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CHAPTER1

BACKGROUND

Becoming a parent is a special life event for most people'. It affects not only the lives
of the parents but also the lives of their parents and loved ones. In the Netherlands,
in 2023, 164.918 babies were born alive2. This means that more than 1 million people,
parents, grandparents, and friends, have experienced maternity care in their inner
circle. As a result, there are many stories about experiences with maternity care.
Most stories emphasise the life-changing effect of becoming a parent, as well as the
happiness and hard work. However, there are also a remarkable number of stories of
people who are disappointed with maternity care, their maternity care professional
(midwife or obstetrician) or themselves?.

In these stories, ineffective communication, loss of autonomy and lack of consent are
the most frequently mentioned reasons for the disappointing experiences®*. Feijen et
al. (2020)5 found that in the Netherlands, in prenatal consultations, 17% of the patients*
perceived low to moderate respect, and 38% very low to moderate autonomy regarding
decision-making during prenatal consultations. Patients perceived lower autonomy
regarding decisions later (>32 weeks) in their pregnancy than regarding decisions
earlierintheir pregnancy®. When the perceived respect and autonomy were measured
postpartum, they were even slightly worse’. In Canada, Vedam et al.(2017) found that
6% of women were dissatisfied during pregnancy with their ability to participate in
decision-making, 15% during labour and birth, 16% after birth, and 3% were not satisfied
at any point during pregnancy with their ability to participate®. In a national survey in
the Netherlands, 50% of all respondents reported at least one form of disrespect
during labour and birth, and 33% perceived the disrespect as upsetting. The perceived
disrespect was predominantly related to a lack of communication or a lack of choice®.
The interaction during prenatal consultations could also affect the experiences during
labour and birth'™. To summarise, there isroom to improve the interaction and decision-
making during prenatal consultations and to optimize patients’ experiences during
pregnancy, labour and birth.

Optimizing prenatal consultations has a relevant impact on maternity care because
prenatal consultations are an essential part of maternity care. In the United States,
there are 50 million prenatal consultations annually; while in the Netherlands, there are
approximately 2 million prenatal consultations per year?™. In order to facilitate healthcare
professionals and healthcare students to optimize their interaction with their patients
during consultations and, more specifically, in maternity care, it is important to know
what happens during prenatal consultations. Therefore, this thesis aims to unravel the
interaction and decision-making process during prenatal consultations in daily practice.

Inthisintroductory chapter, we first briefly introduce the context of maternity care inthe
Netherlands. Next, we introduce the major concepts related to prenatal consultation,
describe what is known about professional-patient interaction and decision-making
during prenatal consultations and address knowledge gaps. After that, we introduce
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the theoretical framework we use in the different studies. Finally, we present the aim
and outline of this thesis.

Context of maternity care in the Netherlands

In the Netherlands, maternity care professionals provide primary, secondary, and
tertiary care. Most midwives work in independent primary care midwifery practices.
They provide maternity care to 'low-risk’ patients (88.9% of all patients receive
primary care at the beginning of their pregnancy). Hospital-based midwives and
obstetricians provide secondary and tertiary maternity care (11.1% of all patients
receive secondary care at the beginning of their pregnancy).

If complications occur during pregnancy or childbirth, or the risk of complications
rises, the independent midwife refers the patient to secondary maternity care.

At the beginning of childbirth, 46.6% of all patients receive primary care, and 53.4%
receive secondary care.

At the end of the birth, 26.2% of all patients receive primary care, and 73.8% receive
secondary care'.

During a normal pregnancy, there are about 13 prenatal consultations, the first
consultation preferably before the 9th week of the pregnancy. When necessary,
extra consultations are planned®.

In the Netherlands, at the moment there are 3940 practicing midwives (Nivel,
2021)* and 1001 gynaecologists’™.

In 2023, there were 164.918 babies born alive in the Netherlands?.

PRENATAL CONSULTATIONS

Prenatal consultations have been part of maternity care for over 100 years. William's
Obstetrics, first edition, from 1907, states, “pregnancy should be considered a normal
process but (the professional should) keep strict supervision and be constantly on
alert for the appearance of untoward symptoms™®. Nowadays, the aim of prenatal
consultations is broadening to include health promotion and education™®. In this
paragraph, the major concepts related to prenatal consultations are introduced in order
of content, professional-patient interaction, and context (Figure 1.1), respectively in
blue, green, andred).
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Multidisciplinary care

Person-centered care

Content core components

History
Physical examination
Abdominal examination

Respect Emotional support
Patient Education
Health promotion

Counseling prenatal
screening

Shared decision-making
Informed consent

Figure 1.1. Increased complexity of prenatal consultations

Content of prenatal consultations

In high-income countries, prenatal care comprises 7 to 16 consultations™. Regular
prenatal consultations consist of history and physical examination, including
measurement of blood pressure and weight, abdominal examination to assess fetal
growth and position and document the fetal heart rate, patient education, laboratory
testing and ultrasounds™®. In the Netherlands, weight measurement is optional, and
ultrasound, e.g. to confirm position or growth, is mostly part of the prenatal consultation;
patients are referred for ultrasound regarding prenatal screening for anomalies®. In
most models of prenatal care, there is a scheme that describes when laboratory tests
and ultrasounds are performed, and issues regarding patient education are discussed®.
In the Netherlands, for instance, the conversation and, if indicated, counseling for
prenatal anomaly screening takes place before the ninth week of pregnancy. Lifestyle
issues such as smoking cessation are also discussed early in the pregnancy. In the
period between 22 to 28 weeks of pregnancy, patient educationincludesissues such as
symptoms of hypertensive disorders and the preparation for childbirth. After 28 weeks
of pregnancy, decision-making regarding preferred care during birth occurs, and issues
regarding the post-partum period, such as infant feeding, are discussed? (Figure 1.2).
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Intake (15t consultation)
Education & Decision-making prenatal screening
General education & advice e.g. working conditions, lifestyle, contact information
Education & Decision-making regarding behavioural change: smoking, alcohol & drugs

9-14th week
Decision-making prenatal screening
Education on the organisation of Maternity care in the Netherlands & Freedom of choice

14-22th week
Decision-making screenings ultrasound (FAS)
Education & Decision-making on prenatal immunisation for whooping cough

22-28th week
Education symptoms of hypertensive disorders
Education on pregnancy classes, infant feeding and preparation for labour & birth e.g. place of
birth, positions during labour & birth, pain and pain relief

28-36th week
Education on the importance of foetal movements
Education & Decision-making labour & birth, e.g. place of birth, positions during labour & birth,
pain, (medicine) pain relief and infant feeding.
Education on postnatal care, transition to parenthood and practical information e.g. maternity
leave

36-42th week
Education & Decision-making on labour &birth e.g. pain relief,

Instructions on how and when to contact their maternity care professionals
Education on the postnatal period & transition to parenthood, including vitamin K & neonatal
screening
Education and Decision-making on serotinity
Education and Decision-making on breech (if indicated)

Figure 1.2. Patient education and decision-making during regular prenatal care in the
Netherlands based on the National Dutch guideline, ‘Integrated Maternity Care'®

The number of issues that need to be discussed and decisions parents need to make
during their pregnancy has increased in recent years due to the increased number
of options for preferred care during childbirth, such as pain management and the
increased number of options for health promotion through expanded immunisation
programs or lifestyle interventions. In the Netherlands, counseling for prenatal anomaly
screening is done by maternity care professionals and is usually integrated into
prenatal consultations. Also, in prenatal anomaly screening, the options that need to
be discussed have increased in recent years (as shown in Figure 2 in blue). Some issues
involve more than a single decision; a birth plan, for instance, includes many decisions
about labour, birth and parenthood. For parents to be able to make such decisions, itis
essential to support their self-management?'. Self-management implies “the individual's
ability to manage the symptoms, treatment, physical and psychosocial consequences
and lifestyle changes inherent in living with a chronic condition.”?2. Although pregnancy
is not a chronic condition, the life event of pregnancy and the transition to parenthood
require self-management skills from the patient and the partner?. Self-regulation is the
foundation of a patient’s self-management.

n
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Professional-patient interaction in prenatal consultations

The interaction between professionals and patients has also changed over time.
As already advocated by the WHO in 1997, patients need to actively participate in
consultations to improve the quality of care?. Later on, the term person-centred
care was introduced to describe the collaboration between patients and healthcare
professionals. The core elements of person-centred care are relatedness,
communication, shared decision-making and individual focus?. Besides person-centred
care, the term patient-centred care is also used. Both terms have many similarities,
with person-centred care focusing more on a meaningful life and less on illness®. In
midwifery specifically, the term woman-centred careis also used. Thistermhas alotin
common with person-centred care, whereby, specific to the concept, woman-centred
care is the view that pregnancy and birth are physiological processes, and from that
point of view, the woman is not a patient?*?’. In the National Dutch guideline, ‘Integrated
Maternity Care’ shared decision-making, emotional support, respect and informed
consent are explicitly named as core elements of person-centred maternity care®.

As mentioned before, decision-making is animportant part of the interaction between
maternity care professionals and patients during prenatal consultations. Three related
terms are often used to describe decision-making during healthcare consultations:
shared decision-making, informed consent, and informed decision-making.

In shared decision-making, healthcare professionals and patients work collaboratively.
They share not only information and intuition but also decision-making power.
Healthcare professionals and patients discuss their views and come to an agreed
decision for which they share the responsibility. This process takes into account
patients’ emotions, needs and personal values, as well as the respect for the patient’s
autonomy. There is no reason why professionals should not contribute their views
if there is good evidence that this will add to the patients’ direct medical benefit?®.
Shared decision-making is appropriate when there are two or more medically seen
reasonable options and thus decisions in which patients’ preferences are decisive2°,
Shared decision-making seems less appropriate for decisions with high risks and only
one choice?. Informed consentis relevant in all situations, whether there are multiple
options or only one choice.

According to Faden and Beauchamp (1986)%, informed consent is given “When a patient
or a subject with (1) substantial understanding and (2) in the substantial absence of
control by others (3) intentionally (4) authorises a professional”.

Informed consent also involves a conversation between healthcare professionals and
patients about the treatment, alternatives, risks, and benefits of all the options. This
discussion may take place in one or several consultations??. From this perspective,
informed consent can be considered part of the decision-making process. A distinction
is sometimes made between informed consent and simple consent, in which simple
consent is for low-risk interventions, e.g., using a plaster for a broken leg. Informed
consentis for high-risk interventions or procedures, e.g. cesarean section. Inthe case
of simple consent, the professional could explain what is wrong and how to rehabilitate
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after a broken leg. If there are any questions, there is minimal discussion on risks or
alternatives?. In the context of prenatal anomaly screening, the terminformed choice
is sometimes used. However, the literature justifies that there is no ethical need to
use this term?'.

Informed decision-making is the last term discussed. Informed decision-making
includes mainly the same components as shared decision-making. However, in
informed decision-making, healthcare professionals could be involved in some or all
the steps of the decision-making process depending on patients’ preferences 2. In
the context of prenatal anomaly screening informed decision-making mainly refers to
the process rather than the decision®. In practice in the Netherlands, the term shared
decision-making is used for all conversations between patients and their healthcare
professionals about choices regardless of the number of options or the involvement
of the professional in all steps.

Decision-making in the context of prenatal care relates to medical interventions,
preferred care or lifestyle changes. This warrants professionals to be aware that
aspects of decision-making are present in almost every consultation?®. Although
decision-making is always a continuous process in which patients may change their
minds, in maternity care, the medical and organisational circumstances, especially
during childbirth, can make it necessary for patients to reconsider their decisions.
This highlights the importance of careful decision-making processes in prenatal
consultations.

Finally, the context of prenatal consultations has changed over time. In 2022, 89%
of all patients received primary maternity care from a midwife at the beginning of
the pregnancy. At the start of labour, about 47% of the patients still receive primary
maternity care, and 53% receive secondary maternity care. This implies that half of
the patients are referred during the pregnancy. At the end of birth, 26% of the patients
receive primary maternity care, and 74% receive secondary maternity care'. This
underlines the importance of primary and secondary maternity care professionals
working together for a seamless referral for their patients. However, collaboration with
other professionals, such as social workers, pediatric nurses and physicians, has also
intensified due to the complexity of patients in maternity care. Also, the shortage of
staff impacts the context of prenatal consultations.

Prenatal consultations have become more complex due to changed content, changes
in the maternity care professional-patient interaction, and a more complex context.
This increasing complexity requires a different way of thinking of professionals, one
thatincorporates variable degrees of agreement and certainness®.
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WHAT IS KNOWN ABOUT INTERACTION AND DECISION-
MAKING DURING PRENATAL CONSULTATIONS

The broader scope, the active involvement of the patient, and the more complex context
require different competencies from maternity care professionals. Professionals have
had to move away from paternalistic care, in which the healthcare professional knows
best, to person-centred care, where professionals and patients work together to
achieve optimal care. Professionals have to reflect on and modify their professional
roles; patients appreciate when professionals view health comprehensively, share
experiential knowledge, and allow less formal and more personal relationships.
Incorporating these changes may, in turn, enable patients to make informed choices
and participate more actively in care™. To enable patients’ active participation,
truthful, tailormade information from professionals is needed to supplement patients’
knowledge™**3, However, patients also need to be known, and their preferences must
be considered to support active involvement in conversations and decision-making
during prenatal consultations™34%. A meaningful patient-professional relationship
enhances patients’ feelings of control and autonomy in decision-making™>".

Professional training is important to prepare future maternity care professionals and
support current maternity care professionals. Nowadays, in midwifery education in
the Netherlands, students are trained to become strong players in maternity care and
able to offer woman-centred care. For this, two components have been recognised as
essential in midwifery education: (1) role models as powerful learning strategies and
(2) scientific skills?*. Role models are persons looked up to by others as examples to be
imitated. In healthcare education, mentors and others can help and inspire students to
show certain behaviours that often have a lifelong effect®. In continuing professional
education for maternity care professionals over the past few years, attention has been
paid to person-centred interaction and decision-making support. This is especially
true regarding prenatal anomaly screening. There has been mandatory communication
skills training.

Nevertheless, person-centred interaction and decision-making support are still
challenging for most maternity care professionals. Baas et al. (2015)* found that,
according to patients, midwives could improve their competence by listening more
carefully and showing more respect and empathy. The interactions sometimes felt
as routine. Regarding patient education, maternity care professionals pay the most
attention to providing information and building patients’ knowledge to support
patients’ self-management?'. Healthcare professionals, in general, still tend to focus on
providing information to guide their patients’ decision-making“°-“3. Although providing
information is essential in consultations, patients need more support to actively
participate in consultations and make their own decisions. Only half of the healthcare
professionals named decision-making support as part of the counseling for prenatal
anomaly screening®. In another study, Martin et al. (2018)% found that maternity care
professionals overestimate their competence concerning decision-making support;
93% of the professionals assessed themselves as competent. These professionals
needed only 12 minutes to provide information and decision-making support regarding
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prenatal anomaly screening, while the recommended time is 35 minutes*“®. This finding
aligns with other studies, which have also found that professionals underestimate the
time needed to provide tailormade information and decision-making support®. Van
Hooft (2017)“¢ found a significant difference between self-assessment and behaviour
in practices in a study on self-management support by nurses. A third of the nurses
indicated they did not need additional training. A study of 41 healthcare professionals
from 18 different disciplines reported that professionals could not assess their decision-
making support style in medical consultations*.

To conclude, we know that healthcare professionals guide patients’ decision-making
processes mainly by providing information. Less is known about how they stimulate
active patient participation and support decision-making. Most of the research,
especially regarding decision-making in the domain of maternity care, was conducted
concerning prenatal anomaly screening. We know little about the decision-making
processes in prenatal consultations regarding other topics. As mentioned before, we
know from patients’ experiences that there is room for improvement.

THEORETICAL FRAMEWORK AUTONOMY SUPPORTIVE
CONSULTATION (ASC)

Patients who receive autonomy support participate more actively in consultations®.
They experience better physical and psychological well-being, more psychological
energy and less anxiety®'. Patients who perceive a decision as more autonomous show
higher compliance for treatment or behavioural change and higher decision satisfaction
even when the outcome is suboptimal 553, Autonomy Supportive Consultation (ASC)
is an evidence-based intervention grounded in Self-Determination Theory (SDT)%.
Autonomy-supportive consultation stimulates patients’ self-regulated behaviour,
which enables them to make their own choices regarding their health®'. According to
this macro theory of human motivation, the quality of motivation is arranged along a
continuum, with autonomous motivation at one end and controlled motivation at the
other. Autonomous motivation means engaging in behaviour out of one’'s own choice
with no perception of internal or external pressure, the regulation underlying this
being internal or autonomous. Autonomous self-regulation happens when a person
finds a certain behaviour (e.g. active participation during consultations or healthcare
decisions) important or engages in it out of interest. Controlled motivation, conversely,
means making choices and showing behaviour for external reasons, such asreceiving
praise. The regulation underlying this type of motivation is external (Figure 1.3).
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Autonomous
Amotivation Con.trol.led nom
motivation motivation

Internal or
External regulation autonomous (self)
regulation

Engaging in behaviour & making
choices out of one’s own with no
perception of internal or external

pressure

Choices and showing behaviour for
external reasons such as receiving
praise

Figure 1.3. Self Determination Theory continuum adapted from Ryan & Deci (2000)%

People's autonomous motivation can be stimulated by the fulfiiment of their three
basic psychological needs: autonomy (feeling of ownership, endorsement, and choice),
competence (feeling of capability and growth), and relatedness (feeling of belonging
and connection)®s.

During ASC, healthcare professionals fulfil patients’ basic psychological needs by
creating a warm healthcare climate, using a need-supportive interaction style and
avoiding a need-threatening interaction style (Figure 1.4). In this need-supportive
interaction, a good balance between autonomy-support and competence-support
is important. Patients’ perceptions of autonomy may change over time when new
informationis presented or when a patient’s health status changes. For instance, when
a complication such as hypertension occurs, a patient can feel no longer competent
to make satisfying decisions without direct input from their healthcare professional®®
P842 According to the SDT perspective on autonomy, a patient can be autonomously
dependent or autonomously independent concerning the recommendations made by
their healthcare professional®®:P840. In an autonomy-supportive healthcare climate, the
healthcare professional respects the patient’s choice even when this choice is notin
line with guidelines or regulations®. This requires respectful disclosure of information
and other actions that foster autonomous decision-making. It requires professionals to
support their patients in achieving their objectives/goals and foster their capacity®® P1o®,
Sometimes, a patient may choose to delegate their choice to someone else; a patient
has the right to choose, not the duty. Therefore, a patient delegating their choice can
be autonomous®® ?1%¢. |n healthcare consultations, fostering autonomy could support
shared decision-making. However, SDT, as well as ethicists, pointed out that there can
be control frominside the patient as well as outside. Therefore, itisimportant to actively
seek to understand the more autonomous motivation of the patient®® 80 ASC is useful
in every consultation. Because almost every consultation contains aspects of decision-
making. Finally, ASC is an inclusive intervention that is useful for all types of patients.
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For these reasons, we use the lens of SDT to look at interactions and decision-making
in maternity care consultations in daily practice.

Satisfaction of the basic needs:
+ Autonomy supportive interactions
e + Competence supportive interactions ~—— *  Autonomy
*  Warm healthcare climate + Competence
Relatedness

|

Controlled motivation — Autonomous motivation

|

Autonomous
Self-regulation

|

Self-regulated behaviour

|

Making their own choices
regarding their health.

Autonomy-Supportive
Consultation

Figure 1.4. Model of Autonomy Supportive Consultation

Giventhe importance of healthy behaviour inincreasing the risk of preventable diseases
or complications, interest in studies on SDT in the domain of health has increased over
the last decade. In 2019, there were 184 publications on SDT and health®®. The most
widely researched health behaviour was physical activity; other researched behaviours
included diet, medication adherence, smoking cessation, alcohol consumption and
dental hygiene. The studies were conducted in a variety of healthcare contexts 60662,

STUDY CONTEXT OF THIS THESIS

Instead of developing a ‘'new model for interaction’, we aimed to perpetuate the strong
elements of the interaction professionals already use and to improve or add some other
elements. By taking daily practice as a starting point, we also address the perception of
midwifery students, who say they perceive a difference between their communication
training in the academy and their internships in maternity care. The gap betweenwhat a
professional can do and what a professional does in areal-life situation is a well-known
phenomenonin literature 5364 This is arelevantissue respecting the importance of role
models ininternships as a powerful learning strategy in healthcare education. Although
group consultations are an increasing part of prenatal care in high-income countries,
this thesis focuses on individual prenatal consultations®-.
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THE AIM OF THIS THESIS

In order to help healthcare professionals and healthcare students optimize their
interaction and decision-making support during consultations and, more specifically,
in maternity care, we need to know what happens during prenatal consultations.

Therefore, this thesis aims to unravel the interaction and decision-making during
prenatal consultations in daily practice and offer professionals’ and teachers
recommendations on optimizing the interaction and decision-making support during
prenatal consultations.

In addition, this thesis contributes to the research on SDT in healthcare. To our
knowledge, it is the first study to examine maternity care consultations through the
lens of SDT. This thesis can also contribute to the knowledge of SDT interventions, such
as ASC, on health behaviours and self-management.

The broad central research questionis: “How can maternity care professionals optimize

their interaction so that patients are more autonomously motivated, self-regulated,
and able to make their own choices regarding their health?”

OUTLINE OF THIS THESIS

Toanswer the broad central research question, the following five studies were performed.

Study

Aim

Study question

Chapter 2
Realist Review

Chapter 3
Validation study

Atheoretical foundation
of autonomy-supportive
consultation (ASC).

To facilitate structured
observationsin maternity care
in daily practice, we adapted
and validated the encoding of
observations using the Coding
and Observing Need-Supportive
Consultationin Maternity

Care consultations (CONSUL-
MCCQC): A self-determination
theory-based tool to observe
consultations in maternity care.

a) How do contextual factors

influence the provision of autonomy-
supportive consultations

b) What are the mechanisms that support or
hinder patients’ autonomy in consultations
c) What are the outcomes of autonomy-
supportive consultations?

a) Isit possible to adapt the Coding and
Observing Need-Supportive Counselingin
Chronic Care Encounters (COUNSEL-CCE), a
self-determination theory-based observation
tool used in the context of chronic care

to the context of maternity care, and to
validate the encoding of observations?

b) To what extent are indicators of need-
supportive or need-thwarting interactions
generic over different healthcare contexts?
¢) How can we develop a universal tool

for observation and encoding autonomy-
supportive consultationin practice?
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Study Aim Study question
Chapter 4 A detailed description of Which mechanisms of ASC do maternity
Qualitative interactions between maternity  care professionals use during decision-
interaction care professionals and their making in prenatal consultations?
analysis patientsin daily practice to

identify what is needed to

optimize ASC in daily practice.

This knowledge could enrich

existing concepts and models

and enable maternity care

professionals to improve

decision-making processes

in their daily consultations.
Chapter5 This study aims to quantify a) Which autonomy-supportive and
Quantitative the frequency with which autonomy-thwarting interactions do
structural maternity care professionals maternity care professionals use in prenatal

observation
study

Chapter 6
Qualitative
analyses of the
open-ended
question part
of the data
collected as
partofabig
study called
the TRIDENT-2
study.

use autonomy-supportive
and autonomy-thwarting
interactions during prenatal
consultations and the
association between these
interactions and patients’
perceptions of the healthcare
climate during consultation.

To generateinsights into
maternity care professionals’
views on ‘good’ counseling
for prenatal anomaly
screening. These insights,
inturn, can be instrumental
in tailoring education.

consultation in daily practice? b) What is the
frequency of use of these interactions?

¢) Which characteristics of patients

or professionals are associated with

the use of autonomy-supportive or
autonomy-thwarting interactions?

d) Is there arelation between the frequency
of use of autonomy-supportive or autonomy-
thwarting interactions and the characteristics
of maternity care professionals?

e) Is there arelation between the autonomy-
supportive or autonomy-thwarting
interactions and the patient-perceived
healthcare climate during consultations?

What are aspects of ‘good’ counseling for
prenatal anomaly screening’ according
to maternity care professionals?
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REFLEXIVITY

As aparent, it is important to make a choice with your heart that is closely related
to your values and norms. To do this, it was important to be seen and heard
by my maternity care professional. | needed the support of my maternity care
professionals to know not only my options but also the consequences of each
option. Before | could feel what was the right decision for us, | needed to know
all the possible consequences of the options. It was only when | knew all the
consequences that | was able to accept the consequences of my choice.

Although we were perfectly well guided in our decision-making process, | realise
that guiding parents through this kind of decision-making process sometimes
requires different competencies from professionals.

Box 1: personal experience of X

As a midwife, | found prenatal consultations the most difficult and, at the same time,
the mostimportant and satisfactory part of my work. Later, as an educationalist at the
midwifery academy, | found prenatal consultations to be a topic of interest, especially
when prenatal anomaly screening was introduced as part of regular prenatal care.
Unique stories of people like X (see box 1), reflecting the importance of interaction and
decision-making for the acceptance of the outcome of maternity care, inspired me. The
pregnancy of X was complicated by unexpected findings during prenatal screening. In
2021, she told me her story because she wanted to share what she had learned from
her journey. She also wanted to help maternity care professionals optimize their care
and healthcare educators improve their training.

In 2016, | had the opportunity to become part of the research team ‘Research in Medical
Education’ In this team, | was introduced to the Self Determination Theory, and |
realised the potential of this theory for maternity care and, more specifically, prenatal
consultations. During the SDT conference in Egmond in 2019, | had the opportunity to
speak with SDT experts as well as its co-founders, Profs. Edward Deciand Richard Ryan,
so the outline of our studies was further concretised. Also, our cooperation with Gent
University on the adaptation of the COUNSEL-CCE was a spinoff of this conference.

Especially in qualitative research, it is important to know your motivation, perceptions
and background. Therefore, | was privileged to perform my research within a
multidisciplinary context with researchers with diverse backgrounds. My direct
research team consisted of a professor in Health Professions Education with a medical
background, a practising neurosurgeon, a professor and dean of an academic medical
centre, a psychologist and lecturer in communication and counseling, a professor in
midwifery and an experienced midwife in a teaching hospital and midwifery practice.
In the diverse studies, | collaborated with co-authors with a background as an
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obstetrician, a nurse educator and a professor of public health and primary care, a
linguist and educationalist, experienced in communication skills training in medical
education, a perinatologist, responsible for the obstetric education of bachelor and
master students, an experienced midwife in midwifery practice, an epidemiologist and
developmental psychologist, a professor of patient perspectives on genetic testing
and two bachelor students in midwifery. Additionally, | discussed my work and research
findings with patients and patient representatives of the Board of Mothers.

This facilitated me to reflect on choices and interpretations of maternity care practice
and education.

In this thesis, the term patient is used for someone pregnant. However, pregnancy is
notadisease, so the term clientis frequently chosen. Still, it can be a challenging period
for people due to changes in their physical and mental condition. When seeking health
care, a person becomes a patient®®.
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CHAPTER 2

ABSTRACT

Objective
Gaining insight into contextual factors and mechanisms supporting or hindering
autonomy-supportive consultation and into outcomes of such consultations.

