Not/minor importance 316 (42.6) 39 (12) Ref
process Important/very important 425 (57.4) 287 (88) 0.183*** 0.127-0.263
Increases intervention Not/minor importance 480 (64.9) 85 (26.6) Ref

Important/very important 260 (35.1) 235(73.4) 0.196%*** 0.147-0.262
Increases patient anxiety Not/minor importance 219 (29.7) 35(10.7) Ref

Important/very important 519 (70.3) 291 (89.3) 0.285%** 0.194-0.419
Vaginal birth is the ‘default’ Not/minor importance 316 (42.8) 70 (21.7) Ref
option Important/very important ~ 422 (57.2) 252 (78.3) 03715 0.274-0.502

Note: Ref: the reference category is not important/minor importance. This parameter is set to zero because it is redundant. ***p value <0.001.

TABLE 3 | Arguments in favour of written informed consent for vaginal birth.

Obstetric Midwifery
Response group (%) group (%) Odds ratio Confidence interval
Medico-legal reasons Not/minor 212 (28.6) 198 (61.5) Ref
importance
Important/ 528 (71.4) 124 (38.5) 3.977%*%* 3.020-5.237
very important
Standardise information Not/minor 136 (18.4) 135 (42.2) Ref
provided importance
Important/ 605 (81.6) 185 (57.8) 3.246%%% 2.430-4.336
very important
Reduced decisional capacity in Not/minor 210 (28.4) 156 (48.9) Ref
labour importance
Important/ 529 (71.6) 163 (51.1) 2.411%%* 1.838-1.363
very important
Reduced decisional conflict Not/minor 213 (28.9) 152 (47.6) Ref
regarding mode or location of importance
delivery Important/ 524 (71.1) 167 (52.4) 2.230%#* 1.707-2.937

very important

Note: Ref: The reference category is not important/minor importance. This parameter is set to zero because it is redundant. ***p value <0.001.

Armonk, NY: IBM Corp. Continuous variables were tested
for normality and based on the outcome of the test, paramet-
ric or non-parametric analyses of the data will be undertaken.
The chi-squared or univariate binary/multinomial regression
analysis was performed for determining associations between
categorical variables. Multivariate regression model logistic re-
gression helped determine factors leading to obtaining consent
among health professionals. A p value of <0.05 was considered
statistically significant.

Data collected through the open-ended questions were analysed
by content analysis [6]. Inductive reasoning was used to derive
themes that explain the collective understanding of the trends
from survey respondents. In the first cycle, data described by

the participants were initially distributed in responses related
to informed consent and informed refusal. The second cycle of
pattern coding involved visualisation maps with codes refined
several times. This step specifically focused on responses related
to informed consent. We derive six broad themes that help infer
richer, more cohesive results from the quantitative data to con-
struct the narrative of this article.

2.1 | Ethics

The study is based on survey research with ethics approval
from Townsville Hospital and Health Service Human Research
Ethics Committee HREC/18/QTHS/88.
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3 | Results

Details relevant to the demographic questions in the survey,
methods and results are previously published [7] and are not
reproduced in this article. Of the 1271 responses (83% comple-
tion rate), analysed for the final results, 851 (67%) were from the
obstetric group (‘Obs’) and 420 (33%) were from the midwifery
group (‘MW’). Only 49 (6.6%) Obs and 20 (6%) MW respondents
appeared to be aware of written informed consent forms for vag-
inal birth being used at their workplace.

Table 1 outlines to what extent, clinicians believe that women
are fully informed about the benefits and risks of the mode and/
or location of delivery. Nearly half of all Obs respondents believe
women are never/rarely fully informed regarding vaginal birth.
Obs were eight, four and approximately two times more likely
than MW respondents to perceive that women are never/rarely
fully informed regarding vaginal birth, water birth and home
birth respectively. A large majority of respondents in both co-
horts appear to agree that women are frequently/always fully
informed about vaginal birth after caesarean (VBAC).

Table 2 outlines clinician perceptions on common arguments
against written informed consent. Obs were twice as likely as
MW respondents to believe written informed consent to be
time-consuming. MW respondents were approximately five
times more likely than Obs respondents to perceive that writ-
ten informed consent medicalises a ‘normal’ process and that it
would increase intervention rates.

Table 3 outlines clinician perceptions on common arguments
favouring written informed consent. Obs are more likely than
MW respondents to attach greater importance to all the pa-
rameters in favour of written informed consent, as noted in
the survey.

Table 4 outlines the themes derived from an inductive anal-
ysis of open-ended question responses. Examples of partici-
pant comments organised by derived themes are presented in
this table.

