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Abstract

Objective To review trials of the effectiveness of interventions

aimed at improving communication between health professionals

and women in maternity care.

Search strategy The electronic databases Medline, PsycLit, The

Cochrane Library, BIDS Science and Social Science Indexes,

Cinahl and Embase were searched. Final searches were carried out

in April 2000.

Inclusion criteria Controlled trials of interventions explicitly aimed

at improving communication between health professionals and

women in maternity care were included. Other trials were included

where two reviewers agreed that this was at least part of the aim.

Data extraction and synthesis 95 potentially eligible papers were

identi®ed, read by one reviewer and checked against the inclusion

criteria. The 11 included trials were read, assessed for quality and

summarized in a structured tabular form.

Results The included trials evaluated interventions to improve the

presentation of information about antenatal testing, to promote

informed choice in maternity care, woman-held maternity records

and computer-based history taking. Four trials in which women

were provided with extra information about antenatal testing in a

variety of formats suggested that this was valued by women and

may reduce anxiety. Communication skills training for midwives

and doctors improved their information giving about antenatal

tests. The three trials of woman-held maternity records suggested

that these increase women's involvement in and control over their

care.

Conclusions The trials identi®ed by this review addressed limited

aspects of communication and focused solely on antenatal care.

Further research is required in several areas, including trials of

communication skills training for health professionals in maternity

care and other interventions to improve communication during

labour and in the postnatal period.
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Introduction

Communication in health-care, particularly

between health-care professionals and patients,

has attracted an increasing amount of attention

at o�cial and professional levels in recent years.

The Department of Health, the royal colleges1,2

and other statutory bodies have all been

involved in initiatives to promote good

communication and to improve record keeping.

Guidance from the General Medical Council on

undergraduate medical education places

communication skills training at the heart of the

curriculum3 although the extent of compliance

with these recommendations is variable.4 More

recently, in the NHS Plan, the Department of

Health announced plans for new training in

communication skills across all professions in

the NHS.5 These initiatives are in part a

response to increasing evidence from researchers

that the quality of the interaction between

patients and their carers may have a signi®cant

e�ect on a variety of aspects of patient well

being.6,7 These include satisfaction, knowledge

and understanding, compliance with advice or

treatment, quality of life, and psychological and

other health outcomes.

Maternity care is an area of health-care in

which the importance of good communication

has received particular attention. Changing

Childbirth, the report of the Expert Maternity

Group, commissioned in 1992 by the Depart-

ment of Health to review maternity care in

England and Wales, highlighted the importance

of good communication and recognized that in

many cases communication is not as good as it

should be.8 A separate volume outlined the

principles of good communication and detailed

examples of good communication practice.9

Studies of women's views of maternity care

suggest that good communication is central in

determining whether women are satis®ed with

the care that they receive.10,11 The speci®c

additional challenge for communication in

maternity and perinatal care is that, because care

is required for both mother and baby, a much

wider group of health professionals may be

involved than in many other areas of health-

care. Before discussing how to improve

communication in maternity care, however, we

need to know what we mean by communication.

In Changing Childbirth, the provision of

appropriate and accessible information was

recognized as an important aspect of commu-

nication.8 Good communication was explored

further in the accompanying volume9 where it

was made clear that listening to women's pref-

erences and concerns is also central. Changing

Childbirth was explicit in recognizing that `there

is no template for e�ective communication' and

good communication will always be di�cult to

de®ne, but studies of women's views of mater-

nity care support the idea that good communi-

cation is essentially a two-way process. Clear

and readily available information is important

to women, and is a good ®rst step in commu-

nicating, but women also highlight the import-

ance of sta� listening to them and responding to

their individual needs.10,12 Observational studies

of communication between midwives and

women during labour have highlighted the

misunderstandings that can occur when com-

munication is poor at this time and identi®ed

areas where communication could be

improved.13,14 In particular, this work has

drawn attention to ways in which women's

requests for information or expressions of

concern may be ignored or diverted, often with

false reassurance.

Reviews of doctor-patient communication

con®rm that communication involves much

more than giving or receiving information. In a

review of the e�ect of doctor-patient communi-

cation on patient outcomes, interventions that

encouraged doctors to share decision-making or

that increased patients' information-seeking

skills and involvement in the consultation,

resulted in improved psychological and other

health outcomes.7 In another review of research

on doctor-patient communication, information

exchange was highlighted as one purpose of

medical communication with two further

purposes, creating a good interpersonal relation-

ship and medical decision-making, added.6 These
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aspects also ®nd some resonance in research into

women's views of maternity care. Women often

relate good communication to having a smaller

number of caregivers, being able to build rela-

tionships over time with their caregivers and

being involved in decisions about their care.10,11

Despite the acknowledged importance of

communication in maternity care, and the o�-

cial recognition that communication is not

always as good as it should be,8 there have been

few evaluations of strategies to improve

communication between women and their

carers. Previous reviews of doctor-patient

communication have not included any studies

carried out in maternity care.6,7,15,16

Our objective was to identify and review trials

of the e�ectiveness of interventions aimed at

improving communication between health

professionals and women in maternity care. The

purposes of communication already de®ned in a

review of the subject6 were used as a framework

with which to assess whether improved

communication was an implicit aim or aspect of

the intervention. For example, while evaluations

of information lea¯ets for women might not

include improving communication as an explicit

aim, they were generally considered by us to be

eligible for inclusion in the review since `infor-

mation exchange' is one purpose of communi-

cation. Using these criteria, trials of other

interventions where improved communication

was judged by us to be at least part of the aim

were also eligible for inclusion.

This review is derived from a larger report

which was commissioned by the Con®dential

Enquiry into Stillbirths and Infant Deaths

(CESDI).17 In it we looked at a number of

communication issues within the CESDI

framework, including the role of poor commu-

nication as a contributory factor in stillbirth and

infant death.18

Methods

Inclusion criteria

The review considered randomized and quasi-

randomized controlled trials where improving

communication between health professionals

and women in maternity care was a stated aim of

the intervention for inclusion. Studies in which

there was no explicit statement to this e�ect, but

for which two reviewers agreed that this was at

least part of the aim, were also included. We

were aware of interventions in maternity care

that may have the e�ect of improving women's

perceptions of communication with their careers

without improved communication ever having

been an explicit or implicit aim of the interven-

tion. Changes in the organisation of midwifery

services, such as shared care schemes and one-

to-one midwifery, are a good example of this.19

Trials like these were not included in the review,

partly because of the di�culty of searching for

studies using communication as an outcome

measure and partly because we judged that in

these trials improved communication was often

likely to be incidental to the intervention rather

than an aim.

