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Abstract
Almost 30% of live births in England and Wales occur late preterm or early term (LPET) and are associated with 
increased risks of adverse health outcomes throughout the lifespan. However, very little is known about the 
decision-making processes concerning planned LPET births or the involvement of parents in these. This aim of this 
paper is to review the evidence on parental involvement in obstetric decision-making in general, to consider what 
can be extrapolated to decisions about LPET delivery, and to suggest directions for further research.

A comprehensive, narrative review of relevant literature was conducted using Medline, MIDIRS, PsycInfo and 
CINAHL databases. Appropriate search terms were combined with Boolean operators to ensure the following broad 
areas were included: obstetric decision-making, parental involvement, late preterm and early term birth, and mode 
of delivery.

This review suggests that parents’ preferences with respect to their inclusion in decision-making vary. Most 
mothers prefer sharing decision-making with their clinicians and up to half are dissatisfied with the extent of their 
involvement. Clinicians’ opinions on the limits of parental involvement, especially where the safety of mother or 
baby is potentially compromised, are highly influential in the obstetric decision-making process. Other important 
factors include contextual factors (such as the nature of the issue under discussion and the presence or absence of 
relevant medical indications for a requested intervention), demographic and other individual characteristics (such 
as ethnicity and parity), the quality of communication; and the information provided to parents.

This review highlights the overarching need to explore how decisions about potential LPET delivery may be 
reached in order to maximise the satisfaction of mothers and fathers with their involvement in the decision-making 
process whilst simultaneously enabling clinicians both to minimise the number of LPET births and to optimise the 
wellbeing of women and babies.
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Background
Compared to full-term infants, those born late preterm 
(34+ 0 to 36+ 6 weeks of gestation) and early term (37+ 0 to 
38+ 6 weeks of gestation) are at increased risk of impor-
tant neonatal morbidities [1–12] and ongoing health 
issues during childhood [13–40], adolescence and adult-
hood [23, 27, 34, 41–45]. Many late preterm and early 
term (LPET) births occur spontaneously, but others are 
planned in advance. Some of these reflect decisions in 
which the risks of continuing with pregnancies compro-
mised by conditions such as pre-eclampsia, poor fetal 
growth, placental problems or infection have been judged 
to outweigh those of early delivery [46–49]; others are 
carried out in the absence of any clear medical indication 
[49–51].

Increasing awareness of the potential adverse conse-
quences of LPET delivery, together with rising rates of 
LPET births during the late 20th and early 21st centu-
ries [52–55], led to the development of various policies 
and initiatives aimed at minimising planned deliver-
ies at these gestations. However, despite some signifi-
cant reductions [49, 56–64], the number of LPET births 
remains high. In 2021, almost 33,700 late preterm and 
more than 151,500 early term births were recorded in 
England and Wales [65]. Taken together, these figures 
represent 30% of all live births. In addition to the implica-
tions for families, even modest increases in ill-health or 
reductions in intellectual ability across such large num-
bers place substantial burdens on healthcare services and 
resources [66].

Further reductions in planned LPET births would 
therefore be of significant benefit to individuals, fami-
lies and the healthcare system. However, very little is 
yet known either about the decision-making processes 
involved in planning LPET deliveries, whether medically 
indicated or not, or about the involvement of parents 
in these. The aims of this paper are therefore to review 
the current evidence on the nature and extent of paren-
tal involvement in obstetric decision-making in general, 
to consider what can be extrapolated from this body of 
knowledge to decisions about LPET delivery, and to 

suggest avenues for further research into this complex 
and important issue.