Methods

We conducted a systematic review using the realist synthesis procedure according to
RAMESES guideline. A search was performed in PubMed, Embase, PsycINFO and Cinanhl
from inception to March 2019 using the search terms: ‘autonomy’ AND ‘support’ AND
‘consultation’ OR ‘communication’ AND ‘intervention’. The review process, including
paper selection, quality assessment, and full-text reading for data extraction, was
conducted by two researchers independently.

Results

Of 2792 articles, 18 met our inclusion criteria. Contextual factors influencing an
autonomy-supportive consultation were: work organisation and the attitude of
professionals. An overarching supporting mechanism for AS was relationship building.
In addition, each phase of the decision-making process seems to need supporting
mechanisms fulfilling patients 'specific psychological needs in that phase. The outcome
of ASis higher levels of patient well-being.

Conclusion

Autonomy-supportive consultation works in various contexts coupled with mechanisms
that give rise to favourable outcomes, of which relationship building, taking time, and
exploring patients’ needs seem the most important.

Practice Implications

The results of our review facilitate professionals to refiect on their autonomy-supportive
consultation skills, which could improve their autonomy-supportive behaviour.
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INTRODUCTION

In the past forty years, healthcare professionals have made a shift towards more
patient-centred care, in which patients are better informed, empowered and
encouraged to make their own choices regarding their health'. However, in healthcare
consultations, healthcare professionals still tend to focus on providing information
instead of empowering patients and facilitating their autonomous decision-making
during consultations®.

According to the self-determination theory (SDT)3, a macro-theory of human motivation,
the quality of motivation is arranged along a continuum with autonomous motivation
at one end and controlled motivation at the other end. Autonomous motivation
means engaging in a behaviour out of one’s own choice with no perception of internal
or external pressure, the regulation underlying this being internal or autonomous.
Autonomous self-regulation happens when a person finds a certain behaviour (e.g.
active participation during consultations or healthcare decisions) important or engages
in it out of interest. Controlled motivation, on the other hand, means making choices
and showing behaviour for external reasons, such as receiving praise. The regulation
underlying this type of motivation is external®. For a person to autonomously engage in
abehaviour, three basic psychological needs - autonomy, competence and relatedness
-needto be fulfilled. The frustration of these needs is related to controlled motivation®.

Based on the SDT and the literature, we hypothesised that when professionals provide
autonomy-supportive consultation, this can facilitate the fulfilment of the three basic
psychological needs in patients, which could, through more autonomous motivation,
stimulate more autonomous forms of self-regulated behaviour, enabling patients to
make their own choices regarding their health as seen in Figure 2.17°°.

Motivation

°°“"°“e'::;;'°""a“°“ A"‘““‘"“":;m"“vam" Autonomous Self-regulation —>  Self-regulated behaviour

Satisfaction of basic needs:

Autonomy-supportive

Consultation ASC — Autonomy

Competence
Relatedness

Figure 2.1. Autonomy-supportive consultation
When professionals provide autonomy-supportive consultation, this can potentially

facilitate autonomously engaged patient behaviour. However, autonomy-supportive
consultations do not necessarily result in autonomously engaged behaviour because
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providing autonomy-supportive consultation is a complex intervention in which the
setting, the professional and the patient interact.

[tis known that autonomy-supportive consultation has a positive effect on patient well-
being, but the underlying mechanisms, why what works under what circumstances,
are not known’°.

The aim of this realist review is to a) determine how contextual factors influence the
provision of autonomy-supportive consultations, b) identify the mechanisms that
support or hinder patients’ autonomy in consultations, and c) determine the outcomes
of autonomy-supportive consultations.

METHODS

We conducted a systematic literature review using the realist synthesis procedure
according to the RAMESES guideline. Arealist review method is used to study how and
why anintervention works using relevant, heterogeneous evidence. Reviewers seek out
which contextual factors influence the relevant mechanisms to generate the outcomes
of interest. Mechanisms are defined as processes that generate these outcomes™.

A search was performed from the inception of the databases to 20 March 2018 in
PubMed, Embase.com, PsycINFO and Cinahl and was updated to 18 March 2019, in
collaboration with a medical librarian (LS). Search terms used (including synonyms and
closely related words) as index terms or free-text words: “autonomy” AND “support” AND
‘consultation” OR “‘communication” AND “intervention.” No language restrictions were
applied. The full-search strategies for all databases can be foundin the supplementary
information.

For inclusion, the articles needed to relate to an intervention within a healthcare
professional-patient or client interaction and needed to report on autonomy support
or self-regulation or the fulfilment of psychological needs. Articles that relate to shared
decision-making were only included when they reported on autonomy support or
self-regulation or the fulfiiment of psychological needs. Both decision-making and
behavioural change were included as outcomes.

Articles that related to training for health professionals, e-health interventions and
group consultations were excluded. In addition, books, editorials, case reports, posters,
theses, conference abstracts, perspectives, letters to the editor and comments were
excluded.

Titles and abstracts were screened for inclusion by two authors independently (JK
and RK or EP). The first author (JK) and two co-authors (RK and EP) assessed the full
texts of the remaining articles for inclusion and performed the final full-text reading
of all included papers to extract the relevant text fragments from the articles. Quality
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assessment of the included papers on rigor and relevance was conducted by two
authors independently. Rigor was defined as the method used to generate that
particular piece of data being credible and trustworthy. Relevance was defined as how
far the article can contribute to the theory-building of our intervention, autonomy-
supportive consultation. Relevance is related to providing relevant information for
answering the research question. Thus, both rigour and relevance depend on the
purpose of this specific realist review". In case of disagreement, the papers were
discussed until consensus was reached.
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RESULTS

Atotal of 2792 articles were screened; 127 full-text articles were assessed for eligibility
of which 18 were included: three reviews, seven qualitative and eight quantitative
studies. Allincluded articles were written in English. A table was constructed containing
the characteristics of the 18 included articles and their contribution in the form of text
fragments for answering the research question. (Appendix 1. Table with characteristics
of the included articles, described by context (setting, participants), mechanism and
outcome (results)).

Abroad range of patients or relatives of patients were included in the articles: patients
after undergoing surgery, terminal patients, diabetics, patients from districts with
overall low socioeconomic status, people atrisk for cardiovascular disease, women with
breast cancer, elderly (60 years or older), low-risk pregnant women and adult smokers.
Inaddition, a wide range of healthcare professionals was included: registered nurses,
family medicine clinicians, physicians, surgeons and oncologists. Most of the included
studies were performedin a primary care setting/general practice setting, but studies
conducted in hospices and hospitals were also included.

A realist review considers the interaction between the context, mechanism and
outcome. Therefore, first text fragments in our dataset were sought that described the
influence of the contextual factors on autonomy-supportive consultation. Second, text
fragments were sought that could uncover the mechanisms for autonomy-supportive
consultation. Finally, text fragments were sought that described the outcome of the
perceived autonomy support. All resulting text fragments comprised descriptions
of a process or entity, e.g., what the healthcare professional did to facilitate more
autonomous forms of self-regulated behaviour.

The first data extraction resulted in 335 text fragments out of the 16 included articles.
After sharing and discussing the results of this first data extraction with the full
research team, we decided to split the text fragments that included more than one
description. In this step, 23 extra text fragments were extracted, which resulted in a
total of 358 text fragments.

After the additional literature search, 13 extra text fragments were extracted out of
the two newly included articles. This resulted in a total of 371 text fragments on which
the final analysis by the full research team was conducted. During the analysis, the
text fragments were summarised and categorised in a context-mechanism-outcome
table (Figure 2.2). In the left column the contextual factors: patient, professional and
organisational perspective are presented. In the middle, the mechanisms that support
or impede patients’ autonomy are presented. In the top row are the overarching
mechanisms, and below this, the mechanism per phase. In the right column are the
outcomes of autonomy-supportive consultation.
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FACTORS INFLUENCING AUTONOMY SUPPORTIVE CONSULTATION

Context of autonomy-supportive consultation

The contextual factors found in our review were classified at the patient, healthcare
professional, and organisational levels. These factors are not part of the working
mechanism but may interact with the intervention, e.g., autonomy support during
consultation.

Patient perspective—The patient can be limited by his/her physical condition,
knowledge or psychological capacity™™. If a patient is too ill to be actively involved,
this limits the possibilities for autonomy support®™s. The support of important others,
such as family or companions, could foster a patient’s autonomy™,

Professional perspective—The overarching contextual healthcare professional factor
we found was competence, which comprises knowledge, skills, and attitude, whereby
attitude appeared to be the most important aspect. Autonomy support requires a
specific positive attitude to focus on the needs of patients and to work in a way that
differs fromregular clinical care®18.20-22,

Another aspect of the professionals’ attitude is taking sufficient time, the amount of
time varies among patients and within the same patient over time®. It is important
professionals tailor made their time to the specific patient for building a relationship
and allow patients to take time they need to make their own decisions'20:22,

Organisational perspective—The daily routine with a rigid planning of regular care (e.g.
the timing of tests and treatments) can be a contextual barrier for autonomy support
as well as the traditional physical environment with a patient and a professional
sitting opposite each other with a computer in between®™20. By way of contrast, a
management team that adopts autonomy support as an overall strategy for good
care can be stimulating for professionals to provide autonomy-supportive care. This
also applies to colleagues who endorse the concept of autonomy support. It makes
it possible to respect patients’ choice and to realise their wishes as a team?°. The
extent to which professionals are motivated for autonomy support determines the
way in which they deal with barriers, such as time constraints or competing demands.
Motivated professionals are better able to overcome obstacles in collaboration with
colleagues e.g. respecting patients’ choice and providing patient-centred care®™2°.
On the other hand, are there professionals with a different approach set rigid limits
and restricting patients’ choices unnecessarily. These professionals tend to be more
concerned about meeting their own agenda, sticking to rigid routines or experiencing
heavy workload®.

Mechanisms that support patients’ autonomy in consultation

We looked for mechanisms that support or impede patients’ autonomy in relation to
decision-making in a consultation. Mechanisms were either overarching mechanisms
or mechanisms relevant to a specific phase of the decision-making process.
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Overarching mechanism

The overarching mechanism to create an autonomy-supportive climate during the
consultation was relationship building to create a necessary environment of trust20:21,
This requires healthcare professionals who are really interested in their patients, not
only inthe information found in their files but also in information from patients’ families,
other professionals and most importantly, the patients themself to meet patients’
needs to be known and understood. Professionals need to become familiar with
patients’ concerns, expectations, beliefs, life aspirations and motivations and not only
with the physical condition of the patient™"2°. To acquire this information, activities,
such as sitting next to the patient, asking open-ended questions and observing the
behaviour of the patient, have been described®™ 22,

In regard to overarching hindering aspects, the use of controlling language and
impatience undermines the creation of an autonomy-supportive climate for decision-
making?"%.

We found that communication or decision-making tools, e.g. 5x A-model, 5x R-model
or Motivational Interviewing (M), could sometimes facilitate autonomy-supportive
consultation®e2,

Mechanisms relevant to a specific phase

Before decision-making

Starting the consultation by exploring patient needs is essential for supporting
autonomy, e.g., by asking the patient what he/she wants to achieve?©18.21.22.24 |n
addition, it is important to facilitate patients’ need to know and understand their own
situation, e.g., by offering personalised, non-threatening information or discussing
learning goals with them?317:21.22.26-26

During decision-making

To optimize patients’ choice during decision-making, itis important to explore options by
offering information about alternatives of which patients are not aware and discussing
the pros and cons by sharing professional knowledge, suggestions and information
about potential barriers™2.27_Giving advice or recommendations is also important
during the decision phase, although we found that some professionals think it is not
appropriate to give advice within an autonomy-supportive healthcare climate'1517.23.26,
However, professionals can give advice in an autonomy-supportive context when they
give it without exerting pressure or expect patients to act accordingly and explicitly
ask their patients how they feel and think about the advice®2¢. Furthermore, most
patients appreciate advice; in particular, patients with a lack of confidence to make
their own decisions need advice or recommendations?®. However, text fragments show
that autonomy support is undermined by mechanisms that limit choice, e.g. offering
restricted choice or pseudo-choice. A healthcare professional may appear to be giving
a choice, but it is deliberately limited in such a way that there is little true reasonable
choice™2% | ast, it is important to recognise the complexity of patients’ decision-
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making, which can be complicated by conflicting motivations or fears'2%2'. When
patients hesitate, professionals tend to focus on providing more information. From
an autonomy-supportive perspective, it is more effective to recognise and address
emotional issues that could account for patients’ hesitation™"8,

After decision-making

The communication between patients and healthcare professionals after decision-
making is of great significance for patients’ feelings of empowerment. Respect for
the patient’s choice without positive or negative judgment strengthens the feeling
of autonomy, while being judgmental weakens patients’ autonomous self-regulation
because it strengthens only their external motivation817.212225 However, sometimes,
healthcare professionals are unable to accept patients’ choices; they weaken the
feeling of autonomy support, for instance, by negotiating or persuading patients to
change their minds®™. Nevertheless, professionals’ own preferences should remain
separate, as for achieving true autonomy support it is important to make the maximum
effort in realising the patients’ choices®®.222526 Fyrthermore, it is relevant for
professionals to realise that autonomy support needs to be continued after patients’
decision-making. Professionals have to keep checking whether the provided care still
fits patients’ preferences. Patients preferences could change depending on their
personal circumstances™927,

Outcome of autonomy-supportive consultation

Patients who perceived autonomy support were more actively involved in consultation
and perceived higher levels of physical health and psychological well-being™2®. Patients
in an autonomy-supportive consultation experienced higher decision satisfaction,
and there was higher compliance for treatment or behaviour change™ 924252728 \While
controlling behaviour of healthcare professionals may prompt quicker short-term
changes, autonomy- supportive change may take longer to become effective but is
maintained better?.

DISCUSSION AND CONCLUSION

To test our hypothesis that autonomy-supportive consultation can facilitate the
fulfilment of the three basic psychological needs in patients, more autonomous
motivation could stimulate more autonomous forms of self-regulated behaviour,
enabling patients to make their own choices regarding their health.

The aim of this realist review was to a) determine how contextual factors influence
the provision of autonomy-supportive consultations, b) identify the mechanisms that
support or hinder patients’ autonomy in consultations, and ¢) determine the outcomes
of autonomy-supportive consultations.
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Context of autonomy-supportive consultation

Contextual factors, such as work organization and the attitude of healthcare
professionals, can stimulate or hinder the creation of an autonomy-supportive climate
during consultation. Contextual factors, such as competing demands on healthcare
professionals during their shift, specifically could have a negative impact on the
mechanism ‘relationship building,” the most important overarching mechanism to
provide autonomy-supportive consultation.

Mechanisms that support patients’ autonomy in consultation

Both overarching and phase-specific mechanisms found in this realist review can be
explained in relation to the theoretical concept of autonomy support based on the
Self Determination Theory (SDT) as described by Ryan et al.29. This theory describes
that when healthcare professionals fulfil the three basic psychological needs of their
patients (autonomy, competence and relatedness), they offer autonomy support. This
realist review found that not every need was equally important in every phase of the
decision-making process. This is shown in Figure 2.3, in which the original table results
(Figure 2.2) are combined with the basic psychological needs.
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Autonomy is an important need to fulfil especially in the phases before and after the
decision-making. Autonomy, from the SDT perspective, means providing patients with
as much choice as possible and desirable for the client, which is in line with the text
fragments found in this review. This is important not only before decision-making but
also after decision-making, e.g. by realising patients’ choices. When, after the decision-
making, healthcare professionals persuade patients to make a different choice, this can
be perceived as negative feedback (e.g. your choice is not good enough; you cannot
make a good choice). This can undermine patients’ feeling of competence and thereby
decrease their more autonomous forms of self-efficacy?.

Facilitating patients’ competence seems especially important in the phase before the
decision-making. Within an autonomy-supportive climate, patient education is based
on the principles of SDT whereby patients are actively involved in the knowledge-
building process®. The professional actions found in this review, which were used to
meet patients’ need for competence and autonomy, show similarities with scaffolding.
Scaffolding finds its origin in Vygotsky’s developmental method and can be used to
bridge gaps between what patients know and what they need to know to make their
own decisions regarding their health. In an interaction between the patient (the
'learner’) and the healthcare professional (the ‘expert’), the patient learns what he
cannot understand without the assistance of the expert. To do so, it is essential that
the healthcare professional is aware of the actual knowledge and learning competence
of the patient and then works further to receive the next level®.

According to this review, relatedness is the most important overarching need that
must be fulfilled to provide autonomy support. This is in line with both the literature
about Shared Decision Making (SDM) and SDT. Relationship building is the foundation
to acknowledge the perspective and worldview of the patient, which is essential for
supporting self-regulated behaviour and decision-making?®. To be able to facilitate
patients’ self-regulated decision-making, it is essential professionals know what is
most important to their patients. They need to know and understand them in their
physical, psychological, social and spiritual dimensions to provide support tailor-made
to their patient’s values and norms. This is specific essential for patients during the
decision-making process?®®'. The text fragments found in the realist review show which
concrete techniques professionals can use to facilitate relatedness, e.g. talking about
worries and taking time to listen, but also which behaviour impedes relatedness, e.g.
interrupting patients.

Outcome of autonomy-supportive consultation

As an outcome, we found that autonomy-supportive consultation seems suitable for all
patients who were included in this realist review, e.qg., cancer patients, pregnant women,
and diabetics, to help them make more autonomous choices regarding their health.

Integration autonomy support and SDM

As described above, the actions, behaviours and experiences of professionals and
patients found in our review are linked to the SDT framework. This link probably makes
it clearer for professionals for which purpose certain techniques should be used
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to facilitate more autonomous forms of decision-making by autonomy support. For
this reason, it can be useful to integrate autonomy support and SDM. This is in line
with Vansteenkiste and Sheldon'™, who describe how the techniques of motivational
interviewing (MI) and SDT can be integrated. They propose that Ml works because
the techniques used in MI could contribute to the satisfaction of the three basic
psychological needs in SDT. To use these techniques effectively, it is essential
that professionals understand the purpose of using this technigue. In line with this
reasoning, Figure 2.4 shows in the central column the results of this review combined
with the basic psychological needs and the steps of a model for SDM.
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Figure 2.4 helps professionals to understand which basic psychological needs should
be fulfilled in each step of SDM. When healthcare professionals use techniques as
described for SDM and Ml instrumentally without understanding the underlying concept,
they risk not achieving the higher purpose behind the use of these techniques'™. This
can be an explanation for our finding that communication or decision-making tools
(such as bx A-model, 5x R-model or MI) developed to aid professionals in patient-
centred care sometimes facilitate autonomy-supportive consultation but not always?.
The intention with which professionals talk, listen, and act is important for patients
to perceive autonomy, support and empowerment. This includes not simply talk with
patients about their plans but also about their personal values and own responsibility®:.

Another aspect that can explain why the techniques used in Ml do not always facilitate
autonomy support is that Ml focuses more on the motivational quantity instead of
quality. Ml focuses on altering patient behaviour without taking into account the force
that can drive this behaviour, i.e. the type of motivation®. Taking the motivational
quality or type into account is important because only the more autonomous forms
of motivation contribute to more autonomous forms of self-regulation®®*. When
professionals facilitate controlled motivation by giving rewards or praise, as found in our
review, they thereby undermine autonomous motivation®. Such controlled motivation
results in less active involvement and less effective outcomes, e.g. a temporary
behavioural change’.

Strengths and limitations

The composition of our research team with healthcare professionals of different
disciplines and various research departments is a strength of this study. It facilitates
discussions about the interpretation of our data and has contributed to the applicability
of our results to consultations within several medical fields. Another strength is that
we based our review on a sound methodology that allowed us to explore the context,
mechanisms and outcomes to answer the research question.

In our review, there was a lack of studies with well-defined outcomes in relation to the
context and mechanisms. The outcomes were reported in an abstract overarching
way e.g. physical well-being or as concrete outcome measures e.g. increased
physical activities. This impeded the understanding of the outcomes inrelation to the
mechanisms.

As described in our method section we excluded e-health autonomy-supportive

interventions although there are some recent interesting publications. We expect that
especially the influence of spoken languages difference from online communication.
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CONCLUSION

This realist review shows that fulfilment of the three basic psychological needs by
autonomy-supportive consultation facilitates more autonomous motivation, which
supports more autonomous forms of self-regulation, enabling patients to make their
own choices regarding their health. Within the mechanisms, relatedness is the most
important basic psychological need that should be fulfilled to facilitate patients
in making their own health-related choices. Before the patients’ decision-making
process, the basic psychological needs of competence and autonomy should also be
fulfilled. Patients’ psychological need of autonomy must be supported even after they
have made their decision. Because of the importance of our findings for facilitating
patients in making their own choices, we propose an integrated model of SDM with the
underlying mechanisms as found in our review and the theoretical foundation of SDT.

Practice Implications

Insightinto the deeper layers of the decision-making process could facilitate healthcare
professionals to refiect on the way they empower patients and facilitate their
autonomous decision-making during consultation. It could help them to understand
how to reach the higher purpose behind the phases in de the decision-making process
and utilize suitable mechanisms.

The figures constructedin this review could also be used in the education of healthcare
students to provide insight into the self-determination theory in relation to more
autonomous forms of self-regulation of patients.

Finally, based on our results, healthcare professionals and healthcare organisations
could adjust the process and content of their consultations and choose autonomy
support as an overall strategy for their patient-centred care.

Suggestion for further research

We found in our included studies that controlling and authoritarian language can pose
athreat to patient autonomy, but we found little specific information on the autonomy-
supportive role of language in face-to-face communication. We suggest further
research to explore the role of autonomy-supportive communication in consultation
and also with respect to the patients’ perceived autonomy support.
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CHAPTER 3

ABSTRACT

Objective

During autonomy-supportive consultations, professionals use a need-supportive
interaction style to facilitate patients’ self-regulated behaviour. To improve maternity
care professionals’ need-supportive interactions, it is important to provide insights
into their interaction style. No tool is currently available for measuring need-supportive
interactions in maternity care. Therefore, the aim of this study was to adapt the
COUNSEL-CCE to evaluate need-supportive interactions in maternity care and to
validate their measurements.

Methods

Afive-step adaptation and validation process was performed based on the guideline of
Sousa and Rojjanasrirat: 1) adaptation of COUNSEL-CCE by two authors independently;
2) development of a consensus-based tool: CONSUL-MCC; 3) qualitative assessment
of CONSUL-MCC; 4) pilot testing of CONSUL-MCC in the target population (N=10) and
5) psychometric testing in the target population (N=453).

Results

Allindicators of the original tool remained relevant. Four items were rephrased, one
indicator was added, and all examples were adapted to maternity care. The results
of psychometric testing indicated good construct validity. However, the data
characteristics made itimpossible to prove the presumed factor structure and perform
an accurate intraclass correlation.

Conclusions and Innovation

COUNSEL-CCE proved to be a new instrument to gain insights into professionals’
interactions and be applied to maternity care.
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ADAPTATION AND VALIDATION OF THE CONSUL-MCC

INTRODUCTION

In the past decades, there has been a shift in focus towards patient-centred care
in maternity care. A key element of patient-centred care is providing the patients
with choice and control'. This is specifically important in maternity care because of
an increasing number of options available for the various decisions that patients'
need to make, such as participation in prenatal screenings, vaccination programmes
or preferences regarding their care (e.g. birth plan). To help patients’ make these
decisions, healthcare professionals can use autonomy-supportive consultation,
where they create an autonomy-supportive healthcare climate for the patients using
a need-supportive interaction style. According to self-determination theory (SDT)
autonomy-supportive consultation can facilitate more autonomous forms of self-
regulated behaviour in patients regarding their health?. According to SDT, patients have
three basic psychological needs: autonomy (feeling of choice in one’s own behaviours),
competence (feeling effective) and relatedness (feeling understood and cared for
by others). The satisfaction of these psychological needs predicts autonomous
motivation, adaptive self-regulated behaviour and health®. Self-regulated behaviour
regarding health is important because if patients experience more autonomy, they
will have better decision satisfaction and show higher compliance with treatment or
behaviour change®. In contrast, frustration of these needs can result in controlled
motivation, amotivation, and ill-being®. Autonomy-supportive consultation is based on
empirically supported recommendations for healthcare professionals on how to meet
patients’ basic psychological needs. A need-supportive interaction style is autonomy-
supportive, structuring and warm and facilitates patients’ autonomy. In contrast, a
need-thwarting interaction style is controlling, chaotic and cold and hinders patients’
autonomy?3%,

As mentioned before, the number of decisions patients need to make in maternity care
hasincreased over the past few years. Maternity care professionals find it challenging
to guide their patients through these decision-making processes in an autonomy-
supportive way’. In the past decade, communication training in relation to decision-
making for prenatal anomaly tests has been offered to maternity care professionals.
Despite such training, professionals tend to focus on providing information and find it
difficult to offer decision-making support®?.

To support maternity care professionals and students improve their need-supportive
interaction style, it is important to provide insights into their own interaction style so
that they can eventually adopt a more need-supportive style. Receiving personal,
specific, meaningful and trustworthy feedback facilitates gaining insights into one’s
own interaction style'™™. In the specific case of health care professionals, it is helpful
to provide feedback afterwards instead of interrupting professionals during a task.
Feedback is perceived as more trustworthy if it is based on direct observation of
performance’®’2. Akey component for facilitating assessors is an observation tool that
defines the different aspects of the performance and instructs the assessors on what
tolook for and how to judge to build their feedback™. At present, however, to the best of
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CHAPTER 3

our knowledge, there is no tool available for observing and coding both need-supportive
and need-thwarting interactions in maternity care in daily practice.

Interaction is animportant component of supporting autonomous motivation. For this
reason, studies on need-supportive interactions in other domains (e.g. education)
are also meaningful for healthcare. In 2013, a study on teacher-student interactions
by Haerens et al™ found four factors related to need-supportive dimensions in SDT:
autonomy support, structure before the activity, structure during the activity, and
relatedness support. To achieve more integrative and fine-grained insights into
both need-supportive and need-thwarting interactions, a multiscaling analysis was
performed by Aelterman et al.®. They found a circumplex model with an autonomy
support-control axis and a structure-chaos axis, in which more autonomy-supportive
and structuring interactions meet students’ basic psychological needs. Based on their
results, they divided each factor into two subfactors, as represented in Figure 3.1.

Flexibility
Ay
c?@ Pqﬂa pal':pe %J-
@ %
z2\%
3\ >
<
Need thwarting Need support

0 .
%}%’ G%”u""?g i f

Directiveness

Figure 3.1. Graphical representation of the circumplex model in an educational context®

Grounded in this SDT circumplex model® and the empirically founded recommendations
for healthcare professionals®, Duprez et al.”® developed and validated the Coding and
Observing Need-Supportive Counseling in Chronic Care Encounters (COUNSEL-CCE).
The COUNSEL-CCE is a tool which is used for encoding healthcare professionals’
engagement in need-supportive and need-thwarting counseling in chronic care
encounters. COUNSEL-CCE encodes healthcare professionals’ interaction styles on
two axes: autonomy supportive versus control and structure versus chaos. Each factor
is divided into two subfactors based on Aelterman et al’s model®. Each subfactor is
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operationalised using three to six observable indicators™ (Appendix A), which means
that the empirical evidence is translated into observable indicators. In addition, there
are two overall indicators for the healthcare climate: the extent to which the climate is
observed as warm and the extent to which the climate is observed as cold. COUNSEL-
CCE comprises a manual in which each indicator is described and illustrated using an
example. The manual also includes instructions on how to assess the video fragments
and how to encode the indicators using the included score form.