Only interventions evaluated in actual clinical

practice were eligible for inclusion. Eligible

interventions could be targeted at the health

professional or the woman. They included, for

example, communication skills training for

carers or for women, changes to history taking

or consultation style, woman-held maternity

records and information lea¯ets for pregnant

women. We were primarily interested in

women's health outcomes, including clinical and

psychological outcomes. Other more immediate

outcomes such as compliance with advice or

treatment; knowledge, recall, or understanding

of advice or treatment; satisfaction with aspects

of care and measures of the process of care were

also included. Studies that measured the e�ect of

an intervention on communication skills alone

were excluded.

Search methods

Search strategies were devised and run on the

following electronic databases to identify studies

relevant to this and two related reviews that

made up the main report:17 Medline (from

1966), PsycLit (from 1967), The Cochrane

Library, BIDS Science Citation Index and Social
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Science Citation Index, Cinahl (from 1982),

Embase (from 1980). Final searches for the main

report were carried out in May 1999 and were

updated for this review in April 2000. The

Medline search terms used for this review were

the text term communicat* 1 and the Medline

MeSH terms communication; hospital-patient

relations; interpersonal relations; medical sta�,

hospital; patient acceptance of health-care;

patient compliance; patient satisfaction; medical

history taking; informed consent; consumer

satisfaction; medical records; forms and records

control; pregnancy; obstetrics; antenatal care;

perinatal care; postnatal care; neonatal nursing

and labour. No language limits were used for

any of the searches.

NationalPerinatalEpidemiologyUnit (NPEU)

databases and collections, reference lists of all

studies meeting the inclusion criteria and any

relevant reviews identi®ed were also searched for

further studies. No systematic attempt to identify

unpublished studies was made.

Results of the literature search

Abstracts retrieved from the literature searches

were checked byone reviewer (RR) and full copies

of the 95 papers that appeared to meet the inclu-

sion criteria were obtained. Eleven of these were

review articles. The remaining 84 papers were

read by one reviewer (RR), checked against the

inclusion criteria and classi®ed as included,

excluded or uncertain. Studies classi®ed as

uncertain were discussed with a second reviewer

(JG). This process identi®ed 9 eligible studies.

Seventy-®ve studies did not meet the inclusion

criteria for the review and were excluded.Most of

these were trials of interventions to improve

communication in settings other than maternity

care, uncontrolled studies and descriptive or

discussion papers. Two further eligible studies

were identi®ed during the publication peer review

process. One of these was a study that we knew to

be in progress, which reported after submission

for publication. The second was drawn to our

attention by one of the peer reviewers.

The 11 included studies were read by two

reviewers (RR & JG). One of the reviewers (RR)

summarized the characteristics and results of

each study in consultation with a second

reviewer (JG). Methodological quality was

assessed independently by two reviewers (RR &

JG) on three dimensions: method of random-

ization and allocation concealment, masking of

outcome assessment and the occurrence and

handling of participant attrition.20 Any di�er-

ences of opinion were resolved by discussion.

Studies were not excluded on the basis of

methodological quality at this stage. Given the

di�erences in the interventions, settings and

outcomes used by the studies a quantitative

analysis was not appropriate. The trials were

therefore summarized in a structured tabular

form, which included the statistical results

reported by the authors.

Results

Characteristics of the studies

Table 1 summarizes the 11 identi®ed trials of

interventions to improve communication in

maternity care.21±31 Ten of these were parallel-

group randomized trials focusing on aspects of

antenatal care while the 11th28 was a cluster

randomized trial covering information about

antenatal and intrapartum care. Five trials were

concerned with the presentation of information

about antenatal testing.24,27,29±31 Three trials

compared the use of woman-held maternity

records with standard co-operation cards22,23,26

and two compared using a computer-based

questionnaire for history taking at the ®rst

antenatal (booking) appointment with di�erent

types of manual checklist.21,25 In the remaining

trial, sta� at maternity units were supplied with

evidence-based lea¯ets and given training in

their use with women.28 Women's informed

choice at these units was compared with women

receiving standard care at other units.

Methodological quality

The quality of the included trials was assessed

using three criteria and the results are summar-

ized in Table 2. With one or two notable

Ó Blackwell Science Ltd 2002 Health Expectations, 5, pp.63±83

Communication in maternity care, R E Rowe et al.66



T
a

b
le

1
C

h
a

ra
ct

e
ri

st
ic

s
o

f
st

u
d

ie
s

S
tu

d
y,

C
o

u
n

tr
y

S
tu

d
y

d
e

si
g

n
N

o
.

o
f

w
o

m
e

n

N
o

.
o

f

p
ro

fe
ss

io
n

a
ls

Ta
rg

e
te

d

p
ro

b
le

m
/b

e
h

a
vi

o
u

r
In

te
rv

e
n

ti
o

n
C

o
n

tr
o

l
M

a
in

o
u

tc
o

m
e

s

B
ro

w
n

b
ri

d
g

e
e

t
a

l.

1
9

8
8

,2
1

U
K

R
C

T
9

5
3

H
is

to
ry

-t
a

k
in

g
a

t

®
rs

t
a

n
te

n
a

ta
l

vi
si

t

M
id

w
iv

e
s

u
se

d

co
m

p
u

te
r-

b
a

se
d

q
u

e
st

io
n

n
a

ir
e

to

ta
k

e
b

o
o

k
in

g
h

is
to

ry

S
ta

n
d

a
rd

m
a

n
u

a
l

h
is

to
ry

-

ta
k

in
g

u
si

n
g

ch
e

ck
li

st

A
p

p
o

in
tm

e
n

t
d

u
ra

ti
o

n

M
id

w
if

e
±p

a
ti

e
n

t

in
te

ra
ct

io
n

A
cc

e
p

ta
b

il
it

y
o

f

co
m

p
u

te
r

sy
st

e
m

to

m
id

w
iv

e
s

a
n

d

p
a

ti
e

n
ts

E
lb

o
u

rn
e

e
t

a
l.

1
9

8
7

,2
2

U
K

R
C

T
3

1
7

e
n

te
re

d
tr

ia
l,

2
9

0
a

n
a

ly
se

d

(2
7

fo
u

n
d

to

b
e

in
e

li
g

ib
le

)

N
o

t
st

a
te

d
W

o
m

e
n

's
a

cc
e

ss
to

m
a

te
rn

it
y

re
co

rd

W
o

m
e

n
h

e
ld

fu
ll

m
a

te
rn

it
y

re
co

rd

W
o

m
e

n
h

e
ld

st
a

n
d

a
rd

co
-o

p
e

ra
ti

o
n

ca
rd

C
li

n
ic

a
l

o
u

tc
o

m
e

s

M
a

te
rn

a
l

d
e

p
re

ss
io

n

W
o

m
e

n
's

sa
ti

sf
a

ct
io

n

w
it

h
ca

re
W

o
m

e
n

's

fe
e

li
n

g
s

a
b

o
u

t

p
re

g
n

a
n

cy
W

o
m

e
n

's

p
e

rc
e

p
ti

o
n

s
o

f
e

a
se

o
f

co
m

m
u

n
ic

a
ti

o
n

w
it

h

P
ro

fe
ss

io
n

a
ls

H
e

a
lt

h
-

re
la

te
d

b
e

h
a

vi
o

u
r

G
ra

h
a

m
e

t
a

l.