4 | Discussion

This research suggests that many clinicians agree women are
not fully informed regarding vaginal birth, but lack interdisci-
plinary consensus on whether written consent is a solution. We
believe that these results complement the consumer submis-
sions to the birth trauma inquiry [1] and highlight how clini-
cal practice is rife with arbitrary inconsistencies. For example,
a perineal repair undertaken in a birth unit is often based on
verbal consent, but the same procedure in an operating theatre
reflexively captures written consent. Consider this discrepancy:
Research participants in this study were mandated to document
voluntary, free and informed consent more rigorously than
women who give birth vaginally. One submission [1] to the in-
quiry captures this sentiment well:

I It is the more insidious features of everyday
practice within the hospital system that I believe

contributes to the majority of birth trauma. This
includes women lacking a sense of agency when
navigating the maternity system, and the frequent
absence of genuine choice, informed consent and
individualised care. Without these, women cannot
leave hospital feeling that they had an empowering

experience.

4.1 | Why Written Consent?

Consent for vaginal birth is best done during the antenatal
period. Studies have shown that women self-identify as pos-
sessing reduced decisional capacity during labour [3]. Birth
Trauma Australia (‘BTA’) submits [1] that a ‘lack of proactive
communication’ can lead women to feel ‘blindsided’ by their
birth experience and unable to advocate for themselves ef-
fectively. Written consent, on paper, remains the most cost-
efficient means of documentation [8] and benefits both women
and clinicians. There is less scope for clinician bias [7] cor-
rupting written consent. Documented consent is particularly
useful in determining legal disputes over facts. Courts prefer
the ‘reliability and veracity of clinical notes over witness state-
ments’ [9] when the woman and clinician differ starkly on
what transpired during a consultation.

In many maternity units, women seeking a VBAC—for em-
phasis, vaginal birth—sign a form to ‘give’ consent. It is noted
(Table 1) that both Obs and MW respondents in the survey
broadly believe that consent works well for women counselled
on VBAC. Why is this so? We claim that health organisations
accord VBAC the serious consideration that vaginal birth often
fails to attract. Organisations confront consumer advocacy for
choice, service capability issues and interdisciplinary collabo-
ration to ensure safe VBAC-friendly service provision. The use
of validated predictive tools helps personalise care for these
women [10]. We ask whether written consent processes can ef-
fectively work with spontaneous vaginal birth too?

Women need protection from normality-centred care [7]
particularly when the focus on normality denies women
choices that might reduce harm from vaginal birth. A dis-
turbing theme emerges (Table 4) where some clinicians' views
on normality, render them hostile to maternal choice. The
Montgomery judgement [11], it is worth reminding, is uncom-
promising on choice:

A patient is entitled to take into account her own
values, her own assessment of the comparative
merits of giving birth in the “natural” and traditional
way and of giving birth by caesarean section,
whatever medical opinion may say, alongside the
medical evaluation of the risks to herself and her
baby.

Maternal choice matters. The BTA says ‘we need to stop infan-
tilising women and we need to actually empower women with
information’ [1]. It is absurd to presume that women with in-
creased knowledge will likely opt for a caesarean section (‘CS’)
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TABLE 4 | Identified themes and clinician comments.

1. The helpless clinician
‘How is it that we consent women for caesarean and VBAC and don't tell them about the risks of a vaginal delivery?’

‘..I put to Executive 10years ago that we should consider developing a consent form for vaginal delivery, and they laughed at me.
A month later the hospital got sued for a 4th degree tear from a vaginal delivery...

‘It's no longer a secret about the risks women face with an attempted vaginal birth. It seems to me that we often dissuade women
from an elective caesarean and yet are shocked when the nulliparous woman needs an assisted vaginal delivery and is shocked
by the outcome’

*...If we emphasise the risks we are “scaremongering” and being negative about a natural process’

‘The politics of childbirth make informed discussions almost impossible. It is crazy that the most dangerous thing that a woman
and child are likely to attempt is not discussed in detail’

2. Conceptual flaws around consent

‘I think the decision as to whether a birth is vaginal or otherwise should be dependent on the medical circumstances and not
personal choice in the absence of good clinical/psychological indications’

‘Standardising information does not allow for individualised woman-centred care—listen to what she says she needs!’

‘...informed consent, in private obstetric care can be inconsistent and dependent on individual management styles, the particular
preferences of the obstetrician and their routine practices’

‘These documents are lazy medicine. They are being increasingly used to truncate a consultation, as a weapon and because of
poor communication skills’

‘It is impossible within a timely manner to inform a woman of every possible complication that could happen, and therefore, the
consent forms would be worthless’

‘That, things have come to the point where a consent form for labour and vaginal birth is being considered is in and of itself
representative of how birth has come to be viewed, how it is represented and how it is thought of. How telling’

3. Rejection of the requirement for consent

‘..creates vaginal birth as an “option” which it is not, it is the logical result of pregnancy’

‘Consent to birth in the way the body was designed to do in most circumstances is beyond ridiculous’

“...A form to sign to consent to vaginal birth is a public health disgrace. Make women sign forms to consent to pregnancy?’