Methods
A lack of studies directly exploring parental involve-
ment in decisions about LPET birth (i.e. birth between 
34+ 0-38+ 6 weeks of gestation) precluded a systematic 
review of research on this topic. Instead, a comprehen-
sive, narrative review of related literature was conducted 
by means of searches of relevant databases: CINAHL 
(The Cumulative Index to Nursing and Allied Health Lit-
erature), Medline, MIDIRS (The Maternity and Infant 
Care database), PsycInfo and PubMed. In view of the 
paucity of literature on this subject, a broad and inclusive 
search strategy was adopted, encompassing papers relat-
ing to humans and written in the English language, from 
the earliest date covered by each database to 18 August 
2021. The following were accepted for inclusion: origi-
nal research studies, analyses of secondary data (includ-
ing data located online), clinical reports, review articles, 
commentaries, opinion papers, and proposals for new 
frameworks, guidelines and recommendations. There 
were no restrictions on time period or geographical loca-
tion. The terms used in the search (combined with appro-
priate Boolean operators) are provided in Table 1.

1,086 results were elicited by the searches. After pre-
liminary scanning of titles and abstracts and the removal 
of duplicates, 53 papers were retained for further consid-
eration. Eight papers were excluded after full text review. 
A further three with very early publication dates were 
also excluded, as their results were in line with those 
of more recent studies. The findings of the remaining 
42 papers are included here. Summary details of these 
papers can be found in Table 2.

Literature review
Parental involvement in obstetric decision-making
Numerous decisions are taken about treatment and 
care during pregnancy, labour and the neonatal period, 
with the aim of finding reliable, evidence-based and 
ethically justified solutions that are in the best interests 
of women and their babies [67, 68]. The right of par-
ents to be involved in the making of such decisions has 
become widely recognised [67–76], including in recent 
national guidelines and recommendations in the UK 
and the Netherlands [72, 75, 76], and some form of dis-
cussion and/or negotiation is now common [77–83]. 
Few studies have reported the extent to which either 
mothers or fathers wish to be included in the decision-
making process but there is evidence that both do want 
to be involved [77, 78, 82–87]. The literature concerning 
fathers is particularly scant but it has been noted that 
some have had a strong influence in relation to certain 
key decisions, such as when their partners should go to 

Table 1 Terms used in the literature search
Topic area Terms1

Gestation Late preterm, early term, near term

Delivery Medically indicated delivery, (elective) 
Caesarean section, (elective) induc-
tion of labour, abdominal delivery

Relationship Parent, mother, father, maternal, 
paternal, family

Decision-making Obstetric decision, decision-making, 
(parental) involvement

1 truncations and alternative spellings (including upper/lower case, hyphens 
and spaces) were added as appropriate, e.g. labo*, late pre-term; Cesarian 
Section
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hospital during labour and the use and timing of epidural 
pain relief [87]. Others, however, have felt excluded from 
the process [86], with a lack of relevant knowledge and 
poor communication with health care professionals hav-
ing been identified as barriers to their involvement [84]. 
Mothers vary in the extent of their desire to be included 
[84] but almost two-thirds have been found to prefer 
sharing decision-making with their clinicians and up to 
51% consider their involvement in the decision-making 
process to have been too little [78, 82, 83, 85]. Since feel-
ing insufficiently included has been identified as an inde-
pendent determinant of dissatisfaction with care (albeit 
only, to date, in nulliparous women undergoing induction 
of labour) [85] and as many as 39% of decisions made 
during labour alone may be taken solely by clinicians 
[77], this is clearly an important issue both for parents 
and for those involved in the provision of maternity care.

Shared decision-making has been described as a col-
laborative process in which patients and healthcare pro-
fessionals work together in order to reach a joint decision 
[75]. In practice, however, the relative power of the views 
and preferences of those involved is often unequal, with 
the balance being particularly influenced by clinicians’ 
opinions about the limits of parental involvement and 
contextual issues such as the nature of the issue(s) under 
discussion. Demographic and other individual character-
istics have also been identified as important, as have the 
quality of communication and the information provided. 
These issues are discussed in turn below.