2
0

0
0

,2
3

U
K

R
C

T
1

0
5

0
e

n
te

re
d

tr
ia

l,

8
7

5
a

n
a

ly
se

d

a
t

b
a

se
li

n
e

N
o

t
st

a
te

d
C

o
m

m
u

n
ic

a
ti

o
n

o
f

in
fo

rm
a

ti
o

n

a
b

o
u

t
a

n
te

n
a

ta
l

sc
re

e
n

in
g

te
st

s

W
o

m
e

n
h

a
d

a
cc

e
ss

to

a
to

u
ch

sc
re

e
n

sy
st

e
m

g
iv

in
g

in
fo

rm
a

ti
o

n

a
b

o
u

t
a

n
te

n
a

ta
l

te
st

s

in
a

va
ri

e
ty

o
f

a
u

d
io

a
n

d
vi

su
a

l
fo

rm
a

ts
.

W
o

m
e

n
w

e
re

a
ls

o

g
iv

e
n

in
fo

rm
a

ti
o

n

le
a

¯
e

ts
a

n
d

o
th

e
r

le
a

¯
e

ts
w

e
re

a
va

il
a

b
le

in
th

e
a

n
te

n
a

ta
l

cl
in

ic
.

W
o

m
e

n
w

e
re

g
iv

e
n

th
e

sa
m

e
in

fo
rm

a
ti

o
n

le
a

¯
e

ts
a

n
d

a
ls

o
h

a
d

a
cc

e
ss

to
le

a
¯

e
ts

in

a
n

te
n

a
ta

l
cl

in
ic

W
o

m
e

n
's

a
n

xi
e

ty

W
o

m
e

n
's

u
n

d
e

r-

st
a

n
d

in
g

o
f

p
u

rp
o

se

o
f

a
n

te
n

a
ta

l
te

st
s.

W
o

m
e

n
's

sa
ti

sf
a

ct
io

n

w
it

h
in

fo
rm

a
ti

o
n

W
o

m
e

n
's

u
p

ta
k

e
o

f

®
ve

a
n

te
n

a
ta

l
te

st
s

H
o

m
e

r
e

t
a

l.

1
9

9
9

,2
4

A
u

st
ra

li
a

R
C

T
1

5
0

e
n

te
re

d
tr

ia
l,

1
2

6
a

n
a

ly
se

d

N
o

t
st

a
te

d
W

o
m

e
n

's
a

cc
e

ss

to
m

a
te

rn
it

y

re
co

rd

W
o

m
e

n
h

e
ld

fu
ll

m
a

te
rn

it
y

re
co

rd

W
o

m
e

n
h

e
ld

st
a

n
d

a
rd

co
-o

p
e

ra
ti

o
n

ca
rd

W
o

m
e

n
's

fe
e

li
n

g
s

a
b

o
u

t

p
re

g
n

a
n

cy
,

in
cl

u
d

in
g

a
n

xi
e

ty
,

co
n

tr
o

l,
e

tc
.

P
e

rc
e

p
ti

o
n

s
o

f

a
m

o
u

n
t

o
f

Ó Blackwell Science Ltd 2002 Health Expectations, 5, pp.63±83

Communication in maternity care, R E Rowe et al. 67



T
a

b
le

1
(C

o
n

ti
n

u
e

d
)

S
tu

d
y,

C
o

u
n

tr
y

S
tu

d
y

d
e

si
g

n
N

o
.

o
f

w
o

m
e

n

N
o

.
o

f

p
ro

fe
ss

io
n

a
ls

Ta
rg

e
te

d

p
ro

b
le

m
/b

e
h

a
vi

o
u

r
In

te
rv

e
n

ti
o

n
C

o
n

tr
o

l
M

a
in

o
u

tc
o

m
e

s

in
fo

rm
a

ti
o

n
g

iv
e

n
b

y

d
o

ct
o

rs
/m

id
w

iv
e

s

W
o

m
e

n
's

a
tt

it
u

d
e

s
to

ca
rr

yi
n

g
re

co
rd

s

Li
lf

o
rd

e
t

a
l.

1
9

9
2

,2
5

U
K

R
C

T
2

4
2

4
e

n
te

re
d

tr
ia

l,
2

3
7

3

a
n

a
ly

se
d

N
o

t
st

a
te

d
H

is
to

ry
-t

a
k

in
g

a
t

®
rs

t
a

n
te

n
a

ta
l

vi
si

t

M
id

w
iv

e
s

u
se

d
d

e
ta

il
e

d

st
ru

ct
u

re
d

fo
rm

o
r

co
m

p
u

te
r-

b
a

se
d

q
u

e
st

io
n

n
a

ir
e

to
ta

k
e

b
o

o
k

in
g

h
is

to
ry

S
ta

n
d

a
rd

m
a

n
u

a
l

h
is

to
ry

-t
a

k
in

g

u
si

n
g

ch
e

ck
li

st

N
u

m
b

e
r

o
f

n
o

n
ro

u
ti

n
e

cl
in

ic
a

l
a

ct
io

n
s

ca
rr

ie
d

o
u

t
o

n
th

e
b

a
si

s
o

f

h
is

to
ry

ta
k

e
n

a
t

b
o

o
k

in
g

vi
si

t
(e

.g
.

in
st

ru
ct

io
n

s
fo

r
fo

ll
o

w

u
p

ca
re

,
tr

e
a

tm
e

n
t,

n
e

o
n

a
ta

l
su

rv
e

il
la

n
ce

,

re
q

u
e

st
fo

r
fu

rt
h

e
r

in
fo

rm
a

ti
o

n
)

Lo
ve

ll
1

9
8

7
,2
6

U
K

R
C

T
2

4
6

e
n

te
re

d

tr
ia

l,
2

3
5

a
n

a
ly

se
d

a
t

b
a

se
li

n
e

N
o

t
st

a
te

d
W

o
m

e
n

's
a

cc
e

ss
to

m
a

te
rn

it
y

re
co

rd
s

W
o

m
e

n
h

e
ld

fu
ll

m
a

te
rn

it
y

re
co

rd

W
o

m
e

n
h

e
ld

st
a

n
d

a
rd

co
-o

p
e

ra
ti

o
n

ca
rd

C
li

n
ic

a
l

o
u

tc
o

m
e

o
f

p
re

g
n

a
n

cy

W
o

m
e

n
's

sa
ti

sf
a

ct
io

n

W
o

m
e

n
's

se
n

se
o

f

co
n

tr
o

l
a

n
d

se
lf

co
n

®
d

e
n

ce

C
o

m
m

u
n

ic
a

ti
o

n
w

it
h

st
a

ff

H
e

a
lt

h
-r

e
la

te
d

b
e

h
a

vi
o

u
rs

,
in

cl
u

d
in

g

sm
o

ki
n

g
,

d
ri

n
ki

n
g

a
n

d

b
re

a
st

-f
e

e
d

in
g

M
ic

h
ie

e
t

a
l.