‘However getting “consent” for a vaginal delivery is treacherous, as it adds great confusion for women, I believe. Women expect
that if something is discussed as “consent”, then there is the option to choose something else’

‘...This is within the scope of practice of midwifery and in my professional opinion I do not believe women need to sign a
medicolegal document stating they consent to giving birth in the biological intended way’

4. Juxtaposing consent with normality of vaginal birth

‘.When women enrol in a midwifery model of care which has evidence for improved outcomes for women, that comes with an
understanding of desire for support towards normal birth’

‘...the push towards normal birth has led to an increase in the rate of instrumental delivery (especially forceps) with subsequent
morbidity. I get the feeling that many of my colleagues feel that once a woman gets to full dilatation, vaginal birth must be
attempted even with malposition or relatively high station’

‘Outcomes of women and their babies under a continuity model of care are far superior than standard care. Women under
standard care often opt for epidurals and need intervention; which in turn has poor outcomes even if they have a vaginal birth...

‘Informed consent for vaginal birth would cause the caesarean section rate to blow out’
5. Lack of collaboration in information provision

‘There can be no informed consent when coercion and bullying tactics are used, which is every time a Dr speaks to a woman!
The dead baby card is played every time. This is blatant coercion’

‘.what I say is often trumped by the doctor in highlighting risks over benefits in many circumstances’

(Continues)
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TABLE 4 | (Continued)

‘The arrival of purist direct entry midwifery training has increased the conflict and biased information in our area. It has not

helped collaboration’

‘Have felt an increasing culture of irrational fixation on vaginal birth at all costs. Particularly via less experienced midwives,
new graduates. Medical participation into patients antenatal education is actively resisted’

‘It appears that medical staff (often for medico-legal reasons) feel that midwifery staff cannot understand or appropriately
inform women of potential outcomes, even when practising for many years’

6. Antenatal information undermining informed consent

‘Patients are not given a balanced orientation of the potential difficulties of pregnancy and delivery during their prenatal care so

that a false expectation is given’

‘I think a great deal of the conflict and angst that exists when we enter the room to offer assistance with birth via forceps, in
particular, could be allayed by thorough counselling from the antenatal clinic appointments. Why is it such a secret? It seems so
paternalistic to me. Just tell women the truth and let them make an informed decision’

‘An informed consent for instrumental delivery should be taken antenatally, not in an emergency situation, when weighing the

risks and benefits could be difficult’

‘Current birth education is written and approved by midwives, therefore is understandably biased and pro “normal”, but brings
to question whether current education actually provides “informed” consent’

[12]. Studies on information provision with risk stratification
have shown remarkably low CS preference rates [13]. CS rates
are no longer—and Australia would do well to take note—use-
ful as a marker of the quality of maternity care [4]. We aspire
to see care move from ‘normal birth’ to normalising maternal
choice at birth.

Written consent for vaginal birth enforces choice. Some argue
that [14] clinicians must go beyond passive acquiescence to ma-
ternal requests for CS (‘MRCS’). They ‘submit that healthcare
practitioners caring for women with uncomplicated pregnancies
have a positive duty to inform them of the option’ of MRCS and
not just divulge this information when requested by the patient.
Standardising counselling to bring this into practice is not cum-
bersome. RANZCOG provides updated evidence [15] on choos-
ing between vaginal birth and a CS, that can guide counselling
broadly.

4.2 | Why Not?

A traditional view lingers (Table 4) that clinicians do not need
to obtain consent for vaginal birth, an ‘inevitable physiological
process’ [16]. A paradoxical proposal helps challenge this view.
A woman can decline to give verbal consent to labour before
birth. On a technicality, each case of MRCS represents a refusal
to give birth vaginally. Clinicians support this [15] because how
a woman chooses to give birth is a preference-sensitive deci-
sion. Why is this choice not extended to all pregnant women? If
published data [17] suggest that interventions are more readily
available to women ‘of Australian origin’ or ‘of higher socioeco-
nomic status’ the question begs to be asked; what of the women
who do not share this privilege? The idea that vaginal birth is a
default option, is no longer tenable.