The opinions of clinicians
Clinicians’ views on the balance between the right of par-
ents to have their preferences taken into account versus 
their own responsibility for the welfare of mother and 
baby are of central importance to the extent of parental 
involvement in obstetric decision-making: i.e. does the 
clinician see their role as being confined to the communi-
cation of information and the presentation of recommen-
dations or do they consider it also to encompass the final 
authority over decisions? The most commonly reported 
opinion is that although parents’ views, preferences and 
authority are important there are limits beyond which 
these cannot be respected, particularly when prefer-
ences are judged to be unreasonable and/or likely to 
risk the wellbeing of either mother or baby [67–70, 73]. 
Some research has reflected this, showing clear differ-
ences in the extent to which parents have been involved 
in final decisions compared with prior discussions. In one 
study, for example, while large majorities of the parents 
of extremely preterm, very preterm and late-to-moderate 
preterm babies were involved in antenatal discussions 
about mode of delivery (62%, 73% and 77%, respectively) 
only small proportions of these were then allowed the 
final choice over how their babies were born (21%, 23% 

and 36%) [79]. Another investigation, concerning parents 
who had taken part in discussions about the anticipated 
birth of periviable infants, found that 22% had subse-
quently been excluded from decisions about mode of 
delivery and 22% from those relating to life support [82].

Other research has shown some parents to have been 
denied any opportunity at all to participate in the deci-
sion-making process. In one example, 26% of mothers 
whose babies had died after having had their life-support 
withdrawn were not involved to any extent in the deci-
sion that resulted in the withdrawal [81]; in another, 19% 
of women who underwent repeat caesarean sections did 
so because their obstetrician arranged the surgery with-
out either having provided them with any information 
about the alternative or having sought their opinion [78].

Even in cases where women are granted the final 
authority over decisions, clinicians can still have a power-
ful effect on their choices – as has been shown in stud-
ies concerning planning for mode of delivery. 92% of 
the women in one such investigation either agreed or 
strongly agreed that their doctor or midwife knew what 
was best for them [83] and, in a study of mothers who 
had had previous caesarean sections, 62% of those whose 
clinicians provided them with both a recommendation 
and a clear explanation in connection with a subsequent 
delivery decided in favour of the recommendation [78]. 
However it is notable that, in the latter investigation, dif-
ferences in the explanations provided by obstetricians of 
greater and lesser experience were associated with differ-
ences in women’s attitudes: a focus by less experienced 
obstetricians on detailing the potential for uterine rup-
ture was associated with a greater reluctance to undergo 
VBAC.

However, while findings such as these demonstrate 
the potential influence of clinicians, they are not indica-
tive of universal, unquestioning assent on the part of 
parents: the contentious nature of the issues underlying 
many obstetric decisions makes it common for disagree-
ments to arise. This is reflected in the rise in importance 
of Ethics Consultations (ECs) in both Europe and the 
United States. Aimed at supporting informed, considered 
decision-making, ECs comprise experienced healthcare 
professionals from a range of relevant disciplines and 
can be requested by parents as well as clinicians. How-
ever, a review of 32 EC decisions found only 12 (37.5%) 
to have supported the wishes of the parents [80]. In the 
remaining cases, these were judged as either not reflect-
ing the best interests of the baby or as involving clini-
cal approaches regarded as substandard. EC decisions 
are not binding, though, and two of those reviewed had 
subsequently been overruled by the head physician (one 
in favour of parents’ preferences and one against) – a 
finding that further emphasises the scope of clinicians’ 
authority.
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Few investigations have considered similarities and 
differences in the views of different types of clinician 
but some qualitative studies have explored those of 
obstetricians and midwives. One such study found that, 
compared with obstetricians, midwives reported less 
involvement of parents of extremely preterm infants in 
decisions on both mode of delivery and postnatal resus-
citation [88]. Another example found that midwives both 
demonstrated an acceptance of women having decision-
making power and perceived it as part of their own role 
to provide them with the education needed to make 
properly informed choices while, by contrast, although 
the obstetricians expressed a willingness to engage in 
shared decision-making, in practice they imposed limits 
on maternal choice and retained the final authority [73].