1
9

9
7

,2
7

U
K

R
C

T
e

n
te

re
d

1
3

3
2

e
n

te
re

d

tr
ia

l,
3

2
4

a
n

a
ly

se
d

N
o

t
st

a
te

d
C

o
m

m
u

n
ic

a
ti

o
n

o
f

in
fo

rm
a

ti
o

n
a

b
o

u
t

a
n

te
n

a
ta

l
sc

re
e

n
in

g

te
st

(D
o

w
n

's

S
yn

d
ro

m
e

)

Th
re

e
g

ro
u

p
s:

1
.

E
xp

a
n

d
e

d

in
fo

rm
a

ti
o

n
le

a
¯

e
t

w
it

h

a
li

st
o

f
re

a
so

n
s

fo
r

a
n

d

a
g

a
in

st
h

a
vi

n
g

th
e

te
st

a
n

d
a

d
e

ci
si

o
n

tr
e

e
in

a
d

d
it

io
n

to
a

ll
in

fo
rm

a
-

ti
o

n
in

si
m

p
le

le
a

¯
e

t.

2
.

S
im

p
le

in
fo

rm
a

ti
o

n

le
a

¯
e

t
+

1
2

m
in

u
te

vi
d

e
o

g
iv

in
g

si
m

il
a

r
in

fo
rm

a
ti

o
n

a
n

d
in

cl
u

d
in

g
a

b
ri

e
f

S
im

p
le

in
fo

rm
a

ti
o

n

le
a

¯
e

t
w

it
h

in
fo

rm
a

ti
o

n
o

n

D
o

w
n

's
sy

n
d

ro
m

e
,

th
e

b
lo

o
d

te
st

,

th
e

m
e

a
n

in
g

o
f

sc
re

e
n

p
o

si
ti

ve

a
n

d
sc

re
e

n
n

e
g

a
ti

ve

re
su

lt
s

a
n

d
w

h
a

t

w
o

u
ld

h
a

p
p

e
n

a
ft

e
r

W
o

m
e

n
's

a
n

xi
e

ty

W
o

m
e

n
's

k
n

o
w

le
d

g
e

a
b

o
u

t
D

o
w

n
's

sy
n

d
ro

m
e

te
st

W
o

m
e

n
's

sa
ti

sf
a

ct
io

n

w
it

h
d

e
ci

si
o

n
to

h
a

ve

te
st

o
r

n
o

t

W
o

m
e

n
's

u
p

ta
k

e
o

f

te
st

W
o

m
e

n
's

d
e

ci
si

o
n

-m
a

k
in

g

p
ro

ce
ss

Ó Blackwell Science Ltd 2002 Health Expectations, 5, pp.63±83

Communication in maternity care, R E Rowe et al.68



T
a

b
le

1
(C

o
n

ti
n

u
e

d
)

S
tu

d
y,

C
o

u
n

tr
y

S
tu

d
y

d
e

si
g

n
N

o
.

o
f

w
o

m
e

n

N
o

.
o

f

p
ro

fe
ss

io
n

a
ls

Ta
rg

e
te

d

p
ro

b
le

m
/b

e
h

a
vi

o
u

r
In

te
rv

e
n

ti
o

n
C

o
n

tr
o

l
M

a
in

o
u

tc
o

m
e

s

d
is

cu
ss

io
n

o
f

re
a

so
n

s

fo
r

a
n

d
a

g
a

in
st

h
a

vi
n

g
th

e
te

st
.

3
.

E
xp

a
n

d
e

d

in
fo

rm
a

ti
o

n
le

a
¯

e
t

(a
s

1
a

b
o

ve
)

+
vi

d
e

o

(a
s

in
2

)

p
o

si
ti

ve
re

su
lt

O
'C

a
th

a
in

e
t

a
l.

2
0

0
1

,2
8

U
K

C
lu

st
e

r
R

C
T

N
o

t
st

a
te

d
,

1
3

h
o

sp
it

a
ls

g
ro

u
p

e
d

in
to

1
0

cl
u

st
e

rs

N
o

t
st

a
te

d
In

fo
rm

e
d

ch
o

ic
e

in

m
a

te
rn

it
y

ca
re

In
te

rv
e

n
ti

o
n

h
o

sp
it

a
ls

w
e

re
su

p
p

lie
d

w
it

h

M
ID

IR
S

In
fo

rm
e

d

C
h

o
ic

e
le

a
¯

e
ts

.

Th
e

se
su

m
m

a
ri

ze
th

e

re
se

a
rc

h
e

vi
d

e
n

ce
fo

r

1
0

to
p

ic
s

o
n

w
h

ic
h

d
e

ci
si

o
n

s
a

re
m

a
d

e

in
m

a
te

rn
it

y
ca

re
.

Fo
r

e
a

ch
to

p
ic

th
e

re

is
a

le
a

¯
e

t
fo

r

w
o

m
e

n
a

n
d

o
n

e
fo

r

p
ro

fe
ss

io
n

a
ls

.

E
n

o
u

g
h

le
a

¯
e

ts

w
e

re
su

p
p

lie
d

fo
r

e
ve

ry
w

o
m

a
n

d
e

li
ve

ri
n

g
a

n

e
ig

h
t-

m
o

n
th

p
e

ri
o

d
.

S
ta

ff
a

ls
o

re
ce

iv
e

d
a

o
n

e
-o

ff
,

2
-h

o
u

r

tr
a

in
in

g
se

ss
io

n
in

th
e

u
se

o
f

th
e

le
a

¯
e

ts

in
p

ra
ct

ic
e

.
Th

is

st
re

ss
e

d
th

e
n

e
e

d
to

g
iv

e
le

a
¯

e
ts

to
th

e

w
o

m
e

n
a

t
su

it
a

b
le

ti
m

e
s

a
n

d
d

o
cu

m
e

n
t

th
is

in
ca

se
-n

o
te

s.