COUNSEL-CCE appears promising: the authors reported supporting internal construct
validity, and the correlations between the global impression and associated items
revealed the highest correlation values (r between 0.35 and 0.85; p <.01). The inter-rater
reliability was high for two subscales (>0.75), moderate for four subscales (between
0.50and 0.75) and poor for three subscales (<0.50). The consistency of the coding was
high (>0.75) for all subscales except the awaiting approach, for which the intra-rater
reliability was moderate (ICC = 0.66; 95% Cl = 0.13-0.82).

In view of these promising results, we chose to adapt COUNSEL-CCE for use in the
context of maternity care instead of developing a completely new tool. Adapting
COUNSEL-CCE allowed us to investigate the applicability of this tool to another
healthcare context, which potentially contributes to the development of a universal tool
for encoding autonomy-supportive consultations in healthcare. The use of a universal
tool would provide the opportunity to compare results among different healthcare
contexts and learn from each other in the future. Moreover, the circumplex model offers
agradual appraisal of need-supporting and need-thwarting interactions, which enables
professionals to gain precise insights into their own interaction style. Finally, the tool
has been proved useful in the context of chronic care. Nevertheless, evidence is
required for using the adapted tool in another context under different circumstances”.

The aim of this study was to adapt COUNSEL-CCE to the context of maternity care and
to validate the encoding of observations in maternity care. This process contributes
to enhancing the knowledge of the extent to which indicators of need-supportive or
need-thwarting interactions are generic over different healthcare contexts and to the
development of a universal tool for encoding autonomy-supportive consultation in
practice.

METHODS

Design
The adaptation and validation process of this study was based on the guideline for
cross-cultural translation, adaptation and validation of instruments by Sousa and

Rojjanasrirat™®(Figure 2). The psychometric testing of the tool was grounded in the
standard for education and psychological testing”.
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The process involved the following steps:

Step 1
Adaptation of COUNSEL-CCE by two authors independently

Step 2
Development of a consensus-based tool: CONSUL-MCC

Step 3
Qualitative assessment of CONSUL-MCC by six experts and a patient
representative

Step 4
Pilot-testing of CONSUL-MCC in the target population (n=10) by three
authors independently

l

Step 5
Psychometric testing of CONSUL-MCC in the target population (n=453)

Figure 3. 2. Adaptation and validation of CONSUL-MCC.

Tool

The adapted tool was termed Coding and Observing Need-Supportive Consultationin
Maternity Care Consultations (CONSUL-MCC), which encode need-supportive or need-
thwarting interactions between maternity care professionals and their patients based
on audio-taped consultations. The tool comprises a manual in which each indicator is
described and illustrated using an example. The manual also includes instructions on
how to assess the audio fragments and encode the indicators using a scoring form. The
audiotapes were divided into units of 5 minutes to facilitate the assessor to focus on
the accurate coding of the interactions. The assessors were allowed to recode a certain
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fragment when they had doubts about the coding. Each indicator was scored on a Likert
scale (0-4). The coding ranged from 0 (not observed at all), through 1 (rarely observed),
2 (sometimes observed) and 3 (observed regularly) to 4 (observed continuously).

To assess the construct validity during the validation process, the tool was extended
with 12 indicators to encode the overall impression of each factor and subfactor.

Setting

The consultations took place in primary maternity care, as well as in maternity carein
hospitals. The tool was used in all types of maternity care consultations because, in
each consultation, there are choices to discuss and decisions to be made. Considering
the applicability of the tool in this study, consultations with aninterpreter, emergency
consultations and encounters during birth were excluded

Adaptation

First, the original tool was adapted to the context of maternity care in the Netherlands
by checking the applicability of the indicators’ descriptions and rewriting the examples
in the context of maternity care. This adaptation was independently performed by two
researchers: VD, a nurse and developer of the original tool, and JK, an educationalist
and midwife (non-practicing). Second, both adapted versions were compared, and
discrepancies were discussed until consensus was reached. This step generated the
preliminary version of CONSUL-MCC. In the next step, an expert group was asked to
look at the relevance and ecological validity of all indicators for maternity care, the
clarity of the indicators’ descriptions and the recognisability of the examples. The group
comprised six experts: midwives (nhospital-based and primary care), communication
experts and SDT experts. They were also asked to compare CONSUL-MCC with the
original tool and assess the consistency between the tools. To do so, each expert
received a document with the original tool and the preliminary version of CONSUL-
MCC next to each other. Subsequently, each expert was interviewed individually by
JK, during which every indicator and example, as well as the overall impression, was
discussed. To finalise the adaptation, a patient representative recruited by the Board
of Mothers (patient organisation) based on recent experience with both primary and
hospital-based maternity care was asked to judge the relevance of the indicators for
maternity care consultations, the clarity of the descriptions and the recognisability
of the examples. The patient representative also received a document with the
original tool and the preliminary version of CONSUL-MCC next to each other and was
subsequently interviewed by JK, during which every indicator and example as well as
the overall impression, was discussed.

Pilot-testing

The pre-final version of CONSUL-MCC was tested in a small sample population (N=10),
after which further adaptations were made. Pilot testing was intended to test the
comprehensibility, relevance and usability of the tool. The pilot testing was performed
by three researchers (JK, VD and LM), who independently coded the same 10 units of
maternity care consultations each’®.
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Psychometric testing

The final version of CONSUL-MCC was tested psychometrically in a sample of the
target population. The sample comprised 104 consultations with 21 maternity care
professionals, divided into 453 units of five minutes of audiotaped interactions.

Factor structure

The theoretical grounded factor structure of the tool was confirmed using a
confirmatory factor analysis (CFA)'*2. The internal consistency of the indicators within
afactor was explored by calculating Cronbach’s alpha™. For a complex construct such
as interaction style, a Cronbach’s alpha value of >0.60 was considered acceptable™.

Construct validity

Construct validity was tested by calculating the correlation between the total sum
score of the indicators on the factors and subfactors and the global impression of
these factors and subfactors. Because the data were measured at the ordinal level,
they were compared using Spearman’s correlation coefficients. A positive correlation
was assumed; therefore, significance was tested in a one-tailed fashion™.

Inter- and intra-rater reliability

Since the validity of the measurements depends on their reliability”, their consistency,
regardless of the rater or the moment, was analysed. To establish the inter-rater
reliability, a sample of 51 units was independently rated by three assessors [VD, JK and
LM (communication expert)®. All assessors were familiar with the tool and trained by
VD before starting coding. After coding the first 10 units, the codes were compared,
and the differences were discussed. A sample of 50 is usually suitable for balancing out
rater variance while having an acceptable workload for the assessors’®. To establish
intra-rater reliability, 30 units were rated twice by JK with an interval of two weeks.
Since the level of the measurements was continuous, the intraclass correlation (ICC)
coefficients were calculated with 95% confidence intervals'.

RESULTS

Adaptation

The experts and the patient representative indicated that all indicators used in the
original tool were also relevant for use in maternity care. They expected mostindicators
of controlling and chaotic interactions to be rarely observed, especially in non-acute
consultations. However, they found it highly relevant that these interactions were
explicitly observed whenever they occurred. To improve clarity, the descriptions of
three indicators .. aligns with the patient’s perspective’, .. allows emotions and actively
names them’ and .. explores the patient’s goals’, were made more specific based on
the Maastricht History-taking and Advice Scoring list (MAAS-global)?'. One indicator, '
.. let the patient find out for himself’, was rephrased as "...do not disturb the patient, let
the patient think for themselves’ to improve interpretability. Furthermore, the experts
stressed the need to include a new indicator about stimulating patients to organise
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the support of next of kin. All original examples needed to be adapted to make them
recognisable for professionals in the context of maternity care. The examples in the
pre-final version of CONSUL-MCC were formulated by VD and JK and were supplemented
and clarified by the experts and the patient representative.

Pilot-testing

Some adjustments were made during the pilot testing based on the difficulties the
researchers experienced while coding the indicators. To clarify the differences between
some indicators, a comparison was added to the description. For example, a comparison
was added to clarify the difference between indicators 15 and 17, with 17 indicating that
the healthcare professional ignored the value of the patient’s contribution, while 15
indicating that the healthcare professional did not provide room for the patient to
participate and dominated the conversation. For some indicators, the description was
clarified by adding specific examples; for instance, for indicator 10: ‘How would you like
to achieve your goal?' In some cases, parts of the description were highlighted; for
instance, indicator 11: was about explaining and interpreting, not informing.

Psychometric testing

Although our sample comprised 453 units, some of the indicators were observed
only a few times or never. These indicators were specifically related to the controlling
and chaotic subfactors: Demanding, Dominating, Abandoning, and Awaiting. Other
indicators were mostly observed at the same frequency, such as "..the professional
uses suitable language’ (item 32), which resulted in only a small variance (Table 1). These
characteristics of our data induced some statistical difficulties, which are described
below.

Table 3.1: Frequencies of observed indicators

Indicator (0] 1 2 3 4 \l\//lailsus;ng
Autonomy support

Attuned

1 35 35 115 268 0

2 243 50 70 90 0

3 Th 48 151 180 0

4 121 68 122 142 0

5 380 36 25 12 0

6 48 4 131 233 0

0: Not observed at all, 1: Rarely observed, 2: Observed occasionally, 3: Observed regularly,
4: Observed Continuously.
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Table 3.1: Frequencies of observed indicators (continued)

Indicator 0]
Participatory

7 316
8 220
9 249
10 280
10a 429
n 219
12 451
Control

Dominating

13 446
14 393
15 385
16 155
17 409
Demanding

18 444
19 447
20 453
21 L4
Structure

Guiding

22 315
23 191
24 4
25 430
26 322

96

44
101
68
51

31

48
47
135
36

o o o @ X

65
89
91

63

79

o o O

37
91
20

28
43
45
59

121

m

o o o o

o o o o o o o o o o W o o o o o

o o o N o

Missing
value
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Table 3.1: Frequencies of observed indicators (continued)

Indicator 0] 1 2 3 4 Missing
value

Clarifying

27 385 34 21 13 0

28 Lk 7 1 1 0

29 54 22 56 316 5

30 385 56 9 2 0 1

31 233 87 89 44 0

32 1 0 3 447 2

Chaos

Abandon

33 425 20 8 0 0

34 437 15 1 0 0

35 451 1 1 0 0

36 436 14 3 0 0

Awaiting

37 452 1 0 0 0

38 442 11 0 0 0

39 436 15 2 0 0

0: Not observed at all, 1: Rarely observed, 2: Observed occasionally, 3: Observed regularly,
4: Observed Continuously.

Factor structure

To perform CFA, a minimum sample size is required. Although there is no exact rule for
the number of measurements required, the general consensus appears to be 10 per
estimated parameter[20]. Because some of the indicators were not observed, we did
not have enough measurements to perform CFA.

Cronbach’s alpha was acceptable for the subfactors Attuned (0.75) and Participatory
(0.56). For the subfactor Guiding, after deleting one indicator,(i.e. indicator 22, .Sets
realistic goals in collaboration’), Cronbach's alpha was moderate (0.43). Based on the
statistical outcome, the consistency between the indicators within this subfactor
was qualitatively reassessed. Because ‘Sets realistic goals in collaboration’ differs
from the other indicators described within the subfactor Guiding, indicator 22 was
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deleted. For the other subfactors, the number of test indicators was too small; hence,
the assumption of tau-equivalence was violated. In that case, it was not meaningful to
calculate Cronbach’s alpha because the reliability would be underestimated?2.

Construct validity

The strongest correlation was found between the sum score and the overall impression
on the same factor. This was also the case for the subfactors excluding, Demanding
and Clarifying. For these subfactors, the strongest correlation was found between the
sum of their indicators and the factor to which they belonged. Spearman’s correlation
was good (>0.7) for all factors and subfactors except Structure and Clarifying, for which
the correlation was moderate (Table 2).
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Inter- and intra-rater reliability

When calculating the inter- and intra-rater reliability, difficulties were experienced
because some indicators were not observed by one of the three assessors; it was not
always the same assessor who did not observe an indicator. In addition, the number
of scores for some of the indicators was too small to produce sufficiently accurate ICC
for assessment?. For this reason, only the inter-rater reliability was calculated for the
subfactor Attuned. The ICC for Attuned was 0.65 (CI 0.44-0.79), which is considered
moderate.

DISCUSSION AND CONCLUSION

The aim of this study was to adapt COUNSEL-CCE to the context of maternity care and
to validate the encoding of this tool in maternity care. All indicators underlying the four
factors of COUNSEL-CCE were also deemed important in the context of maternity care.
Although based onthe factor analyses, we doubt if '..sets realistic goals in collaboration’
is an indicator belonging to the subfactor Guiding; it is a relevant indicator based on
the qualitative assessment. We could replace the examples in the context of chronic
care with those in the context of maternity care. A new indicator was added about
stimulating patients to organise the support of next of kin. The results of psychometric
testing showed good construct validity based on the correlation between the sum
score and the overall impression on the four factors and their subfactors. The data
characteristics made it challenging to prove the proposed factor structure and to
produce a sufficiently accurate ICC.

The results of testing the renamed CONSUL-MCC in the target population showed
many zero scores because some indicators were not observed. In particular, the
need-thwarting indicators were hardly observed. This phenomenon was attributable
to several explanations, such as the origin of the tool, the context of maternity carein
daily practice and the data collection.

The tool is based on SDT, which states that need-supportive interactions can facilitate
people’s autonomous motivation and self-regulated behaviour. This theory is applied
in many domains, including education and healthcare. Grounded in Aelterman et al’s
circumplex model®, CONSUL-MCC facilitates the observation of need-supportive and
need-thwarting interactions. However, this model®was constructed based on vignettes
in which students and teachers had to choose between interactions which contribute
to autonomy support or control and to structure or chaos. For developing COUNSEL-
CCE, the factors were adapted to observable indicators based on empirical evidence'™.
In the present study, the audiotaped interactions were observed and scored on the
indicators that contribute to the diverse factors. According to previous studies, need-
thwarting interactions, which are found in the study context, are difficult to observe in
daily practice. This might be due to the complexity of daily practice?:. In addition, the
literature shows much more empirical evidence for need-supportive interactions than
that for need-thwarting interactions for healthcare professionals?3¢. Particular chaos
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interactions have only scarcely been investigated [24]. Our results are in line with those
of Duprez et al.’®, whose observational study in the context of chronic care encounters
also found the lowest number of scores on the need-thwarting subfactors Dominating,
Abandoning and Awaiting.

Perhaps the descriptions of need-thwarting indicators are too explicit, as they may be
more subtle in daily practice. It is also possible that need-thwarting occur ininteractions
in which the professional uses too much of the need-supportive interactions. For
example, too much structure or too much information giving can hinder someone’s
autonomy and competence needs®. Although measuring need-thwarting interactions is
complicated, their specific measurement is a strong aspect of CONSUL-MCC because,
according to the literature, people are not demotivated by the absence of autonomy-
supportive interactions but through the use of need-thwarting interactions?. The
overall good construct validity, as well as the qualitative assessment by experts,
confirmed that the indicators tally with the assessors’ holistic impression of the factors
and subfactors.

Although autonomy support and competence building are important in all contexts,
their appearances can differ between different contexts. In the context of chronic
care encounters and maternity care consultations, the content, focus and relationship
are different. The focus in chronic care encounters is more on decision-making
regarding behaviour change and on supporting motivation and confidence regarding
healthy behaviour not only for the short term but also for the long term. In chronic
care, professionals and patients build long-lasting relationships. In maternity care
consultations, the focus in decision-making is mostly on relatively short-term health
issues of patients or their babies and on the patients’ wishes regarding care. During
the limited period of care, maternity professionals support their patients to build
confidence regarding their pregnancy, delivery and parenthood. In the literature,
maternity care consultations have been described as comfortable and unconstrained?.
Compared to Duprez et al’s study™, we observed fewer need-thwarting indicators.
In addition, the indicators were assessed differently. For instance, for the indicator ..
provides task-oriented or progress-oriented feedback’ in maternity care, the focus of
this feedback is more on the patient’s health and the normal progress in pregnancy
instead of their behaviour. This focus may have made it more difficult for assessors to
score aninteraction as providing feedback or as providing information. We assume that
context influences if and how indicators are observed.

Our findings may also have been influenced by our data collection method. We used
audiotaped consultations because audiotapes are a proven concept in prenatal
maternity care consultations?®. This approach differs from the original approach, which
encodes observations based on video fragments. Although the data were divided into
five-minute fragments to give assessors arelatively short focused time during coding,
assessors could have missed some aspects of the interaction because of the large
number of indicators in the tool. In qualitative research, the use of seven indicators
with a standard deviation of two is recommended, whereas CONSUL-MCC comprises
39 indicators distributed over four factors and eight subfactors. To optimize the coding,
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it might be better if assessors first listen to the whole consultation before dividing it
into units of five minutes.

Finally, some indicators might not have been present in the data, despite the large
number of collected units. Some experts have suggested that need-thwarting
interactions occur more often during birth or during more unpredictable and acute
situations.

Limitations

We observed relatively few need-thwarting indicators which hinder autonomy-
supportive consultation. Therefore, we could not perform full psychometric validation of
the tool. However, the results of the construct validation and the qualitative assessment
provide sufficient confirmation that CONSUL-MCC can be used to collect feedback on
autonomy-supportive consultation in maternity care. We suggest further research to
be conducted on the need-thwarting factors and their underlying indicators to provide
detailed insights into these interactions and their effects on patients’ self-regulated
pbehaviour.

The professionals and patients knew that their consultations were being audiotaped
for research purposes. This could have meant that they sometimes used more need-
supportive and fewer need-thwarting interactions because they were in their best
behaviour.

Innovation

Looking from a more general framing for innovation, the application of COUNSEL-CCE to
the new context of maternity care is a novelty. COUNSEL-CCE seems to be the first tool
which enables assessors to observe need-supportive and need-thwarting interactions
in chronic care encounters. In our study, for the first time, COUNSEL-CCE was adapted
and validated for use in another healthcare context, specifically maternity care. Our
results show that COUNSEL-CCE can be adapted for use in the context of maternity
care. This makes CONSUL-MCC the first tool to facilitate feedback to maternity care
professionals specifically on their need-supportive and probably to a lesser extent, their
need-thwarting interactions in daily practice. This is important for patients because
when they experience more autonomy, they will have more decision satisfaction and
show higher compliance with treatment or behaviour change“. Based on our study
results , we assume that COUNSEL-CCE can also be applied to other healthcare
contexts. To achieve this, it is necessary to adapt the indicators’ descriptions and
examples for each context. Based on our research and the literature, the four factors,
as well as the eight subfactors and their underlying indicators, appear to be universally
applicable to all healthcare contexts. However, how these indicators are observable in
practice can differ among different contexts.

The resulting tool can help assessors observe and thereby facilitate specific and
trustworthy feedback. This feedback can offer professionals and students insights
into their autonomy-supportive consultation behaviour. The large number of indicators
allows assessors to provide, detailed feedback on specific interaction aspects. If the
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score on the indicators is amplified with observed examples, the feedback becomes
even stronger, especially if the feedback receiver can listen to a recording of these
specific moments in the interaction. This can help professionals achieve a deeper
understanding of the effects of their interactions?.

CONCLUSION

It proved possible to adapt COUNSEL-CCE to the context of maternity care. The resulting
CONSUL-MCC is a useful tool to gain insights into professionals’ autonomy-supportive
consultation although the tool is somewhat less suitable for observing need-thwarting
interactions. For teachers and trainers, the tool might be helpful to collect detailed
feedback on the difficulties that interns or professionals experience in autonomy-
supportive consultation in daily practice. These insights could help teachers improve
their training. For researchers, need-thwarting interactions are especially important to
improve their knowledge of the way interactions could hinder patients’ self-regulated
behaviour during consultation.
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Appendix A: Descriptives of the COUNSEL-CCE axes, subfactors and indicators

...leaves room to tell

...listens reflectively and explores

...aligns with the patient’s perspective

...allows emotions and actively names them
...uses inviting language

...uses questions that offer space to the patient

Attuned
Participatory

...explores the patient’s goals

... encourages to think about a possible approach

...actively gauges degree of autonomy the patient
Autonomy WES _ _

support-control |, ...a-llows tl.me to find a solution ‘

...gives voices...offers an exolanation

\ ...shows his expertise, demands respect
\\ ...uses controlling language
\ ...takes over the conversation
...interrupts the patient
...determines the topics of the conversation

.

\ Demanding
Dominating

...gives critique

...puts pressure on the patient
...introduce guilt and shame
...isirritated, impatient

...sets realistic goals in collaboration
...provides task-oriented or progress-oriented
feedback

...stimulates self-reflection
...mentions previous success
Guiding -
Clarifying ...uses' approprlate. role models
...provides alternatives
...provides information
...uses attuned language

...summarizes and asks for repetition

Structure-Chaos ...clarifies follow-up of goals

...provides information that leaves the patient in
uncertainty

...gives inappropriate feedback

...uses an illogical conversation structure
...ignores reactions or concerns

\ Abandon
\ Awaiting

...let the patient find out for himself
...does not intervene
...is distracted, absent
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CHAPTER 4

ABSTRACT

Objectives

The aim of this study was to identify mechanisms of autonomy-supportive consultation
(ASC) that maternity care professionals use during decision-making in prenatal
consultations.

Design
This study was a descriptive, qualitative analysis of professional-patient interactionsin
maternity care, using concepts and analytic procedures of Conversation Analysis (CA).

Setting
The prenatal consultations took place in hospitals and midwifery practices in the
Netherlands. This study was part of a larger project. For the current study, we selected
prenatal consultations concerning three topics in which patients make their own
choices.

Participants
The first author invited the patient who was waiting in the waiting room. Participants
were not selected a priori.

Main outcome measures
The main outcome measures were mechanisms of ASC.

Results

We selected 20 consultations which were conducted by 20 different professionals. We
found eight mechanismsin the professional-patient interaction which were categorized
into three overarching themes. The first theme, ‘Lightheartedness’, comprises the
interactional mechanisms ‘minimizing language’ and ‘humor’. The theme ‘Orientation
to agreement’ describes how professional and patients seem to be oriented towards
demonstrating agreement and mutual understanding. The last theme, ‘Offering
information and options’, describes the professional formally giving factual information
almost completely without verbal interaction between the professional and the patient.

Conclusion

The results of this study show that the model of ASC can be enriched by adding
minimizing language and humor to the mechanisms that can be used to fulfil the
psychological need relatedness’. Secondly, our results show that professionals use
only few mechanisms to meet the patients’ psychological needs ‘competence’ and
‘autonomy’. They mainly use information giving to meet patients’ need competence.
To meet patients’ need for autonomy, the professionals keep all options open. This
suggests that professionals could pay more attention to other mechanisms to meet
patients’ needs for ‘competence’ and ‘autonomy’.
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INTRODUCTION

In the past few decades, researchers and healthcare professionals have become
increasingly aware of the importance for healthcare professionals to form a partnership
with their patients because through this partnership, patients feel actively involved
in defining their problems and in devising feasible solutions'2. To stimulate this
partnership, in line with the Self-determination theory (SDT), healthcare professionals
are expected to build a good relationship with their patients and facilitate them to
actively participate in a consultation through competence building and autonomy
support. However, thisis a complex process, and its outcome depends on a delicately
balanced interaction between the patient and the professional. Autonomous decision-
making is particularly relevant in obstetric care, because the person who experiences
the potential risk or harm (i.e. the mother) is not always the same as the person who
experiences the benefits of an intervention or treatment (i.e. the baby)3.

Theoretically, healthcare professionals can boost their patients’ motivation to
participate actively in consultations and make their own choices regarding their health
by fulfilling of their patients’ basic psychological needs: autonomy, competence, and
relatedness“®. According to the SDT, the fulfilment of these three basic psychological
needs supports patients’ autonomous forms of motivation and stimulates their self-
regulated choices and behaviour’. Autonomous motivation means that patients engage
in actions of their own choice, without any perception of internal or external pressure.

ASDT-based intervention which helps professionals to facilitate patientsin participating
more actively in consultations and in making their own choices is autonomy-supportive
consultation (ASC)“8. Previous research has established that the success of ASC
strongly depends on relationship building®. Research has shown that healthcare
professionals can advance ‘relatedness’ by using respectful language and taking
time. To meet the patients’ need for ‘competence’ (feeling effective), professionals
can facilitate patients’ knowledge by offering guidance and structure based on
their professional knowledge. '‘Autonomy’ (the feeling of being the source of one’s
own behaviours) can be enabled by exploring a patient’s needs and facilitating a
patient’s free choice. Thus, healthcare professionals can apply different methods or
‘mechanisms’ to foster their patients’ self-regulated choices and behaviours*™.

While ASC in general has been theoretically well described, it is unknown to what extent
mechanisms of ASC are used by maternity care professionals in prenatal decision-
making.

The present study aimed to gain insight into the way professionals use mechanisms of
ASC in prenatal consultation. Our research question was: which mechanisms of ASC
do maternity care professionals use during decision-making in prenatal consultations?
A detailed description of interactions between maternity care professionals and their
patientsindaily practice could helpidentify whatisneededto optimize ASCindaily practice.
This knowledge could enrich existing concepts and models and enable maternity care
professionals to improve decision-making processes in their daily consultations™.
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METHODS

Study design

This study was a descriptive, qualitative analysis of interactions in maternity care. To
answer the research question, first, the data was analysed inductively to identify the
interactional mechanisms used by professionals during decision-making in prenatal
consultations. Then, these mechanisms are related to the existing models of ASC. The
descriptions aimed to describe in detail the daily practice of decision-making but were
by no means intended as normative judgements on whatis good or bad practice™. We
observed the interactions of maternity care professionals, specifically midwives and
obstetricians, via non-participant observations.

Setting and sampling

The study was conducted in the Netherlands from March to October 2020. This study
was part of a larger project, for which data were collected during 101 consultations
conducted by 21 maternity care professionals. The consultations were observed inreal
time and audiotaped. The prenatal consultations took place in an academic hospital
and a teaching hospital in Amsterdam and in 16 midwifery practices in both urban and
rural areas, and in both small and large practices. We sampled purposefully toinclude a
wide variety of settings in which the prenatal consultations took place®. At the time the
first author (UK) had finished her observation, the patient who was next in the waiting
room was invited. Patients were not a priori selected.

The larger project as well as the current study was granted exemption from further
review by the Medical Ethics Review Committee (METc) of Amsterdam UMC (Reference
number 2019.415). Informed consent was given by both patient and professional and
participation was voluntary.

Data collection and selection

For the current study, we selected prenatal consultations concerning three topicsin
which patients make their own choices: decision-making about participation in prenatal
screening, participation in whooping cough vaccination, and decision-making about the
birth, e.g. regarding pain management or place of birth. Data collection was performed
by JK. The consultations were anonymised, transcribed verbatim by two transcribers
and checked for accuracy by two researchers.