Research has also suggested a number of other clini-
cian-related influences on shared decision-making in an 
obstetric context. For example, an understanding of the 
process and how to apply it has been proposed as a facili-
tator [89] while the following have been identified as bar-
riers: feeling overwhelmed when attempting to include 
parents in decisions where multiple alternative manage-
ment strategies and potential outcomes exist [90]; fear of 
the stress and negative emotions that may be experienced 
by parents who are involved in decisions [89]; and see-
ing parental involvement within certain contexts as being 
unhelpful to parents [88]. Cultural factors, fear of litiga-
tion and national/organisational factors have also been 
shown to be influential [91].

Contextual influences
Both the opinions held about parental involvement in 
obstetric decision-making and the extent to which par-
ents are actually included have been shown to vary 
according to contextual influences such as the nature 
of the issue under discussion. In particular, support for 
parents’ right to choose is reduced in cases where there 
is no clear medical indication for a requested interven-
tion or where the procedure itself is very risky. For exam-
ple, 77% of midwives in one study thought obstetricians 
should not agree to a request for a caesarean section in 
the absence of any current medical indication unless the 
request arose from previous maternal or fetal complica-
tions [70]. However, high levels of parental involvement 
in decisions may be granted in circumstances where no 
benefit of medical intervention would be anticipated: 
for example, the American Academy of Pediatrics has 
advised that, in cases where a positive outcome is con-
sidered very unlikely regardless of intervention, parents 
should be given the opportunity to decide whether or not 
resuscitation should be initiated [92].

Planned mode of delivery is another relevant contex-
tual issue: less positive decision-making experiences 
have been reported by women planning vaginal delivery A
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compared to those planning caesarean section, while the 
latter have themselves felt less involved in decisions than 
those planning induction of labour [78, 83, 93]. Con-
versely, though, in a study of women who had experi-
enced a previous caesarean birth, all those who opted for 
a subsequent vaginal delivery felt involved in that deci-
sion while almost a fifth of those who underwent repeat 
caesarean sections reported being excluded completely 
from the decision-making process [78].

Little research has so far specifically addressed the issue 
of parental involvement in decisions concerning medica-
tion, and its results have been mixed. While one study 
found mothers to have been involved to a greater extent 
in decisions about pain medication than in those about 
any other aspect of the birthing process [77], another 
showed patient preference to have had a weaker influence 
in relation to steroid administration than to other aspects 
of management. It was concluded that this latter finding 
was due to the relative strength of the evidence-base sup-
porting the use of steroids in the context concerned – the 
management of periviable deliveries – compared to those 
relating to the other issues under consideration [94]. This 
finding highlights the importance of taking the strength 
of relevant evidence into account when considering influ-
ences on shared decision-making in specific contexts.

Demographic and other individual characteristics
While the association of demographic and other indi-
vidual characteristics with parental involvement in deci-
sion-making is another under-researched area, some 
related differences have been identified. For example, 
less positive experiences have been reported by women 
from ethnic minorities and diverse cultural backgrounds 
[83, 95] with one study having found that, compared to 
White women, those from minority ethnic groups were 
less likely either to be spoken to in ways they could 
understand or to feel sufficiently involved in decisions 
throughout their maternity care [95]. In addition, large 
differences have been found across European countries in 
both obstetricians’ attitudes towards maternal autonomy 
and their willingness to comply with maternal requests 
for non-medically indicated caesarean section, which 
ranged from 15 to 79%. Guidelines on the handling of 
such requests also varied between countries [68].

In other studies, less positive decision-making experi-
ences were reported by primiparous women and those 
who did not receive continuity of maternity care [83]. 
Consistent with the findings reported earlier about dif-
ferences in the opinions of midwives and obstetricians, 
the extent of women’s involvement in birth-related deci-
sions (as recounted in online birth stories) was greater 
for those with midwives as their clinicians than for those 
whose clinicians were physicians [77].