U
su

a
l

ca
re

W
o

m
e

n
's

re
p

o
rt

o
f

e
xe

rc
is

in
g

in
fo

rm
e

d

ch
o

ic
e

in
th

e
ir

m
a

te
rn

it
y

ca
re

W
o

m
e

n
's

k
n

o
w

le
d

g
e

o
f

to
p

ic
s

co
ve

re
d

b
y

le
a

¯
e

ts

W
o

m
e

n
's

p
re

fe
re

n
ce

s

fo
r

p
a

rt
ic

u
la

r
o

p
ti

o
n

s

a
n

d
st

re
n

g
th

o
f

p
re

fe
re

n
ce

s

W
h

e
th

e
r

w
o

m
e

n
h

a
d

th
e

ir
in

fo
rm

a
ti

o
n

n
e

e
d

s
m

e
t

W
o

m
e

n
's

sa
ti

sf
a

ct
io

n
w

it
h

th
e

w
a

y
ch

o
ic

e
s

in
m

a
d

e

W
h

e
th

e
r

w
o

m
e

n
's

n
e

e
d

s
fo

r
d

is
cu

ss
io

n

w
e

re
m

e
t

Ó Blackwell Science Ltd 2002 Health Expectations, 5, pp.63±83

Communication in maternity care, R E Rowe et al. 69



T
a

b
le

1
(C

o
n

ti
n

u
e

d
)

S
tu

d
y,

C
o

u
n

tr
y

S
tu

d
y

d
e

si
g

n
N

o
.

o
f

w
o

m
e

n

N
o

.
o

f

p
ro

fe
ss

io
n

a
ls

Ta
rg

e
te

d

p
ro

b
le

m
/b

e
h

a
vi

o
u

r
In

te
rv

e
n

ti
o

n
C

o
n

tr
o

l
M

a
in

o
u

tc
o

m
e

s

S
im

p
so

n

e
t

a
l.

1
9

9
8

,2
9

U
K

R
C

T
3

5
0

3

e
n

te
re

d

tr
ia

l,

3
0

2
4

a
n

a
ly

se
d

N
o

t
cl

e
a

r
C

o
m

m
u

n
ic

a
ti

o
n

o
f

in
fo

rm
a

ti
o

n

a
b

o
u

t

a
n

te
n

a
ta

l

sc
re

e
n

in
g

te
st

(H
IV

)

Fo
u

r
g

ro
u

p
s:

1
.

D
e

ta
il

e
d

le
a

¯
e

t

o
n

H
IV

te
st

in
g

se
n

t

to
w

o
m

e
n

+

co
m

p
re

h
e

n
si

ve

d
is

cu
ss

io
n

w
it

h

m
id

w
if

e
a

t
b

o
o

k
in

g

co
n

su
lt

a
ti

o
n

2
.

Le
a

¯
e

t
a

s
G

ro
u

p

1
+

m
in

im
a

l

d
is

cu
ss

io
n

w
it

h

m
id

w
if

e
.

3
.

Le
a

¯
e

t
o

n
a

ll
b

lo
o

d

te
st

s,
in

cl
u

d
in

g

sh
o

rt
su

m
m

a
ry

o
f

H
IV

le
a

¯
e

t,
+

co
m

p
re

h
e

n
si

ve

d
is

cu
ss

io
n

w
it

h

m
id

w
if

e
.

4
.

Le
a

¯
e

t
a

s
G

ro
u

p

3
+

m
in

im
a

l

d
is

cu
ss

io
n

w
it

h

m
id

w
if

e
.

A
ll

g
ro

u
p

s

re
ce

iv
e

d
d

ir
e

ct

ve
rb

a
l

o
ff

e
r

o
f

H
IV

te
st

.
M

id
w

iv
e

s

g
iv

e
n

tr
a

in
in

g
in

d
is

cu
ss

in
g

H
IV

te
st

in
g

.

S
ta

n
d

a
rd

ca
re

'.
N

o

`d
ir

e
ct

o
ff

e
r

o
f

te
st

a
n

d
n

o
in

d
iv

id
u

a
l

in
fo

rm
a

ti
o

n
a

b
o

u
t

th
e

te
st

,
ve

rb
a

ll
y

o
r

in
p

ri
n

t,
u

n
le

ss

w
o

m
e

n
a

sk
e

d
.

B
o

th
in

te
rv

e
n

ti
o

n
a

n
d

co
n

tr
o

l
g

ro
u

p
s

w
e

re

e
xp

o
se

d
to

in
fo

rm
a

ti
o

n
o

n

te
st

in
g

in
a

p
o

st
e

r.

Th
e

in
fo

rm
a

ti
o

n

le
tt

e
r

a
b

o
u

t
th

e

st
u

d
y,

se
n

t
to

a
ll

w
o

m
e

n
,

m
a

d
e

it

cl
e

a
r

th
a

t
a

ll

w
o

m
e

n
co

u
ld

re
q

u
e

st
a

te
st

.

W
o

m
e

n
's

a
n

xi
e

ty

W
o

m
e

n
's

k
n

o
w

le
d

g
e

o
f

H
IV

W
o

m
e

n
's

sa
ti

sf
a

ct
io

n
w

it
h

U
p

ta
k

e
o

f
H

IV
te

st
s

S
m

it
h

e
t

a
l.

1
9

9
5

,3
0

U
K

R
C

T
N

o
t

st
a

te
d

8
7

e
n

te
re

d

tr
ia

l,
3

5

a
n

a
ly

se
d

C
o

m
m

u
n

ic
a

ti
o

n
o

f

in
fo

rm
a

ti
o

n
a

b
o

u
t

a
n

te
n

a
ta

l
sc

re
e

n
in

g

te
st

s
d

u
ri

n
g

co
n

su
lt

a
ti

o
n

C
o

m
m

u
n

ic
a

ti
o

n
sk

il
ls

tr
a

in
in

g
fo

r
m

id
w

iv
e

s

a
n

d
o

b
st

e
tr

ic
ia

n
s

in
cl

u
d

in
g

p
ri

n
te

d

m
a

te
ri

a
ls

.

S
e

p
a

ra
te

g
ro

u
p

N
o

in
te

rv
e

n
ti

o
n

A
m

o
u

n
t

o
f

in
fo

rm
a

ti
o

n

g
iv

e
n

C
o

m
m

u
n

ic
a

ti
o

n
sk

il
ls

H
e

a
lt

h
p

ro
fe

s-

si
o

n
a

l
k

n
o

w
le

d
g

e
o

f

sc
re

e
n

in
g

te
st

s

Ó Blackwell Science Ltd 2002 Health Expectations, 5, pp.63±83

Communication in maternity care, R E Rowe et al.70



exceptions the reports of these trials were not

su�ciently detailed to permit assessment on

all our criteria. Most reports gave no informa-

tion at all about how a random allocation

sequence was generated. Based on the informa-

tion available, only two trials used an acceptable

randomization method.25,29 Perhaps surpris-

ingly, more information was provided about the

methods used to conceal the allocation sequence

from the people enrolling participants. Six

trials used an adequate method22±24,28,29,31; one

was clearly inadequate.27 Very few trials gave

enough information to assess whether outcomes

were assessed without knowledge of allocation.