The fragments from the consultations, as presented in this paper, were translated
into English with the help of a native English speaker with Dutch fluency. To check the
translation, these fragments were translated back by a native Dutch speaker with
English fluency. The fragments were described in detail, while we looked for a balance
to do justice to the analysis and keep the fragments legible. In line with CA, each line
is numbered. In all the fragments, a full stop in brackets represented a gap in the
conversation of less than 0.3 seconds and a full stop at the end of a turn represented
a falling intonation; a comma indicated a slight rise in intonation, and a question mark
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was used when intonation strongly rose™. See the table 'Simplified Jeffersonian
transcription notation’ in the appendix.

Analysis

The interactional analysis was performed making use of the ideas, concepts, and
analytic procedures of Conversation Analysis (CA). CA has its origins in sociology and,
specifically, in ethnomethodology. Its primary focus is on the language as a social
phenomenon. It is used to study how social acts are organised in interaction and, as
part of this research, how social acts are packaged and delivered in linguistic terms
(e.g., choice of words, phrasing)®. CA is a method that is suitable for viewing medical
consultations as aninteractive process organised in a way in which the professionaland
the patient alternately take turns and jointly construct their interaction'. Aninteraction
needs to be effective and efficient. For aninteraction to be effective, the recipient must
be able to recognise what the speaker wants to accomplish with a specific action or
sentence. For aninteraction to be efficient, the interactional partners show and check
understanding of a sentence is sufficient. The patients’ understanding was examined
using the so-called “next turn proof procedure” (NTPP); the effectiveness and efficiency
of each turn are revealed in the response in the next turn™.

The interactions in the selected consultations were analysed using the five-step
analytic tool of Pomerantz and Fehr'8(table 4.1).

Table 4.1: The five-step analytic tool of Pomerantz and Fehr'®

Step 1 Selection of fragments for analysis

Step 2 Characterize actions in sequence

Step 3 Packaging of actions

Step 4 Turn-taking

Step 5 How does it accomplish roles and relationships?

In the first step, two researchers (JK, AdIC) independently selected fragments of
consultations with the focus on decision-making, while they constantly discussed
the selection process.

Inthe second step, the researchers examined the verbal actions that took place in the
selected fragments. What kind of actions did the professional verbalise? The fragments
contained sequences in which the following actions could be found: introduction
of the topic, discussion of the provided information or decision and closure of the
conversation about this topic.
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Inthe third step, they analysed the packaging of these verbal actions. Packaging refers
to the way professionals construct and deliver verbal actions in practice. It concerns
the details of choice of words, and phrasing of options by the professional.

In the fourth step, the researchers analysed the timing and turn-taking in the
interactions, including silences, interruptions, and other interactional features in the
turn-taking process.

In the fifth step, they examined the relationship between the professional and the
patient to determine how the ways in which professionals package their actions and
take turnsimply or create a specific role or relationship.

This analysis resulted in a description of typical interaction practices during decision-
making in prenatal consultations, which were grouped into themes.

Allanalyses were done by JKand AdIC. JKis an educationalist, well-versed in the practice
andtheory of prenatal consultations because of her work as a lecturer in midwifery and
her training as amidwife. AdIC is a linguist and an educationalist and is an experienced
communication skills teacher in medical education, as well as being experienced in
research oninteraction.

To ensure the reliability of the results, we copied a standard practice for researchers
making use of CA, meaning we took our data and analyses to data sessions and
discussed our work with interaction researchers™. For this study, we organised three
data sessions with 4 to 6 colleagues per session. The colleagues were linguists from
different universities who work in the field of healthcare. We also checked our analytical
procedure by asking a Conversation Analyst for feedback.

Reflexivity

Especially when analysing data from spoken interaction, which is complex, it is
important to consider multiple possible interpretations and to have refiective and
open discussions about the analysis. A micro-analysis of interactions can lead to
discussions about what should or could have been said. We explicitly wanted to avoid
ananalytical culture of criticising healthcare professionals. Therefore, we considered
interdisciplinarity in the team as key. Besides JK and AdIC, our interdisciplinary team
consisted of the following members: LM, a psychologist and lecturer in communication
and counseling; CV, a professor in midwifery and experienced midwife in a teaching
hospital as well as in a midwifery practice; PB, a perinatologist who is also responsible
for the obstetric education of bachelor and master students of VU university; SP, a
neurosurgeon and professor in Continuing Professional Education and well versed in
medical practice as well as in education; and RK, a doctor, an associate professorand a
researcher in medical education. The authors discussed the results and the process of
the dataanalysis onaregular basis. During these discussions, the authors’ backgrounds
were explained and used for the interpretation. Through these discussions, the primary
researchers (JK, AdIC) maintained a critical and open view of the data and results.
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Patient and Public Involvement

The results were also discussed with two members of a patient association, “The
Motherboard”. During this discussion, we focused on the recognizability of our results
fromthe patient’s perspective. In addition, we asked the patients for their own examples
within the described themes. The members of the Motherboard had no patient-
maternity care professional relationship with any of the professionals who participated
in our study.

RESULTS

Table 4.2 shows the characteristics of the professionals included in this study.

Table 4.2: Characteristics of the professionals

. Work A
Professionals Age . Profession
experience
21 from 25 to 64 years from5to 43 years 17 primary care midwives

2 hospital-based midwives
2 obstetricians

In the first analytic step, we selected 20 of the 101 prenatal consultations included in
the larger project because they contained fragments that focused on decision-making.
Given the richness of the data being enough to answer our research questions, we
ended data collection after 20 consultations. The 20 consultations were conducted by
20 of the 21 professionals and contained a total of 28 fragments about decision-making.

Eight interactional mechanisms were identified, which were categorised into three
overarching themes: (a) ‘Lightheartedness (b) ‘Orientation to agreement’, and (c)
‘Offering information and options’. ‘Lightheartedness’ describes two interactional
mechanisms: the use of mitigating language (I) and of humour (Il). ‘Orientation to
agreement’ describes how the professional and also the patient seem to be oriented
towards demonstrating agreement and understanding by frequently using the word
'ves' (lll), vague words (IV) and interruptions(V). The last theme, ‘Offering information
and options, describes how professionals give information and options. They reduced
interaction with the patient (VI) and gave detailed and standardised information(VII)
while they kept offering options (VIl). Table 4.3 shows an overview of the results.
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Table 4.3: Interactional mechanisms and overarching themes

Themes Mechanisms Examples
a) Lightheartedness I, Minimizing or e.g. Little idea, Just
mitigating language Example: 12,3
Il Humor e.g. Laughing
Example 4
b) Orientation to agreement Il Frequentuse of 'yes’ Example 5
IV.  Use of vague words e.g. Something, Things
Example 7
V. Interruptions Example 8
c) Offering information VI. Lackof interaction Figure 2
and options ) o
VIl. Detailed and e.g.itisabout 25%
standardized information and with the other 75%
Example 9, 10
VIIl. Offering options Example 11
Lightheartedness

Within this theme, two interactional mechanisms were distinguished: minimizing
language (analytical step 3 of the analytic tool by Pomerantz and Fehr) and the use
of humor (steps 3 & 4), both of which make the conversation seem lighthearted and
friendly (step 5).

When introducing the topic, almost all the maternity care professionals tended to
use so-called 'mitigating’ or ‘minimising language’ in Dutch, this means the use of
diminutives, for example: ‘for a bit’ and actions are presented as quick or easy, for

example: using the word 'just’. In example 1 (table 4.4) and 2 (table 4.5), the maternity
care professional introduced the topic about which a decision needed to be made:

Table 4.4: Example 1: Minimizing language

01Professional (P) And we were also going to talk about the birth for a bit.

Table 4.5: Example 2: Minimizing language

01P Hey and what about the birth itself, did you give it a little thought at all?

The minimising elements for a bit’ ‘just’ and ‘a little’ seem to add lightness to the
conversation and to minimise the impact, in these cases, of discussing the birth™.
This did not only happen when the topic was introduced, but also further along in the
interaction (example 3) (table 4.6).
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Table 4.6: Example 3: Mitigating language

01P

02pP

03P

04P

We know it's safe and that's why it's our job to give you information about it.
Again, itis

always your choice so you can decide for yourself what you would like to
do with this just

know that | have to provide that information. It’s in here so think about it
you can just do

it from now on.

We assume that the professionals used minimising or mitigating language to protect
the relationship with their patient by making decisions more palatable for their patients
and to reduce discomfort'.

To keep the conversation comfortable and friendly for their patients, professionals
also used humour and laughter, asillustrated in example 4 (table 4.7), in which the birth
was discussed.

Table 4.7: Example 4: Humor

01P

02P

Also not feeling the baby moving () the contractions themselves
() and here is the number

for day and night. And then you bring a case that you will lay out
ready.

03Women (W) Yes.

04P
05W

06P

And then you leave your 2 other kids () somewhere?

Yes () nol have an emergency number, or in the basement with
the door locked hee hee.

Yes, thats right hee hee then you can bring them here. We have
a fishbowl.

Continues after physical assessment (2nd part of example 4)

07P

o8P
09w

To come back to your question or not your question but comment pain
relief, we have

everything, so epidural. Remifentanil.

That's the thing eh? Yes that is fantastic hee hee you grab it sometimes
that in your daily
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10w life hee hee also sometimes, and then you think where is the button?
neP Hee hee (Loud Laughing) we can install it.

12w It’s just so unkind that it that it is turned off when pushing () you need to
be present for

13W that () | get that.

14P And mostly the baby.

15W Oh yes.

16 P They get it as well and then they are born sleepy and they won't breathe.
17 W Oh. No.

18P So remember that that is not to bully you.

19w No [ know. | know it is also not hee hee | did it myself hee hee.
20P Hee hee ( Loud laughing)

21P But they are so nice eh.

Line 4 functions as an informal way to point out that the patient must make
arrangements for her other children. The professional seems to use humour to discuss
apotentially uncomfortable topic and to protect her relationship with the patient (step
5). The patient reacts in the same informal, even humorous way in line 5. The same
pattern is observed in the discussion on pain relief. The unpleasant consequence of
stopping pain relief before the second stage of the birthis putinto perspectiveinline
18. The professional uses an informal, even humorous, way to bring this uncomfortable
message across. She probably does this to protect her relationship with the patient
(step 5). The final humorous remark in line 21 seems to be used by the professional to
reduce the social distance (step 5). This supports relationship building®.

Overall, humour has two functions in medical consultations: relationship building
and relationship protection. Healthcare professionals mostly use the relationship-
building function. To do so, they use humour to reduce social distance, to manage
power asymmetry or to create a relaxed atmosphere. The relationship protection
function can be used to convey a serious or emotional message or to deal with a
patient’s discomfort. Also, the patient can use humour to deal with emotional issues.
If the professional is sensitive to the underlying emotions, humour could pave the way
for more serious talk?°. The theme shows the use of mitigation and humour to keep
the interaction between the professional and the patient lighthearted and informal.

Orientation to agreement

This theme describes an orientation to agreement and understanding and contains
three different interactional mechanisms. A mechanism found in almost all the
interactions within this theme was that all conversational partners say 'yes' frequently
as their response to a prior turn (step 4). Based on the NTPP, this 'yes’ did not just
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function as listening token or a minimal encourager to keep the conversation going,
but rather as a sign of mutual understanding or as a conformation marker”. However,
many times, a positive 'yes' answer is given without the previous sentence (turn) being
completed or made explicit.

In example 5 (table 4.8), participation in whooping cough vaccination is discussed.

Table 4.8: Example 5: Frequently yes

01P We know it’s safe and that's why it's our job to give you information
about it. Again, it is always your

02P choice so you can decide for yourself what you would like to do with
this just know that | have to

03P provide that information. It's in here so think about it you can just do it
from now on.

04w Okay.

05P And then make an appointment with the GGD and then they can()
place it for you.

o6WwW Yes.

07P Yes.

Itis unclear whatis meant by the patient in line 6. Did she understand the information
oris she accepting the offer? A stand-alone 'yes’ to an offer in a medical consultation
should not be taken as a confirmation™.

Inexample 6 (table 4.9), the maternity care professional wants to discuss the patient’s
preferences and wishes regarding the birth.

Table 4.9: Example 6: Frequently yes & vague words

01P Hey and the birth itself, did you guys think a bit about that?

02w ahh... Well() I still find it difficult but hmm then with the Corona
hmmm [ got a hmm from

03w *** like that hmm mail with all kinds of online things.

04P Yes,

05W So then | did the online academy?
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Table 4.9: Example 6: Frequently yes & vague words (continued)

07w So yes, she also told us something and coincidentally, we were
playing around a bit

08w yesterday with the hmm birth plan heehee.

09P Yes, very good.

10w hmm And yes() for the rest yes() | have heard some stories of
course. Hmmm (Interruption)

1P Yes exactly() yes.

12W Yes, for therest...

13P Do you have any specific wishes? Things that you say during
childbirth we would really like or

14P would like very much. If we're in charge, would we love to have
it like this or whatever?

15W hmm

16 Next of kin (N)  Anyway, youd like to be in the hospital.

17P Look, that's already an important thing

18W Yes() yes

19P Okay () yes.

20w Yes that..hmm

21N For therest it's yes () partly to see how it goes it's the first
time so...

22P Yes() it'sall new.

23 W Yes() yes and we are- | think we're pretty level-headed that I'm
kind of like hmm what

24 W should happen() should happen Heehee.

In the example above the frequent use of the word ‘yes’ (underlined) is highlighted.
Inlines 5, 7 and 10, the patient demonstrates that she has thought about her birth.
The professional repeatedly responds by saying ‘yes' (line 6, 9, & 1) (step 4). Line 12
demonstrates that it is not clear for the patient what information the professional
wants. Inlines 3, 7,10 and 13 of the same fragment, the use of vague words s illustrated
(step 3). Even when the meaning of the prior turn seems insufficiently clear, e.g. because
of the use of vague words, the recipient responds with a 'yes.
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In line 18 and 23, the use of a double ‘yes' is illustrated. The literature states that a
double ‘'yes'is not an intense version of a single 'yes' Depending on de peak pitch, a
double 'yes’ can mean that the previous speaker provides too much information that
already is known or that the previous speaker is misaligned with an earlier utterance of
the speaker?. The double 'yes'inlines 18 and 23 seems to be aresponse to the previous
speaker that the provided information was already known (step 4).

The use of vague words, as mentioned in the example above, is a second mechanism
discussed within this theme. Actions are packaged (step 3) in vague words such
as ‘'some stories’ or ‘things’. This is also illustrated in example 7 (table 4.10), in which
participation in Non-Invasive Prenatal Testing (NIPT) is discussed.

Table 4.10: Example 7: Vague words

01P Let’s check hee hee indeed () hey and suppose something would show
up at the NIPT,

02P that there would be a syndrome or something in your child, what would
that mean for you?

The last mechanism that is discussed in the context of this heading is finishing each
other’s sentences to indicate ‘being on the same page’. The professional seemed to
understand the patient even before she finished her sentence (step 4). In example 8
(table 41), the birth is discussed.

Table 4.11: Example 8: Interruptions

01P So the whole birth she had -

02w Yes() yes.

03P And your husband?

04 W Also.

05P Also.

06 W He also the umbilical cord - ()

07P Cut,

o8 W Yes() yes. That was nice.

09P (interruption partial overlap) Okay(,) And do you have any further

wishes because it says you

10P might want that pump, that Remifentanil huh?
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Inthe example above, inlines 7 and 9 the professional interrupted the patient. Inline 7,
she finished the patients sentences, inline 9 she closed the topic and raised the next
topic onthe agenda. Interruptions are normal in informal interactions, and women are
interrupted more often than men (95% of the professionals was female). Interruptions
also fitinto interactions with the focus on agreement. Agreeing answers come earlier,
even with partial overlap. These utterances have an affiliative character, orientated
on comfort, support and reinforcement?2. The double ‘'yes’ (line 2 and 8) spoken by
the patient seemed like a response to the professional, signaling that the provided
information was already known (step 4)'.

This theme is characterized by a focus on agreement even when the meaning of the
prior turn seems unclear, e.g. due to the use of vague words or incomplete sentences.
The focus on agreement was also found in patients’ responses on lighthearted
interactions. The frequent use of the word ‘yes’ could be understood as a form of
confirmation or as a listen token, and the effect on the conversationis that issues are
handled rather quickly and are discussed somewhat superficially (step 5). The speaker,
mostly the patient, is not encouraged to provide extra information.

Offering information and options

The interactional mechanisms described within this theme differ from the interactional
mechanisms described above. When professionals were explaining options by providing
information or clarifying a procedure by giving instruction, most of them start to speak
faster, they sometimes even speakin a higher tone of voice, and they leave almost no
pauses. Sometimes, it sounded as if they were reading a standardised written script
aloud. During the information provision, there was little interaction, and the offered
information was very detailed and standardised (step 3 & 4). After giving the information,
professionals tended to keep all options open and persisted in giving information and
offering options.

The lack of interaction during information provision is illustrated by comparing the
frequency of taking turns during information-giving (Figure 4.1) to the turn-taking during
other parts of the consultation (Figure 4.2). The coloured bars represent the amount
of spoken text (step 4).
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Figure 4.1: Turn-taking during information-giving

Obstetric professional
Patients

Next of kin
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(LIS

Figure 4.2: Turn-taking during other parts of the consultation

Obstetric professional
Patients

Next of kin

In the fragment represented in Figure 1, in which the choice of prenatal anomaly
screening is discussed, the professional (blue) provides information for more than
7 minutes. Once, the patient responds with ‘this is fine' (green) and her next of kin
responds a few times by humming (yellow). The information given during these 7
minutes is very detailed, and the professional makes use of numbers and statistics,
see example 9 (table 4.12):
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Table 4.12: Example 9: Detailed information

01P

02pP

03P

You have a 90% chance that the baby actually has it. If we find
Edwards or Patau

syndrome, then it is somewhat lower. Then with one it is about
25% and with the

other 759 chance that your child really has that condition.

This way of providing information can be described as an objectivity-oriented strategy
of information giving. When professionals use this strategy, they intended to give solid,
objective, accurate standardised information. Within this strategy, the information
giving is sometimes read verbatim from a standardized written script with scenarios?.

Another mechanism discussed within this theme is the way standardised information
is provided by professionals. The discussion often starts with a question to assess the
patient’s prior knowledge, however the professionals are giving information without
any referral to the patient’s prior knowledge. An example of this mechanism is shown
below (example 10) (table 4.13).

Table 4.13: Example 10: Giving standardised information

01P

02P

03P
04W

05W

06 W
07P
08N

09N

What do you know about it? Before | explain everything, that doesn’t
seem very useful to me either.

But it is important that you always know what you are getting into when
you start this type of

testing.

I think the blood is taken and then | think it is actually the conclusion that
there is a chance and then

you should be examined more closely or you can have yourself examined
more closely. That's a bit

what | don’t know very clear heehee.
Something like that,

Yes the same() we just really discussed it just the two of us but I've
always said *** yes it's your body

and at the moment you are responsible, is so strong but hmm it’s all your
choice and

erm.(interruption P)
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Table 4.13: Example 10: Giving standardised information (continued)

nP From a legal-technical point of view, it certainly is. (Yes() no()) no but |
mean interruption N) But you

12P are the father of the child of course so you can feel free to think
something about it

13N (interruption talking) | have to feel comfortable with it and | certainly do.
(Yes interruption P)

14N (Yes interruption V) | feel right now, I feel (Yes interruption V)

15N I'm totally comfortable with it. Hmm (Yes interruption V) That *** feels and
determines

16N things (Yes interruption P) as she reasonably wants.

17P () What she thinks is important.

18N Yes() yes ifit’s all reasonable then | think so, then I'll definitely go with it
yes, otherwise I'll hit the

19N brakes.

20P Yes | think it is important that you agree because it is quite important this

topic and indeed it is

21P important that you know well what you are getting into for that when you
talk about the NIPT it is

22P about an investigation that will count the child’s chromosomes,_ _ _

The last mechanism discussed within this theme is keeping options open. In example 11
(table 4.14), in which the induction of labor is discussed, the professional keeps offering
the patient options.

Table 4.14: Example 11: Offering options

01w So since | thought that this conversation was also a bit of a look as well
what steps can be taken now

02w and when (Yes, yes interruption P) should | be here with my bag if it all
doesn’t work.

o3P Yes, but that's ()hmm in that sense. .. hmm You do have a lot of choice

yourself how we continue

04P these last week’s hmm () it's really a little () I'm trying now. I'm going to
tell you: what is there what
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Table 4.14: Example 11: Offering options (continued)

05P can we do and then you can decide what we want and ()) so one
possibility is membrane sweeping

06 P and we can also do that several times () That is possible today but we
can make an appointment

07P hmm.
o8 w Okay.

Continued after physical examination (2nd part of example 11)

09w I mean more () suppose we membrane sweeping on Thursday (Yes
interruption P), we'll wait it out()

now we'll be on Fricay.

nP Yes.

12W hmm when is a logical time to go

13P four, five six, Induce?

14 W Induce () that Monday.

15P That is also possible on Saturday, Sunday or Monday. Yes.

16W You do work every (Yes interruption P) [ thought maybe it's not allowed
on the weekend.

17P Yes, weekends are also allowed.

18W After () yes ... Yes. Pfft

In the first sentence, the patient asks for information. In the next turn (line 3), the
professional does not answer the question but presents some options (step 4). In
line 9 the patient rephrases her question, but the professional continues to provide
information on the options (lines 13, 15). The patient’s responses in line 18 seem to
indicate that she is looking for something other than information on her options in
line with her question in lines 1and 2 (step 4). Professionals seem to intend to offer
the patient a lot of space and options. However, sometimes the patient seems to
be looking for guidance. Professionals find it difficult to give advice and guidance in
an autonomy-supportive way. They tend to use a consumerist model by giving more
options and information instead of a conversational model, in which both parties are
actively involved and in which professionals recognize a patient’s need for help and
address issues that could account for the patient’s hesitation?4°.
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This theme shows a specific interactional pattern during offering information and
options that is characterized by less interaction between professional and patient,
which differs from the previously discussed interactional patterns.

DISCUSSION

To the best of our knowledge, this is the first study that aimed to identify mechanisms
of ASC that maternity care professionals use during decision-making in prenatal
consultations. We found eight mechanisms of ASC in prenatal decision-making, which
were classified into three overarching themes: a) ‘Lightheartedness’, b) ‘Orientation to
agreement’ and c) 'Offering information and options’. Professionals keep the interaction
lighthearted by using ()minimizing language and (Ilhumor. They aim for joint agreement
and understanding by frequently using the word (lll)'yes’, (IV)vague words and (V)
interruptions. During offering information and options, the interaction style changed.
In this theme, the maternity care professionals (V)reduced their interaction with the
patientand (VI)gave detailed and standardized information while they (Vlil)kept offering
options.

Comparing our results with concepts and models on ASC in general health carerevealed
some remarkable aspects*81. In line with the literature, professionals gave priority
to relationship building to fulfil the patient’s psychological need of relatedness®2526,
However, they used other mechanisms to build and protect their relationship with
the patient than those that were presented in concepts and models on ASC™. The
results show that the professionals included in our study protected their relationships
by using minimizing language, which reduces the seriousness of the conversation
about decisions regarding pregnancy or delivery'™. The professionals in our study also
frequently used humour to convey a serious or emotional message, thus protecting the
relationship while dealing with the patient’s discomfort?°. Besides these mechanisms,
professionals also built and protected their relationship with the patient by creating
an atmosphere of understanding and agreement, which can contribute to a climate
in which decisions seems quick and easy. Mckenzie et al.? also found that midwife-
patient consultations appeared comfortable and unconstrained and that laughter was
common. Although such an informal health climate was described before, to the best
of our knowledge, this study is the first that unravels the interaction mechanisms and
their effects on decision-making. These mechanisms, which comprise the frequent
use of 'yes', vague words and interruptions, make discussions somewhat superficial
because professionals and patients seem to understand each other rather quickly.
It is worth giving priority to relationship building, as relatedness is the overarching
mechanism to support patients’ autonomy in consultations. However, in professional-
patientrelationships, itis alsoimportant to take time to really become acquainted with
the patients and to elicit their concerns and expectations?®.

Arelatively superficial relationship can potentially undermine perceiving the patient’s
deeper feelings, e.qg. fear of labour pain or of loss of control, which could complicate
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competence building and autonomous decision-making. The professional-patient
relationship can be at risk if competence building is insufficient, issues are discussed
too perfunctorily, and, consequently, decisions are made too soon. In mostinstances,
if everything goes well, this will be without consequences (e.g. negative screening
results, healthy born babies). However, it could become a problem if something
unexpected happens (e.g. the preferred place of birth is not available).

Our results indicate that maternity care professionals facilitate their patients’
psychological need ‘competence’ almost exclusively by providing detailed information
andthe need ‘autonomy’ by offering options. We know from the literature that to meet
patients’ need for competence, it is also important to offer the patient structure and
guidance®'.In some consultations, it seemed that patients expected other responses,
e.g.guidance, such asin example 11 concerning offering options. The informal character
of the consultations possibly made it less appropriate for professionals to use more
competence-building interaction mechanisms, such as offering guidance using their
professional knowledge or asking patients to summarize their options. We know
from the literature that although it is important to provide professional guidance,
professionals find it difficult to do so in an autonomy-supportive way because they are
afraid tolimit the patient's autonomy™. Thus, compared to concepts and models on ASC,
professionals seem to use other mechanisms to fulfil patients’ need for relatedness
and only a few mechanisms to meet patients’ need for competence and autonomy.

Implication of these results

The results of this study made it possible to enrich existing concepts and models
and to enable maternity care professionals to improve decision-making processes
in daily practice. The results showed that it is possible to add minimising language
and humour as mechanisms to fulfil the psychological need relatedness to existing
concepts and models on ASC. Humour and minimizing language are valuable interaction
mechanisms that enable professionals to minimize a patient’s discomfort or fear and
to build or protect the relationship. Also, the mechanisms described in the theme
‘Orientation to agreement’ could have a positive effect on the relationship between
professional and patient. However, these mechanisms also have the potential to
threaten this relationship, because decisions could be made too easily without
discussing the patient’s concerns and expectations. It might, therefore, be important
that professionals reflect upon the way in which they build and protect relationshipsin
relation to decision-making. The results show that professionals have a small repertoire
to meet their patients’ psychological needs, ‘competence’ and ‘autonomy’. This
reflection can help professionals to possibly pay more attention to other mechanisms
described in concepts and models on ASC to meet patients’ needs for ‘competence’
and ‘autonomy’, especially in relation to decision-making. Our findings can help
professionals reflect on their own autonomy-supportive consultations because our
results are directly gleaned from daily practice.

Strengths and limitations

A strength of this study is the large and rich data set, which enabled us to investigate
20 consultations of 20 different professionals in different contexts. The audio-taped
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interactions provided the opportunity to meticulously analyse the daily practice of
interactions between professionals and patients during decision-making. We realize
that we might have influenced the interactional practices by observing and audio-
taping them, whichisinherent to observing any interactions. We reduced this limitation
by taking feedback from all parties afterwards. We especially gained confidence that
our results are recognisable by requesting feedback of two patient representatives,
who were able to provide several personal examples of the mechanisms we described
in this study.