Communication and information
Numerous researchers have made the case that, for 
shared decision-making to be effective, it is essential 
that comprehensive, evidence-based information about 
all available options, including their associated risks and 
benefits, be clearly communicated to parents [67, 68, 71, 
75, 96]. This has been exemplified in a study of parents 
invited to take part in shared antenatal decision-making 
consultations, after which they rated the communica-
tion that had taken place in very positive terms, report-
ing their questions to have been answered, their feelings 
heard and their anxieties acknowledged [97]. Positive 
experiences such as these have not always been matched, 
however, with women attending antenatal clinics across 
the breadth of one country being described by midwives 
as having been neither sufficiently listened to nor ade-
quately informed [88]. In other examples, 40% of women 
whose babies had been delivered by caesarean section 
were unaware of the risks associated with that mode of 
delivery [79], while 30% of mothers did not know that 
delivery by caesarean section is not safer than vaginal 
delivery and 33% were unaware that elective late pre-
term birth is not advisable [98]. Of course, it is possible 
that the information in this last study had been commu-
nicated to but not assimilated by the women concerned. 
Evidence has shown assimilation to be best achieved 
when information is presented both orally and in writ-
ing, either computer-based or on paper: a combination 
noted to be preferred by most parents [71, 79]. However, 
written information is less commonly provided than oral 
and the extent of its provision does not always meet that 
which is desired [79]. A range of other decision aids have 
also been found effective in increasing the assimilation 
of knowledge, including decision analysis tools, decision 
trees and both individual and group counselling [71].

In other investigations of the components of effective 
communication, it has been suggested that information 
should be presented in a sensitive and supportive manner 
[67] with clinical risks being explicitly addressed [97], and 
that both ongoing dialogue between all relevant parties 
and sufficient time for deliberation and evaluation of the 
information provided are required [67, 68, 75, 78]. The 
timing of discussions may also be important, as reflected 
in the proposal that, in order to prevent uninformed 
decisions being made early in a subsequent pregnancy, 
discussions should take place soon after a caesarean birth 
of the reasons for that mode of delivery and the likely 
options regarding future births [74].

Lastly, it has been argued that certain situations, such 
as requests for caesarean section, require discussions to 
be tailored to the specific needs of the individual: since 
such requests may be influenced by a complex combina-
tion of perceptions, values, past experiences, motivations 
and fears, it has been recommended that each case be 



Page 7 of 11Mielewczyk and Boyle BMC Pregnancy and Childbirth          (2023) 23:526 

addressed on an individual basis, with a greater emphasis 
being placed by clinicians on understanding what under-
lies the request before providing relevant, accurate infor-
mation and a well-justified medical recommendation [68, 
91].

Parental involvement in decisions specific to LPET delivery
Apart from investigations into the effectiveness of pro-
grammes aimed at reducing planned deliveries before 
39 weeks of gestation, research specific to decisions on 
LPET birth is sparse. However, some results have been 
reported and a certain amount can also be learned or 
inferred from consideration of the factors already high-
lighted as contributing to obstetric decision-making as a 
whole.

The central issue of the safety of babies is clearly of 
equal importance across the gestational spectrum. In 
the case of LPET delivery, however, there is the addi-
tional need for the risk of the adverse outcomes known 
to be associated with birth at these stages to be balanced 
against a possible increase in the risk of stillbirth at term. 
Findings in relation to this issue have so far been mixed, 
as shown by explorations of the impact of the “39-week” 
rule, introduced in the US in 2009 with the aim of avoid-
ing non-medically indicated delivery before that gesta-
tion. While early results suggested substantial associated 
rises in the rate of stillbirth [99] more recent studies 
and figures have found no evidence of any effect of the 
policy on either stillbirths or any other adverse perina-
tal outcome [63, 100]. However, the inadequacy of the 
tools currently available to distinguish cases where life 
could be saved by early delivery from those where birth 
could safely be deferred [49] makes it inevitable that the 
opinions and judgements of clinicians will exert a power-
ful influence over decisions about the timing of delivery. 
This is highlighted by recommendations that refer to the 
need for decisions to be weighed up by clinicians [101] 
and based on the best available evidence [102] while 
omitting any reference to possible parental input. Further 
illustration comes from a review of 790 caesarean sec-
tions performed at early term, in which it was argued that 
almost two-thirds could have been postponed until 39 
weeks of gestation: since 50 of the cases included in that 
group (6.3% of the total) had been performed in accor-
dance with maternal requests, those requests were clearly 
judged by the reviewers as dismissible [51].