In one trial, assessed as adequate on this

criterion, outcome assessment was masked for a

proportion of cases and compared with cases for

which assessment was unmasked and no di�er-

ence was found.25 Of the remaining trials, nine

did not give su�cient information and one

appeared to use unmasked assessment for at

least some outcomes.29 The remaining quality

criterion assessed the extent of participant

attrition, often referred to as `loss to follow-up',

and how well dropouts and exclusions were

handled in the reporting and analysis of the trial.

Six trials handled participant attrition in an

appropriate way and used intention-to-treat

analysis.21,23±25,28,29 Two trials were particularly

poor in this respect, with a high proportion of

participants dropping out or being excluded

from the trial and not using intention-to-treat

analysis.27,30 The remaining trials did not

describe the ¯ow of participants through the

trial in su�cient detail to assess them using this

criterion.

Findings

Giving information about antenatal testing

Five trials compared di�erent ways of improving

the presentation of information about antenatal

screening tests.24,27,29±31 Their results are

summarized in Table 3. Three trials looked at

many types of antenatal testing,24,30,31 one

looked at screening for Down's syndrome27

while the ®fth focused on antenatal HIVT
a
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Table 2 Quality of studies

Randomisation method* Participant attrition§

Study Allocation concealment  Outcome assessment± Intention-to-treat**

Brownbridge et al. 198821 Not clear Not clear 100%

Not clear Adequate

ITT

Elbourne et al. 198722 Not clear

Adequate

Not clear 85% of those recruited to

study

92% of those who were sent

questionnaires

Not clear

Not clear

Graham et al. 200023 Not clear

Adequate

Not clear 70% for uptake outcome.

Slightly lower for other

outcomes due to

differential questionnaire

response rates.

Adequate

ITT

Homer et al. 199924 Not clear Not clear 84%

Adequate Adequate

ITT

Lilford et al. 199225 Adequate

Not clear

Adequate (Masked for ®rst 430

cases. Masked assessments

did not differ from unmasked

assessments, P = 0.21)

98%

Adequate

ITT

Lovell et al. 198726 Not clear

Not clear

Not clear 93% for ®rst questionnaire.

90% for clinical outcomes.

Not clear

Not clear

Michie et al. 199727 Not clear

Inadequate

Not clear 29% completed both

questionnaires.

24% analysed.

Inadequate

Not ITT. Analysis according to

intervention received,

rather than intervention

allocated; `explanatory

trial'.

àO'Cathain et al. 200128 Not clear

Adequate

Not clear 100% at cluster level. Some

differences between

clusters at individual level,

but generally similar.

Adequate

ITT
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screening.29 Four trials evaluated interventions

targeted at women, using di�erent strategies for

presenting the information given to

them,24,27,29,31 while the ®fth focused on

improving the presentation skills of the health

professionals.30 The outcomes measured

included women's anxiety, knowledge or

understanding of screening tests, satisfaction

with information provision, and uptake of tests.

One of these trials involved o�ering pregnant

women extra information on antenatal

screening, either in individual sessions or in

groups of 4±12 women, compared with a control

group who received the standard information

provided at the booking appointment.31 The

extra information given included more detail on

population risks and speci®c risks for Down's

syndrome, the procedure related risks of

amniocentesis and the possibilities of false

positive and false negative results. Compared

with the other two groups, women who were

o�ered individual information were less anxious.

Both groups of women who were o�ered extra

information felt that they had received more

relevant information, had better understanding

and were more satis®ed with the information

they received. The uptake of screening was, on

the whole, little changed by extra information.

Table 2 (Continued)

Randomisation method* Participant attrition§

Study Allocation concealment  Outcome assessment± Intention-to-treat**

Simpson et al. 199829 Adequate

Adequate

Inadequate for some outcomes 86% for uptake outcome.

Slight variations for other

outcomes due to

differential question

response rates.

Adequate

ITT

Smith et al. 199530 Not clear

Not clear

Not clear 40% completed full study

75% with some data.

Inadequate

Not ITT. Analysis only on

those who completed trial;

`explanatory trial'

Thornton et al. 199531 Not clear Not clear Not clear

Adequate Not clear

ITT

* Classi®ed as: Adequate ± computer generated random numbers, table of random numbers, drawing lots, coin tossing, etc.; Inadequate ±

allocation according to case record number, date of birth, alternation, etc.; Not clear ± described as `random' or `randomized' but no other

information.

  Classi®ed as: Adequate ± central randomisation remote from trial location; sequentially numbered, sealed, opaque envelopes, etc.; Inadequate ±

all procedures based on inadequate allocation methods, open allocation schedule, unsealed or nonopaque envelopes; Not clear ± no mention of

allocation concealment or description unclear

± Classi®ed as: Adequate ± all objective outcome measures (e.g. death) or subjective outcomes assessed without knowledge of allocation;

Inadequate ± subjective outcomes assessed with knowledge of allocation; Not clear ± no mention of whether outcome assessment was masked or

not

§ Proportion of those randomized who were included in the ®nal analysis. Also classi®ed as: Adequate ± proportion of participants excluded from

®nal analysis clearly reported and no difference between the groups in reasons for exclusion; Inadequate ± potential bias as a result of differences

between groups in exclusion of participants; Not clear ± no description of reasons for exclusion or description unclear so not clear whether the

groups differed in exclusion of participants

** Classi®ed as: ITT ± analysis described as `intention-to-treat' and/or participants clearly analysed according to allocation group; Not ITT ±

participants clearly not analysed according to allocation group; Not clear ± unclear whether participants were analysed according to allocation

group

à Quality criteria for cluster-randomized trials (CRTs) have not yet been clearly de®ned. However, in principle the criteria used should also apply to

CRTs provided that both the individual level and the cluster level are considered.
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The exceptions were Down's syndrome

screening, for which uptake was slightly

increased by the o�er of individual information,

and screening for cystic ®brosis, which had

lower uptake rates in both the groups that were

o�ered more information.

Another trial compared di�erent methods of

o�ering antenatal HIV testing to women.29

Direct o�ers of the test using detailed or

summary lea¯ets and full or brief discussions,

were compared with the standard practice where

tests were not o�ered routinely and extra infor-

mation was not given. All methods of directly

o�ering the test resulted in higher uptake than in

the control group, with neither the style of the

lea¯et nor the length of discussion having any

e�ect on uptake. Anxiety and satisfaction were

not a�ected by di�erences in the methods used

to o�er the test.