Our analysis was limited to the spoken interaction due to the use of audiotapes instead
of video recording. From other studies we knew that audiotapes are a proven concept
in prenatal obstetric consultations?®. Also, the use of audiotapes is common within
research using concepts and analytic procedures of CA. This deliberate choice offered
us the opportunity to include arelatively diverse and large population of professionals
and patients.

Another limitation is that we only know what professionals said and that we do not know
for sure why they said somethinginacertain way. We tried to optimize our interpretations
by means of data sessions and discussions in our interdisciplinary research team.Ina
future study, we aimto explore why professionals keep their consultations comfortable
and unconstrained most of the time and, by doing so, neglect relevant information and
perspectives which diminish the patients’ competence and autonomy.

Although we used the NTPP, we do not know to what extent the patients felt part of the
decision-making process. In a future study, it can be useful to add a patient survey to
measure patients’ perceptions of the decision-making process.

CONCLUSIONS

This was a study into autonomy-supportive decision-making in prenatal consultations,
focusing on the ways in which the interaction was steered towards fulfilling the three
psychological needs (relatedness, autonomy, competence).

This study shows that in moments of decision-making, professionals use minimising
language and humour as mechanisms to fulfil the psychological need relatedness.
Secondly, our results show that professionals use only a few mechanisms to meet
the patients’ psychological needs ‘competence’ and ‘autonomy’. Professionals mainly
use information giving to meet patients’ need for competence. To meet patients’,
need for autonomy, the professionals keep many options open. This suggests that
professionals could pay more attention to other mechanisms to meet patients’ needs
for ‘competence’ and ‘autonomy’. More research is necessary to unravel why there
seems to be an orientation to agreement, as well as the light-hearted and almost
informal nature of the consultations.
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Appendix A Table: Simplified Jeffersonian transcription notation

patient*
nextofkin

professional (midwife
or obstetrician)

laugh
silence
gap in talk of <0.3 seconds

falling intonation

Hmhm

Hmm

uh-huh-ing
ponder

unfinished sentence

Speaker is interrupted
Speaker continues
a slight rise in intonation

strongly rise in intonation

*Inline with the usual jargon in the medical domain, the term patient has been chosen
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ABSTRACT

Problem

Maternity care professionals need to guide their patients through an increasing
number of decision-making processes. During these processes, professionals focus
on providing information but less on decision support.

Background

Professionals could help their patients during decision-making by creating an
autonomy-supportive healthcare climate. Through autonomy-supportive interactions,
professionals can meet patients’ three basic psychological needs, autonomy,
competence, and relatedness, while stimulating patients’ self-regulated behavior,
therefore, supporting them in making their own choices.

Aim

The study aimed to quantify the frequency in which maternity care professionals
use autonomy-supportive and autonomy-thwarting interactions during prenatal
consultations and the association between these interactions and patients’
perceptions of the healthcare climate during consultation.

Methods

A quantitative structural observation study was conducted in 2 hospitals and 16
midwifery practices in the Netherlands. Professional interactions were analyzed
with the Coding and Observing Need-Supportive Consultation in Maternity Care
Consultations (CONSUL-MCC). The Healthcare Climate Questionnaire (HCCQ) survey
assessed the patient-perceived healthcare climate during the consultation.

Results

We observed that professionals derive their autonomy-supportive interactions from
a small repertoire. They tend to use more autonomy-supportive interactions in which
they give room to the patient rather than supportive interactions that stimulate active
patient engagement. During structuring interactions, they tend to use more informing
than supportive interactions for decision-making.

Discussion
Patients were rarely stimulated to be actively engaged in the consultations, while
patient engagement is important to offer decision-making support.

Conclusion

Professionals could improve their autonomy-supportive consultation by paying explicit
attention to interactions which actively involve patients and by offering structure.
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INTRODUCTION

Maternity care professionals need to guide their patients through an increasing number
of decision-making processes. The number of topics that need to be discussed and the
number of decisions that need to be made in prenatal consultations have increased
due to the broader scope of screening for genetic disorders, the increasing number
of options for care during pregnancy and birth, and the trend to start supporting the
transition into parenthood during pregnancy™

Maternity care professionals find it challenging to guide their patients through
these decision-making processes. Research has shown that despite the attention
for decision-making in professional training, professionals still tend to offer decision
support mainly by giving information 2% Although providing information is part of
the decision-making process, patients need more support to be able to make their
decisions, such as encouragement to think about a possible decision?’. Research in
maternity care shows that professionals dedicate much effort to building and protecting
their relationship with their patients®. However, in these conversations, there is little
room to discuss patients’ fears, values and expectations, which is necessary for
decision support,®*” especially if decisions need to be reconsidered in light of changing
circumstances during birth.

The Self-determination Theory (SDT), a macro theory of human motivation, postulates
that more autonomous forms of motivation are facilitated by satisfaction of the three
basic psychological needs, autonomy (feeling of ownership, endorsement, and
choice), competence (feeling of capability and growth), and relatedness (feeling of
belonging and connection). Satisfaction of these needs stimulates patients’ self-
regulated behavior and therefore supports them in making their own choices regarding
their health® In autonomy-supportive consultation (ASC), professionals create an
autonomy-supportive healthcare climate for their patients, which can help them to
make decisions'

Healthcare professionals can use two types of interactions with patients: those which
satisfy patients’ basic psychological needs and those which thwart these needs.
Regarding the need-satisfying' interactions, professionals can meet patients’ need
for autonomy by using autonomy-supportive interactions, such as listening refiectively
and exploring patients’ thoughts, while they can meet patients’ need for competence
by using structuring interactions, such as providing information and asking patients to
summarize the provided information. Need-thwarting interactions include controlling
interactions, which thwart patients’ need for autonomy, and chaotic interactions, which
thwart their need for competence. Patients’ need for relatedness can be satisfied
if professionals create a warm healthcare climate, for example by using emphatic
listening, whereas a cold healthcare climate thwarts patients’ need for relatedness
(Figure 5.1).
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Autonomy supportive interactions
+ Need for autonomy

Structuring Interactions

supportive interactions
AUEITEY SUEE + Need for competence

Warm healthcare climate
+ Need for relatedness

Controling interactions
- Need for autonomy

Autonomy thwarting Chaos interactions
interactions - Need for competence

Cold healthcare climate
- Need for relatedness

Figure 5.1: Autonomy-supportive and autonomy-thwarting interactions

The aim of this study was to quantify the frequency in which maternity care
professionals use autonomy-supportive and autonomy-thwarting interactions in daily
practice. In addition, we aimed to establish whether there is an association between
autonomy-supportive and autonomy-thwarting interactions and the characteristics
of patients and professionals, and whether there is an association between these
interactions and the patient-perceived healthcare climate. The results of this study can
help professionals to evaluate their repertoire of autonomy-supportive and autonomy-
thwarting interactions and to eventually improve the autonomy-supportiveness of
their consultations and thereby improve the decision-making support they offer to
their patients. Furthermore, our results could facilitate teachers and trainers to adapt
their training programs to help professionals to improve their autonomy-supportive
interactions during consultation.

Toreach our aim, we formulated the following research questions:

«  Which autonomy-supportive and autonomy-thwarting interactions do maternity
care professionals use in prenatal consultation in daily practice? What is the
frequency of use of these interactions?

«  Which characteristics of patients or professionals are associated with the use of
autonomy-supportive or autonomy-thwarting interactions?
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+ Is there a relation between the frequency of use of autonomy-supportive
or autonomy-thwarting interactions and the maternity care professional
characteristics?

Is there a relation between the autonomy-supportive or autonomy-thwarting
interactions and the patient-perceived healthcare climate during consultations?

METHODS

Study design

Toanswer the research questions, quantitative data were analyzed that were collected
via a structured observation approach to explore the professional-patient interaction™
Also, data were analyzed that were collected through a questionnaire measuring
patients’ perceptions of the healthcare climate during consultations.

Setting and sampling

The study was conducted in the Netherlands from March to October 2020 with
two interruptions due to a Covid-19 lockdown. We sampled purposefully to include
professionals and patients from a wide variety of settings in which the prenatal
consultations took place The prenatal consultations took place in an academic
hospital and a teaching hospital in Amsterdam and in 16 midwifery practices, both
small and large ones, in urban and rural areas across the country. Patients were not
selected a priori.

At the start of each consultation, the patient was invited to participate in the study. If
the patient consented, the first author (JK) attended the consultation and audiotaped
the interaction. During each consultation, a wide variety of issues were discussed,
and decisions were made on topics such as participation in prenatal screening or a
vaccination program, preferred care during birth, participation in an exercise program
or patients’ diet. As soon as the first author (JK) had finished her observation of a
consultation, the next patient in the waiting room was invited to participate in the study.

Data collection

The interactions during a consultation were observed and coded using the Coding
and Observing Need-Supportive Consultation in Maternity Care Consultations
(CONSUL-MCC). This adapted SDT-based observation tool has been validated for use
in maternity care™ The observation tool facilitates the observation and coding by
defining the various aspects of the care professional’s performance and by instructing
the assessors what to focus on and how to judge their observations™

The CONSUL-MCC comprises a manual in which each item is described and illustrated
by an example. The manual also includes an instruction on how to assess the audio
fragments and to encode the items using a score form. The audiotaped consultations
were divided into units of 5 minutes each to facilitate the assessors’ focus on encoding
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eachfragmentonall 41items. Each item was scored on a 5-point Likert scale. The coding
ranged from 0 (not observed at all) to 4 (observed continuously).

The CONSUL-MCC encodes the interactions of maternity care professionals on two
axes: autonomy-supportive versus control, and structure versus chaos. Each factor
is divided into two subfactors, and each subfactor is operationalized using three to six
observable items (see appendix A). The healthcare climate has two overall items: the
extent to which the climate is observed as warm and the extent to which the climate is
observed as cold. A warm climate means that the health care professional is attentive
to the patient’s responses and uses emphatic listening, acknowledges patient’s
expressed feelings and emotions, engages in warm and friendly communication
and shows unconditional respect, regardless of the patient’s behavior. The climate
is considered cold if the healthcare professional fails to establish connectivity and
reciprocity™:

The consultations were observed and encoded by JK for the first time in daily practice
to gain a first general impression. Afterwards, the 5-minute units were encoded. To
improve the reliability, the coding of the 5-minute fragments was compared to the
coding in daily practice. In case of discrepancies, the audiotaped consultation was
reassessed.

Directly after each consultation, the patient was asked to complete the Dutch version
of the Healthcare Climate Questionnaire (HCCQ). This questionnaire was translated
to Dutch and validated for use in Dutch mental healthcare by Jochems™".For use
in maternity care, we replaced 'the practitioner’ by 'the midwife/obstetrician’ and
substituted the examples from the context of mental health with examples from the
context of maternity care. The Dutch HCCQ comprises 15 statements, and patients
score their level of agreement on a 7-point Likert scale (1 strongly disagree - 7 strongly
agree) (appendix B).

The following patient characteristics were collected: age, parity and level of education.
Characteristics collected from the professionals were age and work experience.

Analyses

All quantitative analyses were conducted using IBM SPSS 28. First, we analyzed the
characteristics of the participants and the consultations. To assess the frequencies
of the specific interactions used by professionals during their prenatal consultations,
we used descriptive statistics (Mean, Median, Mode, SD and range) at the consultation
level, i.e. for the entire consultation. The frequencies of the specific interaction items
arereported under the axis and the subfactors they belong to as presented in Appendix
A. Also, the observed healthcare climate was reported for the entire consultation.

We computed Spearman’s correlations for all continuous variables included in the
study. Finally, we assessed the differences in levels of autonomy supportinteractions
and structuring interactions across the various professionals using the independent-
samples Kruskal-Wallis Test.
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To assess the patient-perceived healthcare climate, we analyzed the frequencies and
percentages of level of agreement for each statement. To find correlations between
professionals’ interactions and the healthcare climate as perceived by patients,
we computed Spearman’s correlations. We investigated if autonomy-supportive or
structuring interactions were correlated with the patient-perceived healthcare climate.
We then assessed the differences between the levels of the healthcare climate as
perceived by the patients across the various professionals using the independent-
samples Kruskal-Wallis Test.

RESULTS
Data characteristics

Maternity care professionals

Of the 23 maternity care professionals who participated in this study, 17 were primary
care midwives, 2 were hospital-based midwives, and 2 were obstetricians. The mean
age of these participants was 38 years (25 - 64 years), and their mean work experience
was 14 years (3 - 43 years).

Patients

In total, 104 patients participated in this study. Their average age was 32.5 years (21-44
years). Of these patients, 34 (32.7%) were pregnant for the first time, 41 (39.4%) for the
second time and 29 (27.9%) for the third time or more (3-6). The level of education was
low in 4.8%, medium in 30.8% and high in 64.4%.

Consultations

In total, 104 consultations were observed. The mean duration of a consultation was
21 minutes (range 7 - 73 minutes), resulting in 453 five-minute fragments. Most of the
longer consultations included an ultrasound scan.

Autonomy-supportive and autonomy-thwarting interactions of maternity
care professionals

Table 5.1 shows the frequencies of the interaction items on the two axes: autonomy
support versus control and structure versus chaos. In general, the professionals used
interactions based on a small repertoire. We found that professionals regularly use
autonomy-supportive interactions, such as ‘leaves room to the patient to tell’ (2.34,
SD=0.57), and they sometimes use structuring interactions, such as ‘clarifies follow-
up of patients’ goals’ (1.77, SD=0.55). They rarely used controlling interactions (0.73,
SD=0.46), and they hardly ever used chaotic interactions (0.09, SD=0.11). The most
frequently used controlling interaction was ‘determines the topics of the conversation’
(119, SD=0.96). In the further description of the results, we focus on the autonomy-
supportive and structuring interactions.
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The contributions of the sub-factors to each factor differ. Within the factor ‘autonomy
support’, professionals more frequently used an attuning approach (2.31, SD=0.58)
than a participatory approach (1.41, SD=0,80). Furthermore, within the factor ‘structure;,
professionals more frequently used a clarifying approach (1.81, SD=0.59) than a guiding
approach (0.94, SD=0.55).

There was a wide variation between the interaction items belonging to the sub-factors
(attuning, participative, guiding and clarifying). The following interaction items were
observed frequently: ‘leaves room to the patient to tell’ (2.43, SD=0.57), 'uses inviting
language’ (2.31, SD=0.68), ‘provides information’ (2.41, SD=0.66) and ‘uses attuned
language’ (3.00, SD= 0.07). Other items were rarely observed: ‘allows emotions and
actively names them' (0.28, SD=0.41), ‘'encourages to think about a possible approach
with important kin' (0.06, SD=0.17), ‘actively gauges what degree of autonomy the
patient wants’ (0.04, SD=0.03), 'stimulates self-reflection’ (0.13, SD=0.25), ‘'mentions
previous successes’ (0.07, SD=0.18), 'provides alternatives’ (0.25, SD= 0.43), 'uses
appropriate role models’ (0.03, SD=0.12) and 'summarizes and requests repetition’ (0.18,
SD=0.24) (see table 5.1).

Table 5.1: Observed autonomy-supportive and autonomy-thwarting interactions

Mean SD Min Max Median Mode

Autonomy support 2.34 0.57 0.50 3.00

Attuning approach 2,31 0.58 0.50 3.00

1 eavesroomtothe 5,5 957 100 300 260 300
patient to tell

2 listensrefiectively 103 075 000 300 083 .00
and explores

3 .. alignswiththe pa-

s . 1.93 0.92 0.00 3.00 2.00 3.00
tient's perspective

4 _usesquestions that
offer space to the 175 0.74 0.25 3.00 1.67 2.00
patient

5 .allowsemotionsand

: 0.28 0.41 0.00 2.00 0.00 0.00
actively names them

6 ..usesinvitinglan-

guage
Participative approach 1.41 0.80 0.00 3.00
7 .allowstime 0.65 0.70 0.00 267 0.27 0.00
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Table 5.1: Observed autonomy-supportive and autonomy-thwarting interactions
(continued)

Mean SD Min Max Median Mode
8 ..givesvoice 0.95 0.69 0.00 3.00 0.75 0.50

9 .exploresthe pa-

o 0.85 0.64 0.00 2.33 0.75 0.00
tient’s goals

10 ..encourages to think
about a possible ap- 0.78 072 0.00 3.00 0.67 0.00
proach

10a ..encourages to think
about a possible ap-
proach with important
kin

0.06 0.17 0.00 1.00 0.00 0.00

1 . offersanexplanation 125 0.99 0.00 3.67 1.00 0.00

12 .. actively gauges
whatdegreeofauton-  0.04  0.029 0.00 0.21 0.00 0.00
omy the patient wants

Control 0.73 0.46 0.00 1.75
Demanding approach 072 0.46 0.00 175

13 ..showsexpertise,

0.019 0.09 0.00 0.67 0.00 0.00
demands respect

14 ..usescontrolling

0.16 0.33 0.00 2.00 0.00 0.00
language

15 ..takesoverthe con-

. 0.18 0.31 0.00 1.50 0.00 0.00
versation

16 ..determinesthe
topics of the conver- 119 0.96 0.00 3.00 1.00 1.00
sation

17 ...interruptsthe

, 0.13 0.30 0.00 2.25 0.00 0.00
patient
Domineering approach 0.03 om 0.00 0.80

18 ..putspressureonthe
patient

19 ..expressescriticism 0.02 0.07 0.00 0.50 0.00 0.00

0.02 0.06 0.00 0.40 0.00 0.00

20 ..introducesguiltand
shame
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Table 5.1: Observed autonomy-supportive and autonomy-thwarting interactions
(continued)

Mean SD Min Max Median Mode
21 _isirritated, impatient ~ 0.02 0.10 0.00 0.82 0.00 0.00
Structure 177 0.55 0.64 3.00
Guiding approach 0.94 07 0.00 3.00

22 .setsrealisticgoalsin  0.49 0.56 0.00 3.00 0.33 0.00
collaboration

23 .providestask-orient-  1.36 0.88/ 0.00 3.00 1.21 1.00

ed or progress-orient- 0.89
ed feedback

24 _stimulates self-re- 013 0.25 0.00 1.00 0.00 0.00
flection

25 .mentions previous 0.07 018 0.00 1.00 0.00 0.00
successes

26 ...usestools 0.39 0.40 0.00 250 0.33 0.00

Clarifying approach 1.81 0.59 0.64 3.00

27 .providesalternatives  0.25 0.43 0.00 2.40 0.00 0.00

28 ..usesappropriaterole  0.03 012 0.00 0.67 0.00 0.00
models

29 .providesinformation 2.4 0.66 0.33 3.50 250 3.00

30 ..summarizesand 0.8 0.24 0.00 1.00 0.00 0.00
requests repetition

31 ..clarifies follow-up of 0.92 0.58 0.00 3.00 1.00 1.00
patients’ goals

32 ..usesattuned lan- 3.00 0.07 250 3.33 3.00 3.00
guage
Chaos 0.09 0.19 0.00 0.80
Abandoning approach 0.08 0.21 0.00 1.29

33 ..providesinformation 0.07 017 0.00 1.00 0.00 0.00
that leaves patientin
uncertainty

34 ._.givesinappropriate 0.02 0.09 0.00 07 0.00 0.00
feedback
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Table 5.1: Observed autonomy-supportive and autonomy-thwarting interactions
(continued)

Mean SD Min Max Median Mode

35 ..usesanillogicalcon- 0.004 0.03 0.00 0.25 0.00 0.00
versation structure

36 ..ignoresreactionsor 0.05 018 0.00 1.00 0.00 0.00
concerns

Awaiting approach 0.05 014 0.00 0.67
37 ..doesnotintervene 0.008 0008 0.00 0.08 0.00 0.00

38 ..letsthe patient find 0.02 0.09 0.00 0.67 0.00 0.00
out for

39 .isdistracted, absent 0.05 016 0.00 1.00 0.00 0.00
Healthcare climate

40 Warm climate 276 0.39 1.80 3.33 3.00 3.00

41 Coldclimate 0.004 0.3 0.00 0.25 0.00 0.00

Correlations between professionals’ and patients’ characteristics

and autonomy-supportive interactions

There were no significant correlations between the patient characteristics age, parity
or level of education and the level of autonomy support (r= 0.041; r= 0.072 r= 0,032,
respectively) or structure (r= -0119 r= - 0.131; r= -0.061, respectively).

There were no significant correlations between the professionals’ age or work
experience and the level of autonomy support (r=0.018; r= 0.032, respectively) or
structure (r= 0.081; r= 0.109, respectively).

The distribution of autonomy-supportive or structuring interactions was significantly
different between the professionals (p< 0.001).

Patient-perceived healthcare climate

In general, patients perceived the healthcare climate during prenatal consultations as
positive, asis shownin table 5.2. Their mean score on the 7-point Likert scale was above
6.29 for 14 of the 15 statements (6.29 - 6.95). Only statement 11, about the way maternity
care professionals deal with the patient’s emotions, scored lower (3.78). According to
44.2% of the patients, dealing with emotions was inapplicable during their consultation.
Looking more closely, despite the small numbers, there was a little more spread on
the statements which refer to active patient participation. This was also the case for
the three statements which refer to the extent to which the professionals take the
unigueness of their patient into account.

151



CHAPTER 5

(%5'88) (%6'2) (%6'1) (%L1°9) (AoueuBeud Aw BuipseBeu) sbuiuy op 03 o3I |

26 ¢ z / MOU 0] SuB1SI| [euoissajo.d 81eo Alulerew AN oL
(%0'26) (%0'1) (%0'1) (%0°1) ‘AjInjaied pue Aj@re|dwoo suonsanb Aw

LOoL L l | siemsue [euoissajold aied Alluierew A\ 6
(%0'66) (%0'1) ‘leuoissajoid aied Ajuisrew

¢oL | AW Ul 8oUBpIIU0D 1eBI6 BARY | 8
(%226) (%8'%) (%0'1) (%0'1) (%0°1) ‘suonsanb jse 0y sw sebeinoous

S6 S L L | |euoissajoid aieo Ajiuierew AN L
(965'88) (%8'%) (%6'2) (%8°9) ‘@A_Y | 821042 8y1 pue suoildo Aul pueisiepun Ajjeal

6 S ¢ 7 |1BY} 8ns apewl sey [euolssajold a1ed Ajuiarew AN 9
(%00L) ‘aw s1dedoe [euolssajoud

7-1 aJed Ajluserew Au1eyy |aa) | [

"Ypigp)iyo pue Aoueubaud Aw Buipiebal

(%06) (%0'1) (%0'1) (%0'1) $821042 &3ew 01 A11jige Aw Ul 82UspIIuU0D sey ays

Lol L L | 18U} s@1e0IpU| |[euolssajold aied Ajjuisiew AN Y
(%1'86) (%6'1) ‘syuswiuiodde Jno Buunp jeuoissejoud

coL 4 aled Ajulerew Aw yym uado aqueo | ¢
(%1'86) (%6'1)

c0L 4 ‘leuolssajoid a1ed Ajuisrew Aw Ag pooisiapun (984 | z
(%2'76) (%8') (%0'1) 'S801040 8W S18440 |euoissayoid

86 S L aJed Alulejew Aw eyl |98y | 1

(%) u (%) u (%) u (%) u (%) u (%) u
oaibe oaibe oalbesip oalbesip
(AlBuons) jeymawos |esinaN jeymawos (AlBuons) a|qeoidde joN

(701 =N) s1uaned Aq paaisoiad se a1ewi|d aiedyljeay ayy o so11sie1s aanduosaq g s alqel



AUTONOMY SUPPORT IN PRENATAL CONSULTATIONS

(%£76) (%6'1) (%6'1) (%6'1) Jeuoissajoid aied Aluierew Aw

86 4 4 4 Urm sbujea) Aw aieys oy a|qe |98y | sl
(%69'98) (%8'%) (%6'1) (%6'1) (%0'1) (%8) ‘lesodoid mau e Buiew siojeq sbuiyy ees | moy

06 7 4 4 | o] pue1sJapun 01 salil [euoissajold aied Alluterew AN 4l
(%0'66) (%0'1) aW 01 $Y|e1 |euoissaloid aied

¢oL L Ayularew Aul Aem ay1 YlIm 8|qe1iojwoD (984 | sL
(%7'88) (%L1) (%0°1) (%0°1) (%6'1) uosJed e se aw noge seled

Z6 8 l l 4 |euoissajold a1ed Ajjuieiew Aw 1eyy (984 | ZL
(%8'¢S) (%0°1) (%0'1) (%2 7Y) ‘'suonows s,a|doad yym Buijesp 1e

9S L L Y poob Ao st jeuoissejoid aled Alluisiew AN m

(%) u (%) u (%) u (%) u (%) u (%) u
oa.be oa.be aalbesip oalbesip
(AIBuons) 1eymawos |esynaN jeymawos (AlBuons) a|qeoidde JoN

(Panuiuod) (0L =N) siuaned Aq panleslad se a1ewi|d a1edyijeay ay3 Jo sonsiels aanduosaq :2°s algel

153



CHAPTER 5

Correlation between professionals’ interactions and the patient-perceived
healthcare climate

We found a weak but significant correlation between autonomy-supportive interactions
and a positive patient-perceived healthcare climate (r=0.27 (p= 0.02)). We found no
correlation between structuring interactions and the patient-perceived healthcare
climate (r= 0.099 (p=0.32)).

The level of the patient-perceived healthcare climate was the same across the various
professionals (p=0.370).

DISCUSSION

The aim of this study was to quantify the frequency in which maternity care
professionals use autonomy-supportive and autonomy-thwarting interactions during
prenatal consultations in daily practice and to assess whether these interactions are
associated with the patient-perceived healthcare climate during the consultation.

The overarching finding of this observation study was that professionals base their
autonomy-supportive interactions on a small repertoire. Moreover, they tend to use
more autonomy-supportive interactions, in which they give room to the patient to
participate, and fewer supportive interactions that stimulate active patient involvement.
Regarding the structuring interactions, they tend to use more clarifying and informing
interactions. Autonomy-thwarting interactions were hardly observed during regular
prenatal consultations.

Although we found that different professionals exhibited different autonomy-supportive
and structuring interactions, we found no differences between their consultations in
terms of the patient-perceived healthcare climate. There was only a weak significant
correlation between the used autonomy-supportive interactions and the patient-
perceived healthcare climate.

The findings that professionals use informing interactions to meet patients’ need for
competence and mainly fulfil patients’ need for autonomy by offering room to the patient
areinline with the literature and as expected?® .However, the more interesting finding of
this study is that certain interactions were hardly observed, such as summarizing and
asking the patient to repeat information. The lack of some interactions has important
consequences for the consultation, as is further discussed in the next paragraphs. In
line with our expectations, autonomy-thwarting interactions were hardly observed®.

The used observation tool categorizes interactions into need-supportive or need-
thwarting interactions. Research in other domains, such as sports, suggested that
thereis a third group of interactions in between the spectrum of need-supportive and
need-thwarting interactions, the so-called need-unfulfillment interactions®®. Based
onthis three-stages model, the patient could perceive need satisfaction, thwarting or
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unfulfillment. Need unfulfilment is defined as the feeling that one’s need is neglected®.
Professionals may not actively thwart patients’ needs, but they may instead overlook
them. Need unfulfillment has been proposed to be related to more passive forms of
functioning, such as disengagement of patients™. Looking at our results from the
perspective of the proposed three-stages model, professionals seem to ignore some
aspects of meeting patients’ need for autonomy and competence rather than really
thwarting them.