Contextual issues such as complications of pregnancy 
will also have a bearing on parental involvement in deci-
sions specific to planned LPET delivery. In one study, 
for example, it was recommended that women with late 
pre-term pre-eclampsia be given the opportunity to take 
part in discussions of the relative benefits and risks of 
planned early delivery versus expectant management in 
their specific case [103]. By contrast, however, decisions 

concerning the timing of delivery in cases of stable pla-
centa praevia (where deterioration may occur rapidly and 
without warning) have been presented as resting solely 
with the obstetrician [104].

Finally, as up to 60% of all caesarean sections are car-
ried out before 39 weeks of gestation [105, 106], the 
issues previously discussed regarding parental involve-
ment in mode of delivery planning are also relevant to 
LPET birth: differences in the extent of involvement 
according to the mode of delivery being planned and the 
presence or absence of relevant medical indications; the 
influence of clinicians’ opinions and recommendations; 
differences according to demographic factors; communi-
cation and information-related issues; and the impact of 
past experiences, motivations and values.

Discussion
Summary of findings
This review has provided an overview of current knowl-
edge about parental involvement in obstetric deci-
sion-making, particularly in relation to the views and 
expectations of parents and healthcare professionals, and 
factors that may influence the nature and extent of the 
contributions parents are able to make. It has highlighted 
the importance of clinician-related factors, most notably 
their opinions on the limits of parents’ rights when the 
wellbeing and safety of the mother and/or baby is at risk. 
It has identified some important contextual influences on 
parental involvement, including the potential mode of 
delivery and the strength of the evidence-base concern-
ing the issue(s) under discussion. Demographic factors, 
such as women’s ethnic and cultural backgrounds, as well 
as the nature of the information provided to parents, the 
mode of its presentation and the manner in which it is 
delivered have all also been shown to have a bearing.

Many of these findings have direct relevance for paren-
tal involvement in decision-making about potential LPET 
birth. Of particular salience, in relation to safety and 
wellbeing, are clinicians’ opinions about the relative risks 
of term stillbirth and LPET birth in any individual case. 
The nature of presenting complications of pregnancy and 
preferences around mode of delivery are also influential 
contributors to the nature and extent of parental involve-
ment in the decision-making process.

Strengths and limitations of the review
This review addresses a topic about which there is limited 
published literature. However, 42 papers were identified 
that usefully contribute to knowledge and understanding 
of the issues surrounding parental involvement in obstet-
ric decision-making in general and, more specifically, in 
discussions and decisions about possible planned LPET 
birth. Although some publications were up to 20 years 
old, it was considered appropriate to include them if they 
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contributed information that was that was considered 
still useful and not duplicated by later publications. Over 
80% of included papers were published after 2010 and 
almost 50% between 2017 and 2023.

The paucity of prior research on the topic made it 
unsuitable for systematic review. Instead, a narra-
tive review was undertaken with the aim of appraising 
the extent of current knowledge and identifying areas 
for future research. The narrative approach has some 
acknowledged limitations. Primary among these is sub-
jectivity in study selection, leading to potential biases in 
reporting [107]. In this review, while both authors iden-
tified terms to be used in searching for literature and 
agreed the inclusion criteria, the first author was solely 
responsible for decisions about eligibility of papers for 
inclusion, making subjectivity at this stage a potential 
issue. However, as detailed in Table 2, the papers included 
in the review display a breadth that suggests any bias in 
selection was kept to a minimum: the papers were of a 
variety of types, with those reporting original research 
being supplemented by reviews, guidelines, commentar-
ies and a clinical report; the studies adopted a range of 
quantitative and qualitative designs; and they originated 
in 17 countries across the UK and Europe, North Amer-
ica, Australasia, Scandinavia and Asia.