The notion that written consent for vaginal birth makes women
anxious is paternalistic. Some have argued that information
may even assist such anxiety [18]. Perceptions of risk vary

among consumers, midwives, doctors and hospital executives.
Discussing risk demands nuance from the clinician. An ‘infor-
mal contract’ [3] exists between the carer and the woman giving
birth at a hospital. Clinicians are duty-bound to ensure that the
reasonably foreseeable effects [18] of harm from birth are made
explicitly clear. A written consent reflects, in document form,
such a discussion.

4.3 | Regulation & Solutions

Addressing consent-related medicolegal claims [19] incentivises
organisational change. Accountability for inadequate consent at
birth rests with the clinician, organisation and regulatory pro-
cesses. It could be argued that the ACM's stance on risk-based
regulation (creating restrictions for midwives) [20] effectively
de-risks pregnancy. A bias against complexity [21] is neither safe
nor woman-centred. The birth trauma reports have reinforced
this. Managing risk encompasses themes as diverse as informed
consent, clinician education, protocol development and docu-
mentation [22]. Organisations cannot ignore consumer expec-
tations for a formal informed consent process to be introduced
at birth [3].

Mandating written consent also assists clinicians who struggle
conceptually with consent (Table 4). This theme is mirrored in
the inquiry report [1] where the Maternity Consumer Network
states ‘that despite the legal and ethical imperative for informed
consent, maternity care providers often have a poor understand-
ing of their legal responsibilities, which can further exacerbate
problems’. Change within organisations involves staff educa-
tion, audits and performance standards being established/met
around consent documentation.

Organisations still place the onus of consent on the medical prac-
titioner. Not all women need or can access obstetric clinicians
during pregnancy. We argue that midwives, especially those in
continuity models of care, inherit primary legal accountability
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for consent standards at birth. Courts place greater emphasis
on adequate consent than on who provides this information.
Succinctly put:

What is required is that the patient have the sufficient
material in order to make an informed consent. It
really does not matter where that information comes
from.

[23]

Such a proposal assumes basic expectations. First, this does not
preclude women from seeking obstetric care as and when re-
quired/sought. Second, professional boards ensure that clinician
scope of practice standards unambiguously address consent ob-
ligations at birth. Third, Obstetric & Midwifery Colleges publish
collaborative documents on informed consent standards that
clinicians adhere to and are held accountable for.

We challenge traditional perceptions of what is accepted as
written consent. Consent modelled on birth plans may be an
idea whose time has arrived. Birth plans are adjuncts to con-
sent forms. A birth plan formulated by a woman is no less of
a contract that binds the therapeutic relationship, tailored to
the woman’s individual needs. It allows clinicians to dissect, in
granular detail, concerns regarding care outside the domain of
medical recommendations. Hearteningly, organisations have
developed policies supportive of requests from women declining
care [24]. It is time to extend this ‘generosity’ of choice to all
pregnant women.

Consent is already moving beyond the realm of paper, much
as women’s expectations of consent are fast outpacing organi-
sational change. Mobile artificial intelligence (‘AI’) apps can
generate recordings of consultations. These apps are readily
accessible to women. These AI recordings are, to use the legal
term, ‘discoverable’ documents in a medicolegal claim. We be-
lieve such recordings will likely supplant consent forms—in all
health disciplines—soon. Dynamic consent (‘DC’) in obstetric
practice promises transformational change [25]. The use of tech-
nological platforms on mobile phones, integrated with adaptive
technology, can make information accessible to women across
the spectrum of health literacy. Women value ongoing discus-
sions in pregnancy about the preferred mode of delivery [12] that
DC can accommodate. DC will also allow for consent traceabil-
ity and documentation throughout this time [8].

4.4 | Limitations

We advise caution with the interpretation of results from this
observational study. Even though the survey was conducted
in 2018, it holds value when contextualised in the chronology
of inquiry submissions spanning nearly two decades. We re-
iterate that the results of this survey have presaged what the
birth trauma reports from both the UK and NSW now confirm.
Women are clearly saying that current standards for consent at
birth are unacceptable.

Overall, this study supports the principal finding in the NSW re-
port [1] that ‘prospective parents need to be provided with clear

and comprehensive education about all aspects of pregnancy and
childbirth so that consent given to any obstetric intervention is
fully informed’. A woman's pregnancy journey can take ‘many
forking paths’ [18] with multiple possible outcomes, including se-
vere complications that may ensue. De-risking pregnancy by with-
holding information does not help. Clinicians must endeavour to
ensure that a pregnant woman is aware of the harms and bene-
fits of the alternative ways in which she may choose to give birth.
Information provision demands ideology-proofing to protect con-
sumers from fluctuating and conflicted advice on birth. Written
informed consent for vaginal birth is a solution worth considering.
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