Focusing on some specific rarely observed interactions, we noticed that professionals
rarely summarized their conversation or asked patients to state in their own words
what they understood of the discussed information. This is remarkable because
this so-called teach-back method is an evidence-based way of improving patients’
understanding of the provided information and thereby fulfilling their need for
competence. Therefore, teaching back is part of a professional’s communication
training®. Secondly, professionals rarely encourage patients to think about possible
approaches with their important kin. The importance of peer support for autonomy-
supportive decision-making as well as for decision-making in prenatal screening has
been described in literature2?, not only from the perspective of meeting patients’ need
for autonomy but also from the perspective of meeting the needs of the other parent?2.
Studies have reported that the other parent could experience stress due to receiving
insufficient information about pregnancy and childbirth?.

Other interactions that were hardly observed were those that intend to offer the
patients decision-support by meeting their need for autonomy, such as ‘asking
for the preferred degree of autonomy’. Also, there were few observations of more
structuring interactions to meet patients’ need for competence, such as 'stimulating
self-reflection’ or ‘providing alternatives' It seems that professionals struggle with the
extent to which they can or are allowed to offer decision support. However, literature
showed that professionals could offer decision support on the condition that patients
understand the importance of their contribution to the decision process, that patients
understand their options and the pros and cons, and that patients’ views, concerns
and preferences are included?®:. Itis also important to consider the degree of autonomy
the patient desires?.

In general, patients were satisfied with the perceived autonomy-supportive healthcare
climate, which is in line with the findings of previous studies?. Interestingly, however,
44.2% of the patients in our study indicated that dealing with emotions was not
applicable during the prenatal consultation. To be able to offer decision-support,
professionals need to become familiar with patients’ emotions such as fears,
expectations, beliefs and motivations. Professionals become informed about these
issues because patients spontaneously share this information or because the
professionals encourage the patients to share this information“2'. However, when we
compare the finding that dealing with emotions was not applicable during prenatal
consultation with our observations of professionals’ interactions, we see that, in line
with patients’ perceptions, ‘allowing emotions and actively naming them’ was rarely
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observed. Apparently, discussing patients’emotions is not acommon part of the offered
decision support.

The findings of our study provide insight not only into the interactions that professionals
use but also into the effects the interactions could have on the conversations during
prenatal consultations. Patients were rarely stimulated to be actively engaged in the
consultations. In fact, the effect of rarely used interactions which stimulate active
patient engagement could become even stronger because need unfulfillment can
cause more passive patient behavior and disengagement', while patient engagement
is important to be able to offer tailored decision-making support?'2¢27. |n maternity
care, this patient engagement is specifically important because knowing the patient is
helpful for making a decisions about preferred care during birth?. Whether it is possible
to realize the preferred care during birth depends on medical and organizational
circumstances; it is important that the professionals are able to help their patients to
adjust their decisions during this process. While the patient is in the birthing process,
it is more complicated to discuss what really matters to them. Therefore, it seems
important to have these conversations during prenatal consultations. Some patients
mentioned that the professionals did not really know the patient’s situation, while
knowing patients’ fears, norms and expectations is essential to meet patients’ need
for autonomy. We could not provide an explanation for this finding based on our data.
However, based on the observed warm climate during the consultations, we suggest
that professionals sometimes unintentionally ignore patients’ basic psychological
needs. We suppose that they are not sufficiently aware of patients’ basic psychological
needs and of the importance of meeting these needs.

Further researchis needed to establish why professionals only partially meet patients’
basic psychological needs. In de meantime, it could be useful if professional training
or continued professional training paid attention to the positive effects of meeting
patients’ psychological needs on patients’ self-regulated behavior and thereby on their
decision-making capabilities.

Limitations

Since this research was not a longitudinal study, we do not know if some of the
participating professionals and patients were already so familiar with each other that
they did not need to discuss certain issues anymore. We suppose that this possibility
may have had a small effect on our results, since professionals who already knew a
patient very well could align with this patient’s perspective without further questioning.
This degree of familiarity was not observed frequently.

Inthe consultations, a wide variety of issues were discussed and various decisions were
made. In the literature some authors suggest that professionals vary their autonomy
support based on the complexity of the decisions that need to be made. Braddock
et.al. (1999) categorized decisions into basic, intermediate and complex and indicated
that professionals used more autonomy-supportive behavior for making complex
decisions. Based on these categories, most of the included consultations involved both
basic decisions (e.g. the timing of the next appointment) and complex decisions (e.g.
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about vaccination)?. Therefore, we assume that our results provide a representative
reflection of autonomy-support during prenatal consultations.

The HCCQ assesses the perceived social context (i.e., the need-supportive
climate) rather than assessing if patients feel that their needs are supported
(need satisfaction)™. Perceiving a healthcare climate as need-supportive does not
automatically mean that the patient feels autonomous and competent. Also, the
results may have been affected by the fact that patients completed the questionnaire
immediately after the consultation. It is possible that patients perceive the healthcare
climate as less autonomy-supportive later on, when they had time to reflect on the
consultation. Although the consultations were not specifically chosen and almost all
the invited clients agreed to participate, there was an overrepresentation of patients
with a high educational level. This could affect the generalizability of our results

Patients’ experiences during the process of giving birth can influence their perceptions
of the prenatal care they received. For further research, it would be interesting to assess
how patients perceive the prenatal healthcare climate and the prenatal decision-
making process after giving birth.

CONCLUSION

Maternity care professionals use interactions which support their patients’ need for
autonomy by offering room and choice. To meet patients’ need for competence, they
use interactions which provide information. Because professionals are less inclined
to use interactions that stimulate active patient participation, it is harder for them to
really become acquainted with their patients, which hinders them in offering tailor-made
decision-making support and decreases patients’ autonomy. Also, patients’ need for
competence is only partly met, because professionals do not stimulate patients to
discuss their deliberation process.

Professionals could improve their autonomy-supportive consultation practice by
paying explicit attention to interactions which actively involve patients and by offering
structure. Furthermore, professionals can challenge themselves to actively meeting
patients’' psychological needs and thereby facilitate their decision-making processes.
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Appendix A: Descriptives of the COUNSEL-CCE axes, subfactors and indicators

Attuned

...leaves room to tell

...listens reflectively and explores

...aligns with the patient’s perspective

...allows emotions and actively names them
...uses inviting language

...uses questions that offer space to the patient

Participatory

Autonomy
support -control

...explores the patient’s goals
.. encourages to think about a possible approach

...actively gauges degree of autonomy the patient
wants

...allows time to find a solution

...gives voices...offers an exolanation

.

Demanding
Dominating

...shows his expertise, demands respect
...uses controlling language

...takes over the conversation

...interrupts the patient

...determines the topics of the conversation

...gives critique

...puts pressure on the patient
...introduce guilt and shame
...isirritated, impatient

...sets realistic goals in collaboration
...provides task-oriented or progress-oriented

feedback

...stimulates self-reflection
...mentions previous success

Structure-Chaos

...uses appropriate role models
...provides alternatives

...provides information

...uses attuned language
...summarizes and asks for repetition
...clarifies follow-up of goals

\ Abandon

...provides information that leaves the patient in
uncertainty

...gives inappropriate feedback

...uses anillogical conversation structure
...ignores reactions or concerns

Y Awaiting

Guiding
Clarifying

...let the patient find out for himself
...does notintervene
...is distracted, absent
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Appendix B: Nederlandse Zorgklimaat vragenlijst (HCCQ)

Deze vragenlijst bestaat uit stellingen die gaan over uw verloskundig zorgverlener in
het voorafgaande consult. Verschillende zorgverleners hebben verschillende stijlenin
hoe ze omgaan met patiénten/ cliénten, en we willen graag weten hoe uw ervaringen
zijn met uw verloskundig zorgverlener. Uw antwoorden zijn vertrouwelijk en zullen niet
besproken worden met uw zorgverlener. Antwoordt u alstublieft eerlijk.

Omcirkel een cijfer van 1 (helemaal niet mee eens) tot 7 (helemaal mee eens)
achter elke stelling.

Code audio-opname: Beoordelaar:
Tijdslot: Code pate:

1 2 3 4 5 6 7
1. Ik heb het gevoel dat mijn verloskundige/ gynaecoloog mij keuzes biedt. 12 3 45 6 7
2. Ik voel mij begrepen door mijn verloskundige/ gynaecoloog. 12 3 45 6 7
3. Ik kan open zijn naar mijn verloskundige/ gynaecoloog tijdens onze afspraken. 12 3 45 6 7

4. Mijn verloskundige/ gynaecoloog geeft aan dat zij
vertrouwen heeft in mijn vermogen om keuzes te maken met 12 3 45 6 7
betrekking tot mijn zwangerschap en bevalling.

5. lkheb het gevoel dat mijn verloskundige/ gynaecoloog mij accepteert 12 3 45 6 7

6. Mijn verloskundige/ gynaecoloog heeft ervoor gezorgd dat ik
mijn mogelijkheden echt begrijp en welke keuzes ik heb

7. Mijn verloskundige/ gynaecoloog moedigt mijaan om vragen te stellen 12 3 45 6 7
8. Ik heb veel vertrouwen in mijn verloskundige/ gynaecoloog 12 3 45 6 7

9. Mijn verloskundige/ gynaecoloog beantwoordt
mijn vragen volledig en zorgvuldig.

10. Mijn verloskundige/ gynaecoloog luistert naar hoe ik graag
dingen doe. ( met betrekking tot mijn zwangerschap)

11. Mijn verloskundige/ gynaecoloog kan erg goed
omgaan met emoties van mensen.

12. Ik heb het gevoel dat mijn verloskundige/ gynaecoloog om mijgeeftalspersoon 1 2 3 4 5 6 7

13. Ik voel mij niet goed bij de manier waarop mijn
verloskundige/ gynaecoloog tegen me praat

14. Mijn verloskundige/ gynaecoloog probeert te begrijpen
hoe ik dingen zie voordat zij een nieuw voorstel doet.

15. Ik voel mij in staat om mijn gevoelens te delen
met mijn verloskundige/ gynaecoloog
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ABSTRACT

Introduction

Maternity care professionals find the art of counseling for prenatal screening
challenging. Autonomy-supportive counseling could help professionals support clients’
self-regulated behaviour, enabling them to make their own choices. This study aimed
to gain insight into professionals’ views on good counseling. Understanding their
perspectives can shed light on the underlying mechanisms that drive professionals
to focus on providing information and offering options rather than decision-making
support. These insights, in turn, can be instrumental in tailoring Education.

Methods

This qualitative study was conducted in the Netherlands among all 2813 Dutch maternity
care professionals involved in counseling for prenatal screening. The answers to the
open-ended question: ‘In your opinion, what constitutes ‘good’ counseling for prenatal
anomaly screening?’ were coded according to the abbreviated grounded theory. Next,
the research team elaborated on emerging overarching themes through the lens of
autonomy-supportive counseling. Lastly, the researchers conducted a quantitative
analysis of the qualitative data

Results

Exploring the parents’ values was found to be an overarching theme. Providing
information and free choice were important themes in the interaction before and during
the decision-making. Regarding the outcome, parents making their own choices was
the most named aspect.

Conclusions

Professionals’ views about free choice and making their own choices are reflected in
their non-directive attitudes, which complicate clients’ more autonomous decision-
making. Professionals need to offer structure to support clients in making their own
choices. We suggest explicit attention in education to the aspect of non-directiveness
regarding providing information and parents’ choices and directiveness in helping
parents during decision-making.
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INTRODUCTION

Prenatal screening programs generally comprise first-trimester screening for
aneuploidies and first and second-trimester screening for structural fetal anomalies’2.
Inthe past few years, the scope and timing of prenatal screening have been broadened
through improved techniques and broader availability of the tests234. Since the
introduction of non-invasive prenatal testing (NIPT) in 2011, the use has increased to 11
million tests yearly in more than 60 countries®. This trend means a rise in the number
of people who need pre-test counseling. Pre-test counseling enables clients to make
a well-informed decision about whether or not to pursue testing. The counseling
should be personalised and provide sufficient information to promote autonomous
decision-making®. However, counseling is an art that includes much more than
providing information; counselors help counselees to choose between various
options considering their experiences, values, and norms’. This art is challenging
for professionals involved in counseling for prenatal screening. Prenatal screening is
offered internationally in diverse healthcare systems. Many systems have opted for
a program where initial counseling is provided by midwives, genetic counselors, or
specialised nurses, usually with specific training and certification. Obstetricians and
family doctors may also be involved?.

The basic principles of contemporary counseling for prenatal screening are based on
‘person-centred counseling, developed by psychologist Carl Rogers. He stated that
people can make choices that are appropriate to their lives at a given momentin time®.
In other words, clients can make their own choices about whether or not to carry out
prenatal screening. During the decision-making process, the professional helps by
adopting a non-directive attitude; the client is not directed toward a certain choice
but is directed to come up with their own ideas, leading to an autonomous, informed
choice™ So, counselors ideally have a non-directive attitude towards the content
of the decision but provide directive guidance during the decision-making process.
Kater-Kuipers (2020) describes three possible phases of prenatal counseling. The
first phase involves exploring the client’s personal values and attitude towards prenatal
screening. This phase promotes awareness of the freedom of choice; the client may
accept or reject the information about prenatal screening and the screening offer itself.
The second phase involves providing clients with written and oral information about
prenatal screening. In addition to medical-technical information, professionals must
also support clients’ decision-making process. The final phase, post-test counseling,
occurs after the screening and concerns follow-up and support when receiving an
abnormal test result'™.

Given maternity care professionals’ strong views about non-directiveness in prenatal
counseling to support clients’ autonomy regarding whether or not to opt for prenatal
screening, professionals search for ways to support their clients in their decision-
making process®. According to Self-Determination Theory (SDT), a macro-theory
of human motivation, the quality of motivation is arranged along a continuum, with
autonomous motivation at one end and controlled motivation at the other. Autonomous
motivation means engaging in behaviour and decision-making out of one’s choice with
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no perception of internal or external pressure. Autonomous self-regulation happens
when a person finds a certain behaviour important or engages in it out of interest.
Conversely, controlled motivation means showing certain behaviour for external
reasons, such as receiving praise or avoiding feelings of guilt or shame' (Figure 6.1.).

Controlled Autonomous
motivation motivation

Engaging in behaviour & decision-
making out of one’s own choice with no
perception of internal or external
pressure

Choices and showing behaviour for
external reasons such as receiving
praise

Autonomous

External regulation R
Self-regulation

Figure 6.1 The Self-determination theory continuum based on Deci and Ryan (1985)

Healthcare professionals can facilitate clients’ autonomous self-regulated behaviour by
fulfilling the three basic psychological needs: autonomy, competence and relatedness™.
Professionals can meet clients’ needs using a need-supportive interaction style,
contributing to an autonomy-supportive healthcare climate™. More autonomous forms
of self-regulated behaviour help clients make their own choices regarding their health15s.

Despite the positive effects of communication training concerning decision-making
for prenatal screening tests, professionals can stillimprove by offering more decision-
making support”. Professionals tend to focus on providing information during decision-
making instead of offering decision-making support'e.

This study aimed to gain insight into maternity care professionals’ views on ‘good’
counseling. Knowing their views might provide more insight into the mechanisms
explaining professionals’ focus on providing information and offering screening
options rather than decision-making support. Furthermore, these findings might help
tailor education towards a more helpful approach in training professionals to provide
decision-making support, given the expanded scope and increasing complexity of
prenatal screening.
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METHODS

Study design

This qualitative study of maternity care professionals’ views on good counseling, was
conducted in the Netherlands among all 2813 maternity care professionals involved in
counseling for prenatal screening. The survey study was part of the TRIDENT-2 study,
which evaluated the introduction of NIPT™. The survey study included, among other
questions, background characteristics of the participating maternity care professionals
and the open-ended question: 'In your opinion, what constitutes ‘good’ counseling for
prenatal screening?

Study setting

In the Netherlands, counseling for prenatal screening tests is mainly done by
midwives, sonographers, and obstetricians with a contract with one of the seven
Regional Centers for Prenatal Screening. Most clients, approximately 85% of them,
are counselled by a primary care midwife or sonographer?. To ensure the quality of the
counseling, the Regional Centers have formulated requirements, such as participating
in training, to gain medical knowledge and improve their counseling skills?'. They also
prescribe counseling should take at least 35 minutes?. In the Netherlands, there is
a strong awareness of the social and ethical ramifications of counseling for prenatal
screening™2*24. The aim of prenatal counseling is that parents can make their own
choice whether or not to participate in prenatal screening in accordance with their
own values and personal circumstances?*2,

Ethical approval

The study protocol was approved by the Medical Ethical Committee of the VU University
Medical Center, Amsterdam, the Netherlands (no. 2017.165). Online informed consent
was collected from all participating maternity care professionals

Participants and procedure

All 2813 Maternity care professionals were invited to participate in the TRIDENT-2 survey
study. A questionnaire was distributed (February 2017) among professionals before
NIPT was implemented (April 2017). In this study, professionals were included who met
the inclusion criteria:

Written informed consent; answered the question: ‘In your opinion, what constitutes
‘good’ counseling for prenatal anomaly screening?’ and as a maternity care professional,
actively involved in counseling for prenatal screening including a contract with a
Regional Center for Prenatal Screening.

Data analysis

Descriptive statistics were used to analyse the background characteristics of
participating professionals. With respect to the available variables, the study sample
was compared with the national population of professionals involved in counseling for
prenatal screening.
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The answers to the open-ended question: ‘In your opinion, what constitutes ‘good’
counseling for prenatal anomaly screening?’ were coded according to the abbreviated
grounded theory methodology described by Strauss and Corbin (1998)2¢ using the
MAXQDA software program. First, three researchers (EO, SdG and JK) performed initial,
independent open coding of the written answers. The unit of analysis was defined as an
individual word or phrase found within a single text response. Complex answers were
discussed with the research team until a consensus was reached about what code
should be used. Secondly, the first author clustered the resulting codes into a cohesive
cluster of codes. Thirdly, the research team elaborated on emerging overarching
themes through the lens of autonomy-supportive counseling. In autonomy supportive
counseling professionals use autonomy-supportive interactions to meet parents’ basic
psychological needs to facilitate autonomous self-regulation, including decision-
making. For that purpose, they used the figure proposed by Kors et al. (2020)?” based
on their realist review on autonomy supportive consultation, whereby they explicitly
used the healthcare professionals’ perspective. (Figure 6.2). The quotes presented in
this paper were translated into English with the help of a native English speaker with
Dutch fluency. To check the translation, these fragments were translated back by a
native Dutch speaker with English fluency.

BTN T ST

Overarching

Main psychological need Relatedness

After decision-making During decision-making Before decision-making

Main psychological need Main psychological need
Autonomy & Competence Autonomy

. Elements of a Realist Review

Phases of counseling

Basic psychological needs

Figure 6.2. Concept of autonomy-supportive counseling based on Kors et al. (2020)

Lastly, the researchers (EQ, SdG, JK) conducted a quantitative analysis of the qualitative
data following the method used by Kusurkar et.al, (2022)%8. The researchers established
the number of comments for each cluster of code group. This quantification is meant
to draw attention to certain patterns in the data, not to convey generalizability behind
the sample. Quantification of qualitative data can be justified when all participants have
the opportunity to answer the same question and the sample size is large enough, at
least 50, according to some researchers?®. The results will be reported according to the
recommendations for reporting the results from the quantification of qualitative data®°.
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Reflexivity

In qualitative research, more than one investigator must be involved in analysing the
data to consider diverse viewpoints®. For that reason, our research team consist of ten
persons with different backgrounds: JK, an educationalist and midwife non-practising,
RAK, a professor in Health Professions Education with a medical background, LH, a
professor of patient perspectives on genetic testing and involved in the TRIDENT-2
study, CV, a professor in midwifery and experienced midwife in a teaching hospital as
well as amidwifery practice, PB, a perinatologist, responsible for the obstetric education
of bachelor and master students, JG, an experienced midwife in midwifery practice,
EO and SdG-vdL, two bachelor students in midwifery, SP, a practising neurosurgeon,
professor and dean of an academic medical centre and LM, a psychologist and lecturer
incommunication and counseling.
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RESULTS

The online survey was sent to 2813 maternity care professionals registered as prenatal
counselors. A total of 1426 professionals were included, representing 50.7% of all
registered Dutch prenatal screening counselors (1426/2813) (Figure 6.3).

Invited professionals for
questionnaire study
n=2813

| Non respondents
| n=601

Started completing the questionnaire
n=2212

| Excluded because of missing
| Informed-consent
n=46

Informed consent
n=2166

I Did not answer question: ‘In your opinion,
I what constitutes ‘good’ counseling for

. - renatal anomaly screening’
Answered the question: ‘In your opinion, P n=59¥3 g

what constitutes ‘good’ counseling for
prenatal anomaly screening’

n=1568
Not meeting the requirements for
| inclusion in the study
i * Professional in training (n = 33)
* Not (actively) working as a prenatal
Total included counselor (n = 89)
n=1426 * No contract with a Center for Prenatal

Diagnosis (n = 20)

Figure 6.3. The number of included respondents

Characteristics of included professionals

Table 6.1 shows the characteristics of the included professionals and characteristics
of the total number of registered Dutch counselors. The majority of the included
professionals were female (97.2%) and worked as midwives in primary care (84.4%).
Professionals’ mean age was 39.5 years (SD = 10.9), and the mean years of work
experience were 10.1 years (SD = 5.96). The professionals were relatively evenly
distributed across the Regional Centers for Prenatal Screening. The study sample
was comparable with the registered Dutch counselors with respect to the available
variables: age, profession and work experience™".
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Table 6.1: Characteristics of the respondents and total registered counselorsin
the Netherlands

Characteristics Sample Total registered counselorsin
N (%) the Netherlands in 20174 (%)

N = 1426 N= 2813

Gender'

Male 40 (2.8)

Female 1386 (97.2)

Profession?

Midwife, primary care 1204 (84.4) 2125 (75.5)
Midwife, hospital-based 99 (6.9) 79 (2.8)
Obstetrician 79 (5.5) 40 (1.4)
Sonographer 213 (14.9) 441 (15.7)
General practitioner 7(0.5)

Other3 43 (3.0) 128 (4.6)

Distribution to Regional
Centers for Prenatal Screening®

Region 1 279 (19.6)
Region 2 231(16.2)
Region 3 166 (11.6)
Region 4 123 (8.6)
Region 5 269 (18.9)
Region 6 204 (14.3)
Region7 187 (13.1)
M (SD) M (SD)®
Work experience in years 101 (5.96) 8 (4)
Age inyears 395 (10.9). 39 (11)

1. Only male or female options were provided. (Martin et al.,, 2022). All professionals completed this
question.

2. Professionals could provide multiple professions; therefore, the numbers add up to more than n=1426.
3. Nurse, fertility doctor, consultant, epidemiologist, etc.

4. Martin et al., 2022'

5. Some respondents had contracts with multiple Regional Centers for Prenatal Screening, so the
numbers add up to more than N=1426.

6. Martinetal., 2020”
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Most of the professionals answered the question concisely, and some elaborated more
broadly on the question. The professionals emphasised their answers by using capital
letters or exclamation marks. The answers contained 4152 individual words or phrases,
which were coded, which resulted in 11 themes and 14 subthemes. The themes are
presented according to context, mechanisms and outcome of counseling for prenatal
screening, as shown in Figure 6.2. The number of coded individual words or phrases for
each theme is reported to demonstrate its frequency of occurrence and its relative
relevance.

Context of prenatal counseling
The themes mentioned under this heading are not part of the mechanisms governing
the counselor and counselee interaction but could affect the counseling (Figure 6.4).

Time

Time is a contextual theme for good counseling (71 individual words or phrases).
Professionals mentioned time to inform people and discuss the possibilities of
screening (Quote 1, Table 6.2) and time for the parents to think about their options
and come to a well-considered choice (Quote 2). Some professionals mentioned that
itis hard to schedule enough time for counseling and to schedule counseling so that
there is enough time for the parents to consider and make their decisions. However,
professionals also find it hard to make time for counseling (Quote 3).

Counsellors’ competence

Another contextual theme is the counselors’ competence (80); professionals found
it essential that counselors have up-to-date knowledge to inform parents and good
communication skills, such as listening and asking open questions (Quote 4).

Ethical sensitivity

As mentioned before, a group of professionals answered the question more broadly.
They wrote more about the ethical aspects of prenatal screening, not only regarding
the counseling of individual parents but also regarding the maternity care system (14)
(Quote 5). Their answers sometimes seem to refiect their difficulties with counseling
for prenatal screening (Quote 6).

Mechanisms of prenatal counseling

We looked for themes regarding the mechanisms, in this case, the interactions between
professionals and parents during prenatal screening counseling, which were mentioned
as core elements of good counseling. Within the mechanisms, themes were found to
be related to the different phases of the decision-making process. At the top are the
overarching themes placed; the themes before the decision-making are placed in the
left column, during the decision-making, in the central column, and after the decision-
making in the right column (Figure 6.4).
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Exploring the values of the parents

Looking more closely at the professionals’ answers who explored their view on good
counseling more broadly, stimulating people to explore their values was mentioned
as an element of prenatal counseling (237). Professionals reported that they do this
by stimulating people to explore their considerations for participating in prenatal
screening (Quote 15) or to explore their views on disabled children (Quote 16).

Providing information

Almost all maternity care professionals mentioned ‘providing information’ as a core
element of good counseling (1858) (Quote 7). They emphasised that the information
needs to be objective and correct and include the pros and cons of prenatal screening
tests. Especially professionals who explained more about the content of the information
pointed out that information needs to be nuanced with explicit attention to the
limitations of the tests (Quote 8). These professionals also explicitly mentioned the
right not to know before professionals provide information about the tests (Quote
9). Furthermore, the professionals mentioned the need to tailor the information to
the individual couple. They consider people’s health literacy, previously acquired
knowledge, and personal values (Quote 10). Also, information materials that can be
used before, during, and after the counseling were mentioned (Quote 11).

Free choice

According to professionals, parents’ free choice is another core element of good
counseling (889). They underlined the importance of this element by naming it more
than once in different formulations (Quote 12). Professionals were not explicit in the
way they facilitated free choice; they mainly used terms such as being non-directive,
offering room to the parents or having no opinion of their own on accepting or declining
screening (Quote 13 & 14)

Exploring the impact of the test results on the parents

Afew professionals mentioned the importance of discussing the possible implications
of the test result as an element of good counseling (57). They pointed out that before
participating, parents need to think about the consequences and the decisions they
must make when the test indicates an abnormality (Quotes 17 §18).

Guiding
Finally, professionals used words such as asking questions, summarising, and listening
to describe their guidance as an element of good counseling (480)(Quotes 19 & 20).

Outcome of good counseling

The themes mentioned under this heading represent the core elements of the outcome
of good counseling (Figure 6.4).
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Parents making their own choice

Many professionals emphasised that the outcome of good counseling must be
that parents feel free to make their own well-considered, informed choices (424)
(Quote 21). They emphasised their answers by using capital letters or exclamation
marks. (Quote 22).