In two further trials, changes were made to

the format as well as to the amount of infor-

mation given to women. In the ®rst of these,

women were o�ered extra information on ante-

natal testing by means of a touch screen system

available in the antenatal clinic waiting area.24

The results indicated reduced anxiety in the

women who received the more detailed infor-

mation and novel format of the touch screen

system, compared to no change in anxiety in the

control group who received standard informa-

tion lea¯ets. There were no di�erences between

the two groups in their understanding of ante-

natal tests or their satisfaction with the infor-

mation they were given.

In the second trial of this type, women

received either a simple information lea¯et on

Down's syndrome, the screening test and the

implications of positive or negative results, or an

expanded lea¯et which also listed the pros and

cons of having the test and a decision-tree to

facilitate the decision-making process.27 Two

other groups of women also received a video in

addition to the lea¯ets. This was a poor quality

trial with a very high dropout rate and no

signi®cant di�erences were found between the

four groups on any of the outcomes measured.

In the ®nal trial in this group, doctors and

midwives were given training in presenting

antenatal screening tests.30 Consultations were

videotaped and the amount of information given

about screening was assessed and scored

according to 12 possible pieces of information.

These items included, for example, that

screening is optional, what the screening test

involves, the likelihood of the condition(s)

occurring, the meaning of possible results and

action taken on a positive result. Doctors' and

midwives' knowledge of screening tests was also

assessed 3 months after training. The numbers

in this trial were small, partly due to a high

proportion of dropouts, and the outcomes tested

were limited, but the results indicated improved

information giving about antenatal tests and

improved knowledge compared with a group

who had no training.

Woman-held maternity records

These three trials used similar methods and

produced similar conclusions.22,23,26 Women

holding their own maternity records were

compared with those holding standard co-op-

eration cards, which contain an abbreviated

version of the full record, updated at each visit.

A variety of outcomes was compared including

clinical outcomes, perceptions about control

over and involvement in their care and quality of

communication and satisfaction with their care.

The results are summarized in Table 4. No

striking di�erences were found in clinical

outcomes. The results of these trials in terms of

outcomes directly related to communication

were mixed, but suggest that some aspects of

communication were improved by women

carrying their own records. In one trial, women

who carried their own records found it easier to

talk to their carers.22 In the second trial, women

carrying their own records did not ®nd it easier

to talk to their carers and did not feel that the

record helped communication, but were more

likely to report that their carers explained

everything in their records.23 In the third trial

women who carried their own records were more

likely to report feeling well informed during

labour and delivery.26 In both the trials that

measured women's perceived control over their
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pregnancy, women who carried their own

records felt more in control.22,23 None of the

trials found any di�erences in satisfaction with

care, which was generally high, or in health-

related behaviours such as smoking, alcohol

consumption and breast-feeding.

Computer-based history taking

Two trials examined di�erent aspects of using the

same computer system for taking histories at the

®rst antenatal (booking) appointment in one

hospital in the UK.21,25 These trials are

summarized in Table 5. Using this computer

system, midwives and women both faced the

computer screen and midwives asked questions

prompted by the structured checklist on the

screen. In the ®rst trial the computer system was

compared with the standard manual checklist

used in that hospital.21 The second trial included

these two groups and added a third comparison

group, using a longer structured manual check-

list.25 The primary outcomes of these trials related

to the process of the booking appointment, such

as the time taken for each appointment, and the

degree to which the computer system successfully

highlighted risk factors requiring action. The ®rst

trial also measured aspects of communication

between the women and their midwives.21 In the

®rst trial the booking appointment took more

time to complete when the computer system was

used and midwives asked more questions and

gave less advice and feedback to women.21 In the

second trial, more nonroutine `clinical actions'

were generated on the basis of the history taken at

the booking appointment when the computer

system was used.25

Informed Choice lea¯ets

The one remaining trial included in this review

was di�erent in many respects from the others.28

It is summarized in Table 6. In this cluster

randomized trial, ®ve intervention group

maternity units received sets of Midwives

Information and Resource Service (MIDIRS)

Informed Choice lea¯ets, aimed at both women

and their carers, designed to promote decision- T
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making based on evidence informed choice in 10

speci®c topic areas. Sta� also received a one-o�

training session in using the lea¯ets in clinical

practice. Women's informed choice was assessed

using questionnaires before and after the intro-

duction of the lea¯ets and change in the level of

informed choice compared with change over the

same period in control hospitals where women

received standard care. On the primary outcome

measure of informed choice and on other rele-

vant outcomes such as satisfaction and feeling in

control the results indicated no signi®cant

di�erences between the two groups.

Discussion

The number of trials identi®ed relating to

improving communication between health

professionals and women in maternity care was

very small and they provided information about

very few aspects of care. Interventions that aim

to change fundamental aspects of communica-

tion between patients and their carers, promo-

ting di�erent styles of communication,

increasing the involvement of patients in their

care and encouraging shared decision-making,

have found some success in other areas of care.7

With the possible exception of the MIDIRS

Informed Choice lea¯ets trial,28 which sought in

a relatively indirect way to increase the

involvement of women in their care and promote

shared decision-making, none of the trials we

identi®ed focused on improving communication

between women and their carers in any funda-

mental way.

Of the remaining trials, one trial tested an

intervention explicitly designed to improve

communication, but used only limited outcome

measures.30 The other four trials in the area of

antenatal testing did not explicitly refer to

communication, but focused on the provision of

information, a central although limited aspect of

communication.24,27,29,31 The primary aim of the

three trials of woman-held maternity records

was to assess whether this would increase the

woman's involvement in her care, albeit in a

relatively indirect way.22,23,26 As such, we judged

that improved communication was an implicit

aim of these interventions. Finally, the trials of

computer-assisted antenatal history taking were

included.21,25 This was because improving the

transfer of information from the woman to the

midwife with the aim of improving decision-

making was judged to be an implicit part of its

aim, even though improving communication

was not the primary aim of the intervention.

Although this small number of trials explored

only limited aspects of the central question of

how to improve communication between carers

and women in maternity care, some quali®ed

conclusions can be made.

The trial of MIDIRS Informed Choice lea¯ets

was notable in that it explicitly set out to

promote informed choice and increase women's

involvement in decision-making about their care.

The results of the trial provided no evidence that

the lea¯ets had any e�ect on informed choice,

women's involvement in decision-making or on

components of informed choice such as know-

ledge or satisfaction, although the vast majority

of women found the lea¯ets helpful. A qualit-

ative study alongside the trial involving obser-

vation of clinical practice, interviews with

women and professionals, and focus groups with

women suggested a number of reasons why the

lea¯ets were not e�ective.32 For example, the

lack of a strategy for distributing the lea¯ets and

using them to promote informed decision-

making meant that in most cases simply giving a

lea¯et to a woman, or just making the lea¯ets

available, was equated with promoting informed

choice. The researchers also noted that power

di�erentials between women and their carers

often resulted in women's compliance with the

`right' choice re¯ecting normative patterns of

care. These and other problems highlight the

di�culties involved in intervening to improve a

complex process such as communication.