Directions for future research
This review has highlighted one crucial overarching 
question: how can decisions regarding planned LPET 
delivery be reached in such a way as to maximise the sat-
isfaction of mothers and fathers with their involvement 
in the decision-making process (and thereby possibly also 
with their maternity care overall) whilst simultaneously 
ensuring that clinicians are able both to keep the number 
of births at this gestation to a minimum and to discharge 
their responsibility to optimise the wellbeing of women 
and babies? If this question is to be answered, consider-
able further investigation is required.

A greater understanding is needed of the preferences 
of mothers and fathers regarding their inclusion in deci-
sion-making, the extent to which their experiences align 
with their preferences, and the consequences of any lack 
of alignment on their overall satisfaction with the mater-
nity care received. Ascertaining the nature and extent of 
any discrepancies between the views of parents, obstetri-
cians and midwives on parental input to decision-making 
about LPET birth could inform the nature and timing 
of the information and support offered to parents. This 
could improve parental satisfaction with the decision-
making process and possibly also with their maternity 
care overall.

Differences in levels of parental involvement according 
to demographic and other relevant individual character-
istics also need further exploration, including any impact 

of similarities or differences in such factors between 
clinicians and parents. Also, given the reported differ-
ences in levels of parental involvement in preliminary 
discussions compared with final decisions, it would be 
useful to determine clinicians’ interpretations of what 
comprises fully shared decision-making and to further 
explore potential facilitators and barriers to their achiev-
ing recommended levels of sharing. Increased awareness 
of clinicians’ opinions specific to planned LPET is also 
required, both in general and in relation to contextual 
factors such as mode of delivery (including where non-
medically indicated) and the strength of any associated 
evidence base. Further investigation of the nature and 
quality of effective communication of information rel-
evant to LPET delivery could also enhance our under-
standing of the impact of these on parental involvement 
and satisfaction.

As would be expected from research carried out in con-
nection with an only recently identified issue of impor-
tance, most investigations have so far addressed only the 
broader questions relevant to this topic. It is now neces-
sary to start exploring in some depth the complexity of 
influences on decision-making processes. With respect 
to parents, for example, little attention has so far been 
paid to the impact of their existing beliefs about the pro-
cess of childbirth, fears surrounding the possible adverse 
outcomes of vaginal delivery of a full-term baby, or their 
educational level and skills in written and spoken Eng-
lish (whether this is their first or a subsequent language). 
Parental participation in decision-making in the context 
of known mental health issues and/or domestic violence 
also merits exploration, as these circumstances may be 
associated with other factors indicating an increased risk 
of LPET birth, such as stress and the use of antidepres-
sant medication.

The potential contribution of clinician-related factors 
have also received little attention, with issues such as fear 
of litigation and a desire to avoid eliciting negative emo-
tions in parents having been mentioned only briefly and 
others, such as the outcomes of relevant past decisions 
and their own, personal obstetric experiences, having 
not been addressed at all. Given the burden placed by the 
large number of LPET births on healthcare resources, it 
would also be helpful for health economic analyses to be 
included in future evaluations of the appropriateness of 
LPET decisions.

Conclusions
The extent to which parents can or should be involved in 
decision-making about possible LPET delivery is a mat-
ter of some contention. While there is widespread rec-
ognition of the value of shared decision-making, a broad 
range of influences may shape the balance of power 
within the decision-making context. Only by considering 
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the full breadth of possible influences and their relative 
contributions to the decision-making process, can a more 
fully informed understanding of how a balance between 
the preferences of parents and the responsibilities of cli-
nicians be achieved.
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