Right choice

The answers showed that professionals feel a responsibility to ensure that people
can make the right choice. According to professionals, a choice is Tight’ when parents
decide together and will not regret it in the future (14) (Quotes 23, 24 & 25).

No assurance

Especially the professionals who answered the question more broadly pointed out that
parents need to understand that a good test result does not mean a healthy child and
thus does not provide assurance (28) (Quote 26).

Quantitative analysis

Based on our quantitative analysis, Providing information and Free choice are the most
important themes regarding the mechanisms. Parents making their own choicesis the
most important theme within the outcome of good prenatal counseling (table 6.2).
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DISCUSSION

The aim of this study was to gain insight into maternity care professionals’ views on
good counseling for prenatal screening and to understand better the mechanisms
explaining professionals’ focus on providing information and offering screening options
rather than decision-making support.

Providing information, free choice and parents making their own choice are important
themes within professionals’ views on good counseling. The non-directive character
of counseling for prenatal screening is dominant in the discourse of professionals on
this topic. Even though data was collected using a questionnaire, our data shows that
counseling for prenatal screening gives rise to emotional responses. Professionals used
capital letters and exclamation marks to emphasise their answers.

Looking at the themes regarding the context of counseling for prenatal screening, time
is amore often mentioned element, specifically scheduling enough time for counseling
and decision-making after counseling. Prenatal screening in the Netherlands is
surrounded by awareness of the social and ethical ramifications of counseling™232,
From this perspective, it is explicable that ethical sensitivity is a theme, especially when
we consider that research shows some clients perceive social pressure to decide in
a certain way®. Some professionals seem to feel responsible for guarding social and
ethical consciousness. These professionals acted according to their own values.
They incorporate the ethical principle of ‘do no harm’ into their counseling for prenatal
screening by, for example, explicitly watching for the right not to know?. This group of
professionals seems more aware of the importance of actively interacting with parents
during decision-making.

When looking at themes within mechanisms through the lens of autonomy-supportive
counseling, not all interactions to meet clients’ basic psychological needs are
mentioned as elements of good counseling (Figure 4). Clients’ need for relatedness
is fulfilled within the theme, exploring the client’s values. The interactions within this
theme could facilitate clients’ feeling known and understood by their professional®.
Clients’ need for competence is fulfilled within the theme, providing information. In
phrases regarding information, professionals focus on providing information and
hardly on discussing the information as a core element of counseling. This is in line
with other studies’. To fully meet clients’ need for competence, clients should know
and understand the information and the meaning of this information for their personal
situation® To be effective, clients must be informed and actively discuss information
about prenatal screening with their professionals. To do so, professionals can use
interactions such as asking the clients to repeat the information provided to them?.
Clients’ need for autonomy is met within the themes, free choice, exploring the impact
of the test results for the parents and guiding. Professionals seem to focus on free
choice to fulfil clients’ need for autonomy. However, to be able to make a choice, clients
also need structure®. Some phrases mentioned within the theme guiding could offer
structure and help parents make a choice. Especially the elements within the theme
exploring the impact of the test results on the parents could facilitate parents to make

182



MATERNITY CARE PROFESSIONALS’ VIEWS ON GOOD COUNSELING

an autonomous choice. In general, the non-directive attitude of the professionals on
the content and process of the counseling for prenatal screening complicates the
fulfilment of clients’ psychological needs and, thereby, clients’ autonomous decision-
making'®.

The themes regarding the outcomes of counseling for prenatal screening showed
professionals feel responsible for creating a climate wherein parents can make their
own choices.

Our findings show some indications that could explain professionals’ non-directive
attitudes. Professionals seem to believe a non-directive attitude on content and
process is required. Although professionals need to be non-directive regarding the
outcome of the decision, they need to be directive in leading the decision-making
process®%. Professionals’ non-directive attitude is in line with earlier research™.
Martin et al. (2015)% showed that less than a quarter of midwives find actively exploring
parents’ values part of counseling for prenatal screening.

Strengths and limitations
This study’s strengths include a large research team with broad expertise and the use
of atheoretical framework.

Alimitation of this study is the data collection through an open-ended survey question.
Although this enables us to include a large group of professionals involved in counseling
for prenatal screening, it limits the depth of the answers. For further research, we
suggest an in-depth look at the aspects contributing to the non-directive attitude
and discourse on counseling for prenatal screening.

This study examined the core elements of prenatal counseling reported by
professionals. Healthcare professionals tend to overestimate the extent to which they
provide decision-making support®. This could mean that the mentioned core elements
in real practice are aless explicit part of counseling for prenatal screening

CONCLUSION

Maternity care professionals consider providing information and parents’ making their
own free choice as important themes within good counseling for prenatal screening.
Their view about parents’ making their own free choice of whether to opt for prenatal
screening or not is reflected in their non-directive attitude before and during the
decision-making process, which complicates clients 'more autonomous decision-
making. We suggest explicitly paying attention to the aspect of directiveness in helping
parents during their decision-making process.
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CHAPTER 7

INTRODUCTION

Maternity care has transitioned to person-centred maternity care, in which shared
decision-making, emotional support, respect, and informed consent are core elements.
Maternity care professionals and patients work together to achieve optimal care, and
to do so, patients need to be actively engaged in consultations and supported to make
their own choices. This places additional demands on the competencies of maternity
care professionals. They often provide information to guide their patients’ decision-
making rather than actively stimulating patient participation and decision-support. In
addition, a group of patients perceive a lack of autonomy and respect, predominantly
through a lack of communication and choice’.

This thesis aims to unravel the interaction and decision-making during prenatal
consultations in daily practice and offer recommendations for professionals and
teachers on optimizing autonomy-supportive interaction and decision-making during
prenatal consultations.

This thesis also contributes to the research on Self-determination Theory (SDT) in
healthcare. To our knowledge, this is the first research project to examine maternity
care consultations through the lens of SDT.

We started our research with a realist review to provide a theoretical framework for
the concept of autonomy-supportive consultation. Next, we adapted and validated an
observation tool. Thereafter, we performed an observational study in daily practice to
unravel the interactions and decision-making in prenatal consultations quantitatively
as well as qualitatively. Finally, we performed a qualitative study on maternity care
professionals’ views on good counseling to get animpression of the core elements of
decision-making support from the perspective of maternity care professionals.

This chapter includes:

An overview of the main findings of our respective studies

Integration and critical analysis of our findings

The practical implications of our findings for autonomy-supportive consultation,
specifically in the context of maternity care.

Strengths and limitations of this thesis and

Recommendations for future research

Conclusions
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Table 7.1: Overview of the main findings of this thesis

Objective

Atheory-based model
forautonomy-supportive
consultation (ASC)

Main finding

Fulfilling the three basic psychological needs through
autonomy-supportive consultation facilitated more
autonomous motivation, which supported more
autonomous forms of self-regulation, enabling patients
to make their own choices regarding their health

Chapter

Adaptation and validation of
the encoding of observations
using CONSUL-MCC: A self-
determination theory-based
tool to observe consultations
in maternity care

We were able to adapt COUNSEL-CCE to the
context of maternity care successfully.

The results of psychometric testing as well as the
qualitative assessment, indicated good construct validity.

Qualitative interaction
analysis of prenatal
consultation

Eight interactional mechanisms were identified, which were

categorised into the following three overarching themes.
‘Lightheartedness’ Works through two interactional

mechanisms: the use of mitigating language and humour.
‘Orientation to agreement” The professional and

the patient seem to be oriented towards demonstrating

agreement and understanding by frequently using

the word 'yes', vague words and interruptions.

« 'Offeringinformation and options” Professionals

give information and options. They reduce interaction

with the patientand give detailed and standardised

informationwhile they keep offering options.

Quantify the frequency

in which maternity care
professionals use autonomy-
supportive and autonomy-
thwarting interactions

in daily practice.

Ingeneral, the professionals’ interactions are based on a
small repertoire.
+ We found that professionals regularly
use autonomy-supportive interactions and
sometimes use structuring interactions.
+ Theyrarely use controlling interactions
and hardly ever use chaotic interactions.
Within the factor ‘autonomy support’,
professionals more frequently use an attuning
approachthan a participatory approach.
+  Withinthe factor 'structure’, professionals more
frequently use a clarifying approachthan a guiding approach.

Insight into maternity
care professionals’ views
on ‘good’ counseling.

The themes of ‘good’ counseling for prenatal
anomaly screening according to professionals
Regarding the context of good counseling: Time,
Counselors’ competence, and Ethical sensitivity.
- Withinthe interactions between patients and
professionals during the process of good counseling:
Exploring the values of the parents Providing
information, Free choice, Exploring the impact of
the test results on the parents, and Guiding
Regarding the outcome of good counseling:
Parents making their own choice, the right choice
and no assurance of getting a healthy baby.
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INTEGRATION AND CRITICAL ANALYSIS OF OUR FINDINGS

The integrated findings from all the studies in this thesis are presented using the
context-mechanism-outcomes framework of autonomy-supportive consultation (ASC),
whichis based on therealist review framework (Figure 7). First, we describe the findings
regarding the context of ASC. Next, we describe the core findings of our research, the
mechanisms, specifically the interactions between the maternity care professionals
and the patient during the consultation. Finally, we describe the findings regarding the
outcomes of ASC.

Autonomy-SupportiveConsultation
Context of the Autonomy- Supportive consultation }

O ing during the At supportive

X@IU0D

Basic psychological needs- Main psychological need Relatedness

supportive interactions

suonoeseIU|
SWSIUBYIBI

" Before decision-making During decision-making After decision-making

Main psychological needs Autonomy & Competence

Outcome of the Autonomy supportive consultation }-

Figure 7.1. The context-mechanism-outcomes of autonomy-supportive consultation

awo0IN0

Context of autonomy-supportive consultations

The aspects mentioned under this heading are not part of the professional-patient
interaction during prenatal consultations but could affect this interaction. In our
realist review, we found contextual aspects at the patient, healthcare professional
and organisational levels.

«  Thepatient can be limited by their physical condition, knowledge or psychological
capacity. The support of important others could foster a patient’s autonomy.

- The overarching contextual healthcare professional factor was competence,
whereby attitude appeared to be the mostimportant aspect. Arigid daily routine
can be a contextual barrier to autonomy support.

- Autonomy support as an overall organisational strategy for good care can be
stimulating (Chapter 2).

These findings largely align with the themes we found in our qualitative research into
maternity care professionals’ views on good counseling. Professionals mentioned
that having enough time was a prerequisite for good counseling. They pointed out the
importance of scheduling enough time for counseling and planning the counseling
so that there is enough time for the parents to consider and make their decisions.
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Counselors’ competence was also reported as an important condition for good
counseling whereby the professionals focused on knowledge and communication skills.
The third theme, having ethical sensitivity, was specific to the context of counseling
for prenatal screening (Chapter 6).

In other studies on decision-making support, scheduling sufficient time has also been
mentioned as a challenging aspect?. Nowadays, maternity care professionals are
facilitated by extra payment for the time needed for counseling for prenatal screening.
Still, itis challenging for them to schedule enough time; maybe it is not the time itself
but their routines that make it challenging to schedule enough time. Our realist
review explicitly mentioned rigid routines as a contextual barrier to realize autonomy-
supportive consultation. In general, routines are stable and not easy to change?®.

Within the theme of competence, maternity care professionals’ focus on their
competence in knowledge and skills could be partly explained by the history of
mandatory training for counseling for prenatal training, which pays great attention to
knowledge and, later on, also to communication skills.

Mechanisms: the interactions of maternity care professionals

during consultation

To study the interactions of maternity care professionals during consultations, we first
adapted COUNSEL-CCE, an SDT-based observation tool for use in the context of chronic
care, to the context of maternity care to observe the specific basic psychological need-
supportive and basic psychological need-thwarting interactions. All indicators of the
original tool remained relevant. Four items were rephrased, one indicator was added,
Encourages to think about a possible approach with important kin', and all examples
were adapted to maternity care. Psychometric testing indicated good construct
validity. However, the characteristics of the data complicated further psychometric
testing. Need-thwarting and some need-supportive interactions were hardly observed.
Thereby, some of the need-supportive interactions were observed at the same
frequency, whichresultedin alack of variance in the scores. We considered changing
our 5-point Likert scale to a 3-point Likert scale, but this would reduce the specific
information of our observations without adequately addressing our problems. We think
that atripartite observation tool which measured need-supportive interactions (need
satisfaction), need-thwarting interactions (need frustration) and need-unfulfillment
interactions (need dissatisfaction), could have been more useful, but in the absence of
solid empirical support for a three-stages model, we could not have justified the use of
such a measurement“S. However, the studies on the third need made us aware of the
meaning and the effect on the interaction of the unobserved interactions*®.

Regardless of the difficulties with psychometric testing, Coding and Observing Need-
Supportive Consultationin Maternity Care Consultations (CONSUL-MCC) is a useful tool
for structuring the observation of the need-supportive or need-thwarting interactions
during maternity care consultations. The tool can be used for research butis also useful
in the context of education. For this context, the tool can be extended with narrative
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feedback and focus on specific aspects to reduce the number of interactions to be
observed (Appendix).

Overarching autonomy-supportive interactions

Based on our realist review, relationship building is the most important overarching
aspect of ASC. This means knowing the patient’s medical history, concerns,
expectations, beliefs, and life aspirations (Chapter 2). Our observational studies found
that maternity care professionals build and protect their relationships in daily practice
by minimising language, and humour and focusing on agreement. The effect of these
interactions could be that relationships become somewhat superficial (Chapter 4). The
overall healthcare climate during prenatal consultations was warm and friendly. Our
guantitative study showed that professionals most frequently use interactions that
'give room to the patient’ to build and protect their relationships (Chapter 5).

Professionals use a small repertoire of interactions that support patients’ basic
psychological needs to create an autonomy-supportive healthcare climate. Because
of this, patients’ basic psychological needs are only partly satisfied. This could ensure
patients perceive the interaction during consultations as neglecting to their basic
psychological needs, which could negatively affect the patients’ engagement in
consultations (Chapter 5). In the literature on autonomy support, thisis called a laissez-
faire (permissive) interaction style®.

Inour realist review, we found that controlling language and impatience are overarching
aspects that could undermine patients’ autonomy (Chapter 2). Maternity care
professionals hardly use interactions that thwart patients’ basic psychological needs
and, thereby, their autonomy.

Before decision-making

Based onourrealistreview, meeting patients’ basic psychological needs for competence
and autonomy is important in the phase before decision-making. Professionals could
fulfil patients’ need for competence by facilitating their knowledge-building and
understanding of their situation. Providing information is important, but according to
our realist review, sharing professional knowledge, suggestions, and information about
potential barriers is also important. Patients’ basic psychological need for autonomy
can be met by exploring what patients need (Chapter 2). In our observational studies,
we found that maternity care professionals fulfil patients’ need for competence mainly
by providing information. (Chapters 4 & 5). When exploring patients’' needs, maternity
care professionals seem to focus on agreement, which could lead to less in-depth
discussions (Chapter 4). They use more interactions to attune to the patient than
interactions to invite the patient to participate actively in the consultation (Chapter
5). The focus on providing information we found in our observational studies is aligned
with maternity care professionals’ views on good counseling. In our qualitative research,
providing information was the most frequently mentioned aspect of good counseling
(Chapter 6). This survey was specifically about good counseling for prenatal screening.
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Our research project was about interaction and decision-making in general during
prenatal consultations. However, we assume that maternity care professionals’
views on good counseling for prenatal screening also influence their views on good
counseling in general.

During decision-making

In our realist review we found that exploring options and facilitating free choice are
important aspects of the decision-making phase. Limiting or pseudo-choice hinders
patients’ need for autonomy (Chapter 2). In the observational studies, we found that
maternity care professionals tend to keep all options open for their patients (Chapter
4). They use more interactions to clarify the options for patients than interactions to
guide their patients’ decision-making process (Chapter 5). We also found that maternity
care professionals use interactions that reduce the impact of decisions. Their focus
on agreement could lead to decisions being made too quickly and easily (Chapter 4).
Professionals facilitate free choice mainly by using interactions that give room to the
patient (Chapter 5).

After decision-making

According to our realist review, respect without judgment is important for fulfilling
patients’ need for autonomy after the decision is made. Professionals need to be
aware that patients’ preferences may change over time due to changing circumstances
(Chapter 2).

The consultations included in our observation studies discussed a wide range of
issues, and various decisions were made. In almost every consultation, there were high-
stakes and low-stakes decisions to be made. Although decision-making processes in
maternity care are mainly seen as shared decision-making, often, there are no two or
more equivalent options. Where there are no equivalents, professionals may prefer the
option that has scientific evidence to benefit the patient in their advice’™. For example,
the impact of the decision to participate or not in the whooping cough (pertussis)
immunisation program or decisions regarding healthy behaviours, such as smoking
cessation or infant feeding. In all decision-making processes, professionals tend to act
inthe same way, being non-directive about the process and outcome of the decision-
making process. As shown in the example below on whooping cough immunisation in
pregnancy, the professionalis being non-directive, although there is scientific evidence
of the benefit for the child (Chapter 4)

Example: Whooping cough vaccination during pregnancy
Maternity care professional: “We know it's safe, and that's why it's our job to give you
information about it. Again, itis always your choice so you can decide for yourself what

you would like to do with this just know that | have to provide that information. It's in
here so think about it you can just do it from now on.”
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Outcome of autonomy-supportive consultations

Based on our realist review, patients who perceive autonomy support are more actively
involved, with higher levels of well-being, decision satisfaction, and compliance for
treatment or behavioural change (Chapter 2). According to our qualitative inquiry on
maternity care professionals’ views on good counseling, maternity care professionals
find it important that patients make well-considered, informed choices (Chapter 6).

Our quantitative observational study also examined the healthcare climate as perceived
by patients. Patients perceived the healthcare climate during prenatal consultations
to be autonomy-supportive, although 44% of the patients perceived “dealing with
emotions” as not applicable to the healthcare climate. Studies on patients’ perceptions
of prenatal care show that patients are more positive during pregnancy than after
birth™. Our study measured the perceived healthcare climate immediately after the
consultation, which could have influenced the results. The patient had very little time
to refiect on their experience.

Overall, maternity care professionals create a warm, friendly healthcare climate during
prenatal consultations. They provide information and offer patients the space to
participate in their consultations and make their own choices. They seem to find it
difficult to discuss issues more in-depth and intend to avoid discomfort and difficulties
in their consultations.

IMPLICATIONS OF THE MAIN FINDINGS FOR
AUTONOMY-SUPPORTIVE PRENATAL CONSULTATIONS

During prenatal consultations, an increasing number of issues need to be discussed,
and decisions need to be made regarding maternity care, healthy behaviours, and
parenthood®™. ASC supports maternity care professionals in helping their patients
during these decision-making processes and facilitates person-centred maternity care.
ASC s also useful in maternity care to motivate patients to make healthier decisions™.
ASC is aninteraction style whereby professionals meet patients’ basic psychological
needs. This facilitates patients’ self-regulated behaviour and thereby allows them to
make choices regarding their health'™ (Figure 7.2).
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Autonomy-Supportive Consultation

Satisfaction of the basic needs:

Autonomy
Competence
Relatedness

Autonomous motivation

Autonomous Self -regulation

Self-regulated behaviour

|

Making their own choices regarding their health

Figure 7.2. Model of Autonomy Supportive Consultation based on Ng et al., 2021%.

Our findings show that some aspects of ASC have already been implemented in
maternity care, which underlines the fact that ASC is useful in this context. However,
there isroom for improvement. Optimizing the interaction and support of patients’ more
autonomous decision-making during prenatal consultations could positively affect
patients’ well-being and experiences during pregnancy, birth, and their transition
to parenthood™'™® This is especially relevant for patients who nowadays perceive
a lack of autonomy and respect’™. Although not all maternity care professionals find
motivating parents to make a healthy start to their parenthood part of regular prenatal
care, evidence shows that pregnancy is an important period in which people have
higher compliance for behavioural change?°.
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Implications for maternity care professionals

Maternity care professionals could optimize their ASC by using a wider variety of
autonomy and competence-supportive interactions (Chapter 5). However, optimizing
need-supportive interaction requires multiple approaches, with quality rather than
quantity of support being the mostimportant?'22, Also, given the rising complexity, we
suppose a more fundamental revision of prenatal consultations is needed. Not all the
elements we suggest are new; some already exist but seem to have been neglected.
According to the model of autonomy-supportive consultation (Figure 2), the elements
to optimize ASC are ordered along the three basic psychological needs: autonomy,
competence and relatedness.

Fostering patients’ Autonomy

In order to be self-regulated and make their own choices regarding their health,
patients need to feel autonomous; they need to feel that they have choice and
volition?. Healthcare professionals can support their patients’ autonomy, creating an
environment where they can act according to their values. To do so, it is important
that they offer the patient as much choice as possible and desirable and help them
actively explore their values, norms, goals, and expectations?4252_In this process, the
organisational constraints need to be discussed; otherwise, patients may make choices
based on unrealistic expectations?. An example in the context of maternity care is the
time it would take for an epidural to become available. This could be done through an
individual consultation, but additionally, group activities are also helpful for this goal. A
reason for using group activities is the importance of support fromimportant others,
such as peers256,28:29p815.30 Another way to incorporate the input of important others
into the decision-making process could be to use videos with stories of “patients like
me”. Inthe context of maternity care in the Netherlands, these videos are available via
the Childbirth Network: zwangerverhalen (pregnancy stories) (Ervaringsverhalen—
Childbirth Network). Special attention in this perspective must be given to the partner;
their autonomy supportincreases patients’ autonomous motivation and, thereby, their
self-regulated behaviour®®3'. Patients need the help of their healthcare professionals,
but professionals differ in how they offer support. In a recent debate in a Dutch
newspaper, Professor Smulders, working as aninternist, proposed that many, especially
young healthcare professionals, put their patients in a lonely position with too much
responsibility®2. After receiving all the information, professionals expect patients to
make their own autonomous choices. Our findings showed that also maternity care
professionals tend to offer a lot of room to the patient, but less support. Also, in other
contexts, autonomy without guidance has been reported to be laissez-faire®*. During
the implementation of shared decision-making, there was a strong movement from
paternalismto facilitating patients’ autonomy?4. Especially in maternity care, where the
implementation of shared decision-making developed parallel to the implementation
of prenatal anomaly screening, a topic which needs a non-directive attitude of
professionals toward patients’ choices®. Based on our findings, we think that it is
important that professionals optimize their balance between facilitating free choice
and helping patients by providing professional advice based on patients’ norms, values,
goals, expectations and personal situations®. To be able to give professional advice,
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professionals need to really know and understand their patients®® 3" 3%, The optimal
balance depends on the specific circumstances of that particular patient?” 0. 36. 39
40 To find the optimal balance, professionals need to explore how much autonomy a
patient prefers and how much support patients receive fromimportant others. It might
be helpful to encourage the patient to actively involve important others, especially
the partner, in the decision-making process. Professional advice fits in an autonomy
supportive consultation when the professional does not expect the patient to always
act in accordance with the professional advice“"“2. If patients decide not to change
their behaviour or to choose an option other than the one recommended, thisrefiects
aninformed individual choice, and this decision should be respected?279¢.

Building patients’ Competence

For patients to be autonomously involved in decision-making during prenatal
consultation, they need to feel competent?. They need to be well-informed and
understand the information and its implications for their personal situation. To
optimize this knowledge-building, maternity care professionals could use theories
and models from the context of education. Research shows that people need to be
actively involved in learning to optimize their knowledge-building*®. Active learning is
atermused for pedagogies focusing on people’s engagement in the learning process
rather than the transmission of information®. In the time the learner and the teacher
are together, the focus is on applying knowledge, analysing and evaluating instead of
providing information*. Translating this model to prenatal consultations means that
patients could prepare themselves at home with information leaflets, information
on the recommended websites or information videos. During the consultation, the
understanding of the information is checked and confirmed, and the implications of
this information for the personal situation are explored. In the current times, checking
the knowledge concepts that patients build-up is particularly important because of the
amount of incorrect information available, especially on social media“s. Thisrequires a
different attitude on the part of professionals, comparable to the changes that teachers
have had to make in the last decade. In teaching, there was the transition fromteacher-
centeredness, in which teachers transmit expert knowledge to students, to a climate
in which teachers facilitate learners to learn and stimulate students to be engaged
in deep learning activities®®. In fact, healthcare professionals had to become health
educators. They need to use a patient-centred approach in which the construction
of knowledge and patients’ understanding of their personal situation are the main
goals*’P?5 To support the patient, professionals could use scaffolding. This systematic
approach supports a person in performing a task, e.g. understanding their personal
situation, which is beyond their capacity without this support*’ 2%, In maternity care,
scaffolding could be done by helping the patient with professional knowledge and
offering structure. Within an autonomy-supportive context, offering structure is an
effective way to help people improve their competence®.

Next to the individual way of optimizing patients’ knowledge-building, group activities

could be used to make patients feel competent. These group activities complement
individual prenatal care consultations and are accessible to all patients. Small groups
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of patients of the same gestational age work together to build their knowledge and
understanding“r4*. Beyond other benefits, which are explained within the context of
the need for autonomy and relatedness, this collaborative learning facilitates multi-
perspective learning in arich social context“®r243 Patients who do not attend prenatal
classes could particularly benefit from these group activities“.

In our observational studies, patients’ concepts were not discussed in depth (Chapter
4). Other studies have reported that it is more difficult to change this knowledge once
patients have formed their concepts. Patients seem to prefer information that confirms
their choice when they have already decided. This makes it difficult for patients to
integrate information that contradicts their beliefs and values®. They suggest starting
patient education early in the process.

Relatedness

The interaction between professionals and patients to fully meet the patient's need for
competence and autonomy places great demands on the relationship between them.
Therefore, itis also important to meet the third basic psychological need, relatedness.
Patients need to feel connected?. This is why maternity care professionals work hard
to create a warm, comfortable, and friendly climate during prenatal consultations. The
healthcare climate maternity care professionals seek to create during consultations
could be described as a safe space, implying that discomfort and difficulties do not enter
that space®®. The term safe space finds its origins in education, particularly in education
on topics related to diversity. Arao and Clemens (2013)%' state that pretending you can
Create a safe space that promises to protect and exempt people from difficulties is
misleading and counterproductive. People need these difficulties in order to learn and
understand. Arao and Clemensintroduced the term ‘brave space’. Ina brave space, there
isarisk of having a painful or difficult experience. However, in a brave space people know
that they are cared for, their difficulties are acknowledged, and they feel supported®'.
Inthe context of prenatal consultations, discussing some issues may be experienced
by patients as painful or difficult. For instance, thinking about the possibility that the
child might not be healthy or realising that the preferred care is not always available
or that the preferred care, based on the guidelines, is scientifically not optimal for
the mother or child, e.g. formula milk. Prenatal consultations in a brave healthcare
climate include allowing controversy, respecting all perspectives, acknowledging the
impact and intentions and questioning for clarification®. Recognizing that prenatal
consultations need a brave healthcare climate rather than a safe healthcare climate,
could help professionals create a context in which issues can be discussed in-depth
while maintaining patient-professional relatedness.