The e�ects of giving women extra information

about antenatal testing appeared to vary

according to how this information was

presented.24,27,29,31 These trials also tended to

suggest that extra information does not make

women more anxious and may even lessen their

anxiety. The e�ects of using di�erent formats

such as a video or a multimedia touch-screen
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system for conveying information are di�cult to

assess since these interventions also involved

giving more wide-ranging and more detailed

information. Compared with detailed lea¯ets

combined with individual advice and discussion,

giving information in a novel format is unlikely

to demonstrate additional bene®ts for women, in

terms of anxiety, knowledge and satisfaction.

The other outcome measure used in these

trials was the uptake of screening tests. These

results are hard to interpret, since the desirable

outcome of improved communication is not

simply increased or decreased uptake of the

clinical tests, but more appropriate uptake. In

other words, the aim should be for women to be

able to make informed choices as to which tests

are most appropriate for their individual

circumstances. In some cases, authors speculated

that this might have been the underlying cause

for changes in uptake of tests. For example, it

was suggested that being given extra information

about a newly available test for cystic ®brosis

empowered more women to decline a test that

they might otherwise have accepted.31 This

suggestion is supported by qualitative research

looking at women's motivations for antenatal

testing, which indicates that without detailed

information and the opportunity to discuss

screening with their carers, women often accept

screening tests as `routine' rather than making

informed choices.32 Trials which could build on

these, by looking at individually tailored infor-

mation interventions combined with assessments

of women's views would be valuable.

Giving information about antenatal testing is

also an area in which qualitative research has

highlighted women's criticisms of carers'

communication skills.33 The single small trial of

giving midwives and doctors communication

skills training suggested that this may help to

improve the transfer of information about

antenatal tests.30 To test this suggestion, it

would be important to replicate and extend this

trial to include outcomes relating to women's

satisfaction, knowledge and well being. Trials of

communication skills training outside maternity

care have suggested that this kind of interven-

tion has the potential to improve patient satis-T
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faction, knowledge and compliance.34±36 It could

even improve more fundamental aspects of well

being such as psychological and clinical

outcomes.34,35 Trials are needed of focused

communication skills training for health

professionals in maternity care in order to

investigate how best to meet the need for

improvements clearly articulated by women.

The trials of woman-held maternity records

suggested some bene®ts for mothers in terms of

their perceptions of communication with carers

and their involvement in and control over their

care in pregnancy. Woman-held maternity

records are now almost universal, although there

is some variation between units in the time that

women are given their records and the amount

of information that they hold (S. Das ± National

Maternity Record Project Co-ordinator, pers.

comm.). Given that at least part of the rationale

for woman-held maternity records is improved

communication, it is essential that the format of

maternity records encourages good communi-

cation practice in professionals and presents

information in a way that is clear and accessible

to women. The National Maternity Record

Project (NMRP), funded by the Department of

Health in 1995 under the Changing Childbirth

initiative, aims to produce just such a record that

could be used throughout the country. Although

work on this project is still continuing and use of

the antenatal module of the NMRP by mater-

nity units is increasing, problems with funding

have hampered further progress (S. Das, pers.

comm.). A formal evaluation of how the

National Maternity Record enhances the clarity

and communication of information and know-

ledge would be welcome.

The trials of computer-based history taking

related to one very speci®c intervention.21,25

Here the aim was to improve the way speci®c

items of information were obtained from

women in order to identify risk factors requi-

ring action, rather than to improve all round

communication. These trials provided some

evidence that structured checklists in general

and computer-based checklists in particular

were more e�ective than simple checklists for

obtaining information from women and

improving doctors' response to risk factors.

Despite this, results from the one trial that

examined interaction between midwives and

women also suggested that the ¯ow of infor-

mation and advice from the midwife to the

woman might have been restricted by these

systems.21 Evidence from this trial suggested

that this problem might have decreased, as the

midwives became more familiar with the

system. Nevertheless, it is a cause for concern

that should be considered in the design of any

similar systems in future.

These trials addressed only a few aspects of

communication between maternity carers and

women. They all focused on communication in

the antenatal period. Research is also needed on

other key areas of care. Despite evidence from

observational studies that communication

between carers and women in labour may be

poor,13,14 no studies were identi®ed of any

attempt to improve communication between

women and their carers while in labour. This is a

time when acute and emergent demands on both

women and their carers pose particular prob-

lems for communication and an area where

research is needed.

Studies of women's views also suggest that

hospital postnatal care is the aspect of their

care with which women generally feel least

satis®ed.10 Communication may be particularly

di�cult after a problematic birth, where the

baby is ill, has a more serious abnormality or

dies soon after birth. There has been consider-

able research, outside maternity care, on

`breaking bad news', particularly in cases of

cancer,6 but only a handful of observational

studies looking at talking to parents of babies

or young children with serious disabilities were

identi®ed. Similarly, although several studies

that examined parents' views of care after the

death of their baby were identi®ed, none were

trials. While qualitative research in this area is

essential, these studies could usefully be

supplemented by trials of appropriate inter-

ventions to improve communication in this

di�cult area.

Finally, none of the trials in this review

covered the important subject of communication
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between health professionals and women from

non-English speaking backgrounds. While we

are aware of observational studies and other

evaluations of linkworker and advocacy services

for these women,37,38 we did not identify any

trials of these services in maternity care. Further

research in this area would be valuable.

Conclusions

In a limited number of areas, these trials point

to potentially useful interventions for

improving communication between health

professionals and women in maternity care.

Extra information about antenatal testing,

provided in detailed lea¯ets or in individual

advice sessions, is valued by women and may

reduce anxiety about testing. It may alter

uptake of some speci®c tests, but it is unclear

whether it prompts a more appropriate uptake.

Focused communication skills training for

midwives and doctors may be of bene®t in this

and other areas, but further trials, which also

assess the impact on women's well being, are

required. Woman-held maternity records also

bring bene®ts to women in terms of their

perceived involvement in and control over their

care. The lack of trials of interventions aimed

at promoting shared decision-making and

increasing the involvement of women in their

care in other ways is disappointing. The

MIDIRS Informed Choice trial showed the

complexities of research in this area however.

The lack of controlled trials relating to

communication in a number of key areas of

delivery and postnatal care is also a major gap

in our knowledge. Trials of interventions to

improve communication between carers and

women in labour and in the postnatal period

would be particularly useful.
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