Implications for education

Research shows that healthcare professionals can be trained to support the autonomy
of others®2 %3, The largest training effect is found in inexperienced professionals®.
This means that it is important to train future professionals in autonomy-supportive
consultation during their initial training. Training is most effective when the basic
psychological needs of the learners are met, for example, by using non-controlling
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language and offering choices®2. This is also very important when training experienced
professionals through continuous professional development. Experiencing
psychological need satisfaction is associated with positive changes in effectiveness
and beliefs in autonomy-support, structure and intentions to apply autonomy-
supportive interactions®. Skill-based training is more effective than knowledge-based
training. To be effective, training also needs to have a follow-up activity, such as follow-
up group meetings®2. Finally, itisimportant to take pre-training beliefs, expectations and
values into account. For that reason, it might be worthwhile to explain why controlling
and laissez-faire (permissive) interaction styles are less effective than autonomy-
supportive styles®2.

STRENGTHS AND LIMITATIONS

A strength of this thesis is the combination of qualitative and quantitative methods
used to gain a deeper insight into ASC in maternity care. This included measuring the
patients’ perceptions of the healthcare climate, although the thesis's perspective was
ontheinteractions of maternity care professionals. The use of a theoretical framework
and having a broad interdisciplinary research team are other strengths of this thesis.
The data being collected through actual observation of prenatal consultation in daily
practice in maternity care is also a strength.

Several limitations of our studies are related to our sample. We did not explicitly include
patients from minority groups, resulting in an underrepresentation of patients with
lower levels of education and different cultural or ethnic backgrounds. In addition, our
study was performed in a high-income country, which should be taken into account
when applying our findings to maternity care in a different context. Furthermore, our
observations were mainly done during the Corona pandemic, so most of the time,
partners were not allowed to attend consultations.

The professionals were aware that they were being observed, which may have
influenced their interactional practices. This limitation is inherent in observing
interactions. They may have performed at their best, which needs to be taken into
account while interpreting the findings.

Our analysis was limited to spoken interactions because we used audiotapes rather
than video recordings. This deliberate choice allowed us to include a relatively diverse
andlarge population of professionals and patients and to include the interactions during
the whole consultation, including those that took place during a physical examination
and the performance of an ultrasound.

Another limitation is that we only know how professionals interact, we do not know why
they interact in a certain way. In our fifth study, we tried to find some clues by looking
atthe core element of counseling for prenatal screening according to maternity care
professionals.
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Although measuring patients’ perceptions directly after the consultation contributed to
our 100% responses, patients had very little time to refiect on the consultation, which
may have affected our results.

SUGGESTIONS FOR FURTHER RESEARCH

The recommendations for improvement in this thesis are based on our findings and
build on existing literature. Action research with maternity care professionals, patients,
and their partners would be useful to develop new models of prenatal care. Inclusion
should be an explicit point of interest in this research, as some groups do not receive
the maternity care they need®. Itis necessary to develop a maternity care system that
provides optimal care for all.

In this thesis, the perceived healthcare climate is used as an outcome measure for
autonomy-supportive consultationin maternity care. Animportantreason for examining
the interactions and decision-making during prenatal consultations was that patients
experienced forms of disrespect during pregnancy, labour, and birth. This perceived
disrespect was predominantly related to a lack of communication or a lack of choice. Itis
therefore important to design a follow-up study on autonomy-supportive consultation
that focuses on perceived communication, choice, and respect as outcome measures.

Understanding why maternity care professionals use certain interactions and avoid
others would be usefulin helping them optimize their autonomy-supportive interactions
and improve their education. We therefore suggest further research to explore this
phenomenon in more detail.

CONCLUSIONS

Itis time for professionals to take the next step in providing person-centred care, where
patients are actively involved and empowered to make their own choices regarding their
health. To do this, they need to find the right balance between providing personalised
professional advice and offering room to patients to make autonomous choices.
This places high demands on the interaction between professional and patient, so
professionals need to create a healthcare climate in which difficult and sometimes
even painful issues can be discussed while, at the same time, patients feel respected
and supported. ASC could help professionals to achieve this goal. This thesis has laid a
foundation for developing training to facilitate maternity care and take this next step.
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CHAPTER 8

This thesis aims to unravel the interaction and decision-making support by maternity
care professionals, midwives and obstetricians, during prenatal consultations in daily
practice and offer professionals and teachers recommendations on optimizing the
interaction and decision-making support during prenatal consultations.

This thesis also contributes to the research on Self Determination Theory (SDT) in
healthcare. To our knowledge, this is pioneering research to examine maternity care
consultations from the perspective of SDT, thereby enriching the existing body of
knowledge in this field.

CHAPTER1

The introduction provides a rationale for the research conducted. Every year, more
than 300,000 people become parents in the Netherlands. For most of them, it is a life-
changing but nice event. However, some of them are disappointed in maternity care
and in themselves. They have frequently perceived a lack of autonomy and respect
during pregnancy, labour and birth, predominantly related to a lack of communication
or alack of choice. Prior research underscores the urgent need for patients to actively
engage in consultations to empower them to make health-related decisions. This
places additional demands on the competencies of maternity care professionals. While
there is a focus on person-centred care and decision-making in training and continuing
professional education, professionals struggle with the task of supporting patientsin
decision-making. They often lean towards providing information to guide their patients’
decision-making rather than actively stimulating patient participation and decision
support. This PhD research aims to address this knowledge gap by unravelling the
interaction and decision-making daily practice and offering recommendations on how
professionals could optimize their interaction and decision-making support, particularly
in maternity care. Optimizing the interaction and decision-making during prenatal
consultations could positively affect not only the experiences during pregnancy but
also during labour and birth.

Also the context for the research, maternity care in the Netherlands, is outlined, and
the main concepts related to prenatal consultation are introduced. The amount of
decision-making during prenatal consultation in high-income countries has increased
in the past decades. Next to the physical examination, it includes a number of issues
regarding care and lifestyle that need to be discussed and decisions that need to be
made. Also, the interaction between maternity care professionals and patients has
changed. Person-centred care has been introduced, including shared decision-making
in which patients and professionals decide on the best care together. Decisions in
the context of prenatal consultations could concern medical interventions, preferred
care, or lifestyle changes. Finally, the context of prenatal consultations has become
more complex; in the Netherlands, more than half of the patients are referred during
pregnancy, labour or birth.
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Next, the theoretical framework of autonomy-supportive consultation (ASC) is
introduced. ASC is based on SDT, a motivation theory that postulates that people
become more autonomously motivated when their basic psychological needs,
autonomy, competence, and relatedness are satisfied. Autonomy-supportive
consultationis a basic psychological need-supportive interaction style that facilitates
more autonomous forms of motivation and, thereby, more self-regulated behaviour in
patients, which enables them to make their own choices regarding their health.

Thus, the broad research question of this thesis was: “How can maternity care
professionals optimize their interaction so that patients are more autonomously
motivated and self-regulated and able to make their own choices regarding their
health?”.

CHAPTER 2

This chapter describes our realist review (based on context-mechanism-outcomes), in
which we aimed to gain insight into contextual factors and mechanisms supporting or
hindering autonomy-supportive consultation and the outcomes of such consultations.
Atotal of 2792 articles were screened: 127 full-text articles were assessed for eligibility,
of which 18 were included.

The contextual factors identified in our review were classified at patient, healthcare
professional and organisational levels. The patient can be limited by their physical
condition, knowledge or psychological capacity. The support of important others could
foster a patient’s autonomy. The overarching contextual healthcare professional factor
was competence, which comprised knowledge, skills, and attitude, whereby attitude
appeared to be the mostimportant aspect. Arigid daily routine can be an organisational
barrier to autonomy support. Autonomy support, as an overall organisational strategy
for good care, can be stimulating.

The mechanisms we found that support or hinder patients’ autonomy in relation to
decision-making in consultation were ordered by overarching, before, during and after
decision-making.

Overarching supporting mechanisms are relationship-building, using respectful
language and taking time.

Overarching hindering mechanisms are using controlling language and impatience.

Mechanisms supporting autonomy before decision-making are exploring patients’
needs, offering advice and facilitating patients' knowledge.

During decision-making, exploring options and facilitating free choice could support
autonomy, while limiting patient choice could hinder patients’ autonomy.
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After decision-making, following up on patients’ processes could support patients’
autonomy, while judgment and the inability to accept patients’ choices could hinder
patients’ autonomy.

As an outcome of autonomy-supportive consultation, we found higher decision
satisfaction and compliance for treatment or behaviour change.

Therealist review shows that fulfilling the three basic psychological needs autonomy,
competence and relatedness, through autonomy-supportive consultation facilitates
more autonomous motivation, which supports more autonomous forms of self-
regulation, enabling patients to make their own choices regarding their health. Because
of the importance of our findings for facilitating patients’ choices, we propose an
integrated model of shared decision-making with the underlying mechanisms found
in our review and the theoretical foundation of SDT.

CHAPTER 3

This chapter reports the adaptation and validation of the encoding of observations
using Coding and Observing Need-Supportive Consultation in Maternity Care
Consultations (CONSUL-MCC): An SDT-based tool to observe consultations in maternity
care. To facilitate structured observations in maternity care in daily practice, Coding
and Observing Need-Supportive Counseling in Chronic Care Encounters (COUNSEL-
CCE), developed for use in chronic care, was adapted to the context of maternity care
and validated the encoding of observations in maternity care. This process contributes
to enhancing the knowledge of the extent to which indicators of need-supportive or
need-thwarting interactions are generic across different healthcare contexts and to
the development of a universal tool for encoding autonomy-supportive consultation
in practice. The experts and the patient representative indicated that all indicators
used in the original tool were also relevant for use in maternity care. Four descriptions
were rephrased to improve clarity, and one indicator: “stimulating patients to organise
the support of next of kin”, was added. All examples were replaced by examples of the
context of maternity care.

The final version of the CONSUL-MCC was tested psychometrically in a sample of the
target population. The sample consisted of 104 consultations of 23 different maternity
care professionals. The 104 consultations were divided into 453 units of five minutes of
audiotaped interaction. The results of psychometric testing indicated good construct
validity. However, the data characteristics made itimpossible to confirm the presumed
factor structure and perform an accurate intraclass correlation. Although our sample
consisted of 453 units, some of the indicators were either never observed or only a
few times. These indicators were specifically related to need-thwarting interactions.
Other indicators were mostly observed in the same frequency, which resulted in only
asmall variance.
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It proved possible to adapt COUNSEL-CCE to the context of maternity care. Based on
the results of our research, we assume that it is also possible to apply the COUNSEL-
CCE to other care domains. To do so, it is necessary to adapt the descriptions of the
indicators and the examples for each domain. Based on our research and the literature,
it seems that the four factors, the eight subfactors and their underlying indicators
are universally applicable to all healthcare domains. However, the appearance of the
indicators can differ depending on the context.

The resulting CONSUL-MCC is useful for gaining insights into professionals’ autonomy-
supportive consultation. The tool could be helpful in collecting detailed feedback
on the difficulties that interns or professionals experience in autonomy-supportive
consultation in daily practice. For researchers, need-thwarting interactions are
especially important in improving their knowledge of how interactions could hinder
patients’ self-regulated behaviour during consultation.

CHAPTER 4

The qualitative interaction analysis described in this chapter aimed to gain insightinto
the way professionals used mechanisms of ASC in prenatal consultation. A detailed
description of interactions between maternity care professionals and their patientsin
daily practice could help identify what is needed to optimize ASC in daily practice. This
study was part of alarger project for which data were collected during 101 consultations
conducted by 21 maternity care professionals. The consultations were observedinreal
time and audiotaped. The prenatal consultations occurred in an academic hospital,
a teaching hospital, 16 midwifery practices in urban and rural areas, and small and
large practices. Patients were not selected a priori. We selected 20 of the 101 prenatal
consultations for this current study because they contained fragments focused
on decision-making. The 20 consultations contained a total of 28 fragments about
decision-making.

Eight interactional mechanisms were identified, which were categorised into three
overarching themes: (a) ‘'Lightheartedness’, (b) ‘Orientation to agreement’, and
(c) ‘Offering information and options'.

‘Lightheartedness’ describes two interactional mechanisms: the use of mitigating
language and humour. ‘Orientation to agreement’ describes how the professional
and also the patient seem to be oriented towards demonstrating agreement and
understanding by frequently using the word 'yes, vague words and interruptions. The
last theme, ‘Offering information and options’, describes how professionals give
information and options. They reduced interaction with the patientand gave detailed
and standardised information while they kept offering options.

This study shows that in moments of decision-making, professionals use minimising
language and humour as mechanisms to fulfil the psychological need for relatedness’
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Further, our results show that professionals use only a few mechanisms to meet the
patients’ psychological needs for ‘competence’ and ‘autonomy’. Professionals mainly
use information giving to meet patients’ need for competence. The professionals keep
all options open to meet patients’ need for autonomy.

The results showed that it is possible to add minimising language and humour as
mechanisms to fulfil the psychological need relatedness to existing concepts and
models on ASC. Humour and minimising language are interaction mechanisms that
enable professionals to minimise patients’ discomfort or anxiety and to build or
protect the relationship. Also, the mechanisms described in the theme ‘Orientation to
agreement’ could positively affect the relationship between professional and patient.
However, these mechanisms also have the potential to threaten this relationship
because decisions could be made too easily without discussing the patient’s concerns
and expectations.

CHAPTER 5

This chapter presents a quantitative observation study during prenatal consultations
in maternity care using the CONSUL-MCC. The aim of this study was to quantify the
frequency with which maternity care professionals use basic psychological need-
supportive, more specific autonomy-supportive, and structuring interactions
and basic psychological need-thwarting, more specific controlling and chaotic
interactions in daily practice. In addition, we aimed to establish whether there is
an association between need-supportive and need-thwarting interactions and the
characteristics of patients and professionals and whether there is an association
between these interactions and the patient-perceived healthcare climate. In total,
104 consultations with 23 maternity care professionals were observed. The mean
consultation duration was 21 minutes (range 7 - 73 minutes), resulting in 453 five-minute
audio fragments. In total, 104 patients participated in this study.

In general, the professionals used interactions based on a small repertoire. We
found that professionals regularly use autonomy-supportive interactions, such as
‘leaves room to the patient to telf (2.34 (scale 0-4), SD=0.57), and they sometimes use
structuring interactions, such as ‘clarifies follow-up of patients’ goals (1.77, SD=0.55).
They rarely used controlling interactions (0.73, SD=0.46) and hardly ever used chaotic
interactions (0.09, SD=0.11).

The contributions of the sub-factors to each factor differ. Within the factor ‘autonomy
support’, professionals more frequently used an attuning approach (2.31, SD=0.58)
than a participatory approach (1.41, SD=0,80). Furthermore, within the factor 'structure’,
professionals more frequently used a clarifying approach (1.81, SD=0.59) than a guiding
approach (0.94, SD=0.55). There was a wide variation between the interaction items
belonging to the sub-factors (attuning, participative, guiding and clarifying). Interaction
items such as leaves room to the patient to tell’ (2.43, SD=0.57) were frequently
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observed. Other items were rarely observed, such as ‘summarises and requests
repetition’ (018, SD=0.24).

In general, patients perceived the healthcare climate during prenatal consultations
as positive. Their mean score on the 7-point Likert scale was above 6.28 for 14 of the 15
statements (6.29 - 6.95). Only statement 11, about the way maternity care professionals
deal with the patient’s emotions, scored lower (3.78).

The findings of our study show that maternity care professionals use interactions that
support their patients’ need for autonomy by offering room and choice. They also use
interactions that provide information to meet patients’ need for competence. Patients
were rarely stimulated to be actively engaged in the consultations. The effect of rarely
used interactions that stimulate active patient engagement could become stronger
because the unfulfillment of basic psychological needs can cause more passive patient
behaviour and disengagement.

CHAPTER 6

This chapter describes a qualitative inquiry, aiming to gain insight into maternity care
professionals’ views on ‘good’ counseling. Knowing their views might provide more
insight into the mechanisms explaining professionals’ focus on providing information
and offering screening options rather than decision-making support. The online
survey was part of the Trident study and was sent to 2813 maternity care professionals
registered as prenatal counselors.

A total of 1426 maternity care professionals participated in this current study. Their
answers to the open-ended question: ‘In your opinion, what constitutes ‘good’
counseling for prenatal anomaly screening? were coded and afterwards, we elaborated
onemerging overarching themes through the lens of autonomy-supportive counseling.
Lastly, we conducted a quantitative analysis of the qualitative data.

Themes regarding the context of good counseling were time, counsellors’ competence
and ethical sensitivity. Within the interactions between patients and professionals
during the process of good counseling, exploring the values of the parents was found
to be an overarching theme. Almost all professionals mentioned providing information
as a theme before the decision-making. Free choice, exploring the impact of the test
results on the parents, and guiding were found as themes in the interaction during the
decision-making process. Based on the professionals’ responses, themes regarding
the outcome of good counseling, parents making their own choice, the right choice,
and no assurance of getting a healthy baby were found as themes, with parents making
their own choice being the most named aspect.

Looking at themes within the interactions between patients and professionals during
the counseling process through the lens of autonomy-supportive counseling, not
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all professionals mention all interactions to meet patients’ three basic psychological
needs as elements of good counseling. Patients’ need for relatedness is fulfilled
within the theme, exploring the patient’s values. Patients’ need for competence is
fulfilled within the theme of providing information. In the words or phrases regarding
information, professionals focus on providing information and hardly on discussing the
information as a core element of counseling. Patients’ need for autonomy is met within
the themes of free choice, exploring the impact of the test results for the parents and
guiding. Professionals seem to focus on free choice to fulfil patients’ need for autonomy.

Professionals’ views about free choice and parents making their own choice of
whether to opt for prenatal screening or not are reflected in their non-directive
attitude before and during the decision-making process, which complicates patients’
more autonomous decision-making. Professionals need to offer structure to support
patients’ self-regulated behaviour, allowing them to make their own choices.

CHAPTER 7

This chapter contains a general discussion of this thesis, answering our broad
research question: How can maternity care professionals their interaction so that
patients are more autonomously motivated and self-regulated and able to make their
own choices regarding their health?”. The findings are presented according to the
context, mechanism, and outcome of autonomy-supportive consultation, whereby
the mechanism s at the heart of our research.

Maternity care professionals create a warm, friendly healthcare climate during
prenatal consultations. They provide information and offer patients the room to
participate in consultations and make their own choices. However, they seem to find
it difficult to discussissues in-depth, offer structure in order to facilitate the decision-
making process of the patient and intend to avoid discomfort and difficulties in their
consultations. This could hinder patients' more autonomous decision-making. Although
some parts of ASC have already been implemented in maternity care, there is room
to optimize autonomy support and thereby improve interaction and decision-making
during prenatal consultations.

The implications of our findings for maternity care professionals are described
according to the three basic psychological needs. To fulfil patients’ need for autonomy,
supporting patients in exploring their values, norms, expectations, fears, and wishes
is important. In addition, personalised support of the decision-making process
with professional advice is important. To fulfil patients’ need for competence, it is
particularly important to support the development of knowledge. Meeting the two
above-mentioned competencies places high demands on the relationship between
patient and professional; creating a brave space is needed. In a brave space, difficult
and sometimes even painful subjects can be discussed with the certainty that there
is always support and respect.
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The strengths of our thesis are the use of a theoretical framework and the combination
of quantitative and qualitative research to generate a deeper insight into ASC in
maternity care and the data collection through observation of prenatal consultation.
There are also some limitations. For example, we did not explicitly include patients from
minority groups, resulting in an underrepresentation of patients with lower levels of
education and other cultural or ethnic backgrounds. We also formulated suggestions
for future research, such as developing new models of prenatal care through action
research with maternity care professionals, patients, and their partners.

CONCLUSION

With this thesis, we have laid a foundation to develop training to facilitate maternity
care professionals to optimize their interactions and decision-making during prenatal
consultations. Our insight into the interactions and decision-making in daily practice
and theoretical framework enables us to help maternity care professionals take the
next step in providing person-centred maternity care.
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SAMENVATTING

Dit proefschrift heeft als doel om de interactie en ondersteuning bij besluitvorming
tijdens prenatale consulten door professionals in de geboortezorg, verloskundigen en
gynaecologen, in de dagelijkse praktijk te ontrafelen. Verder willen we aanbevelingen
doen aan professionals en docenten om de interactie en ondersteuning Dbij
besluitvorming tijdens prenatale consulten te optimaliseren.

Dit proefschrift draagt ook bij aan het onderzoek naar de zelfdeterminatietheorie (SDT)
inde gezondheidszorg. Voor zover wij weten is dit het eerste onderzoek naar consulten
in de geboortezorg vanuit het perspectief van SDT, waardoor de bestaande kennis op
dit gebied wordt verrijkt.

HOOFDSTUK 1

In de inleiding wordt een onderbouwing gegeven voor het uitgevoerde onderzoek.
Jaarlijks worden meer dan 300.000 mensenin Nederland ouders. Voor de meesten van
hen is het een ingrijpende maar mooie gebeurtenis. Sommigen van hen zijn echter
teleurgesteld in de geboortezorg enin zichzelf. Ze hebben een gebrek aan autonomie
en respect ervaren tijdens de zwangerschap, bevalling en kraambed, voornamelijk
gerelateerd aan een gebrek aan communicatie of een gebrek aan keuze. Eerder
onderzoek onderstreept de dringende noodzaak voor patiénten om actief deel te
nemen aan consulten omhenin staat te stellen om beslissingen over hun gezondheid te
nemen. Dit stelt hoge eisen aan de competenties van professionals in de geboortezorg.
Hoewel erin de opleiding en in bij- en nascholingen een focus ligt op persoonsgerichte
zorg en besluitvorming, vinden professionals het lastig om patiénten te ondersteunen
bij het nemen van beslissingen.

Professionals hebben de neiging om informatie te verstrekken om de besluitvorming
vanhun patiénten te begeleiden in plaats van actief de deelname van patiénten aan de
besluitvorming te stimuleren. Dit promotieonderzoek heeft als doel om deze kenniskloof
te dichten door de interactie en het besluitvormingsproces tussen professional en
patiént in de dagelijkse praktijk te ontrafelen en aanbevelingen te doen over hoe
professionals hun interactie en ondersteuning bij besluitvorming kunnen optimaliseren,
met name in de geboortezorg. Optimalisatie van de interactie en besluitvorming tijdens
prenatale consulten kan niet alleen de ervaringen tijdens de zwangerschap, maar ook
tijdens de bevalling positief beinvioeden.

Verder wordt de context van het onderzoek, de Nederlandse geboortezorg, geschetst
en worden de belangrijkste concepten met betrekking tot prenatale consulten
geintroduceerd. Het aantal besluiten dat tijdens prenatale consulten moet worden
genomenisinlanden met een hoog inkomen de afgelopen decennia fors toegenomen.
Naast de lichamelijke controles worden in prenatale consulten diverse onderwerpen
besproken en besluiten genomen. Ook de interactie tussen professionals in de
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geboortezorg en patiénten is veranderd. Persoonsgerichte zorg is geintroduceerd,
inclusief gezamenlijke besluitvorming waarin patiénten en professionals samen
beslissen over de beste zorg. Beslissingen in de context van prenatale consulten
kunnen betrekking hebben op medische interventies, voorkeurszorg of veranderingen
in leefstijl. Tot slot is de context van prenatale consulten complexer geworden; in
Nederland wordt meer dan de helft van de patiénten tijdens de zwangerschap of
bevalling verwezen van de eerste naar de tweede lijn.

Vervolgens wordt het theoretische kader van autonomie-ondersteunende
consultvoering (ASC) geintroduceerd. ASC is gebaseerd op SDT, een motivatietheorie
die stelt dat mensen autonomer gemotiveerd raken als hun psychologische
basisbehoeften autonomie, competentie en verbondenheid worden bevredigd. Tijdens
autonomie-ondersteunende consultvoering gebruiken professionals een interactiestijl
waarin zij tegemoet komen aan de psychologische basisbehoeften van patiénten.
Hierdoor faciliteren zij autonomere vormen van motivatie en als gevolg daarvan meer
zelfgereguleerd gedrag bij patiénten. Zo kunnen patiénten eigen keuzes maken met
betrekking tot hun gezondheid.

De brede onderzoeksvraag van dit proefschrift was: “Hoe kunnen professionals in de
geboortezorg hun interactie optimaliseren, zodat pati€nten autonomer gemotiveerd
en zelfgereguleerd zijn en eigen keuzes kunnen maken met betrekking tot hun
gezondheid?”.

HOOFDSTUK 2

In dit hoofdstuk wordt onze realist review beschreven (gebaseerd op context-
mechanisme-uitkomsten), waarin we inzicht wilden krijgen in contextuele factoren
en mechanismen die autonomie-ondersteunende consultvoering faciliteren of
belemmeren en de uitkomsten van dergelijke consulten. In totaal werden 2792
artikelen gescreend: 127 artikelen werden op basis van volledige tekst beoordeeld op
geschiktheid, waarvan er 18 werden geincludeerd.

De contextuele factoren die in onze review werden geidentificeerd werden
geclassificeerd naar patiént-, zorgprofessional- en organisatieniveau. De patiént
kan worden beperkt door zijn fysieke conditie, kennis of psychologische capaciteit.
De steun van belangrijke anderen kan de autonomie van een patiént bevorderen. De
overkoepelende contextuele zorgprofessionalfactor was competentie, die kennis,
vaardigheden en houding omvat, waarbij houding het belangrijkste aspect leek te zijn.
Een rigide dagelijkse routine kan een organisatorische barriére zijn voor autonomie-
ondersteuning. Autonomie-ondersteuning, als een algehele organisatiestrategie voor
goede zorg, kan stimulerend zijn.

221



SAMENVATTING

De mechanismen die we vonden die de autonomie van patiénten met betrekking tot
besluitvorming in consulten ondersteunen of belemmeren, werden geordend naar
overkoepelend, en voor, tijdens en na besluitvorming.

Overkoepelende ondersteunende mechanismen zijn relatieopbouw, respectvolle taal
gebruiken en de tijd nemen.

Overkoepelende belemmerende mechanismen zijn controlerende taal gebruiken en
het uiten van ongeduld.

Mechanismen die autonomie ondersteunen voor besluitvorming zijn het onderzoeken
van de behoeften van patiénten, het geven van advies en het faciliteren van de kennis
van patiénten.

Tijdens besluitvorming kunnen het verkennen van opties en het faciliteren van vrije
keuze de autonomie ondersteunen, terwijl het beperken van de keuze van de patiént
de autonomie van patiénten kan belemmeren.

Na besluitvorming kan het overnemen van de keuzes van patiénten in het proces de
autonomie van patiénten ondersteunen, terwijl veroordelen en het onvermogen omde
keuzes van patiénten te accepteren de autonomie van patiénten kunnen belemmeren.

Als resultaat van autonomie-ondersteunende consulten vonden we een hogere
beslissingstevredenheid, beter therapietrouw en volhouden van gedragsverandering.

Derealist review laat zien dat het vervullen van de drie psychologische basisbehoeften
autonomie, competentie en verbondenheid, door middel van autonomie-
ondersteunende consultvoering, meer autonome motivatie faciliteert. Meer autonome
vormen van motivatie ondersteunen het zelfregulerend vermogen van patiénten,
waardoor zijin staat zijn hun eigen keuzes te maken met betrekking tot hun gezondheid.

Omdat onze bevindingen belangrijk zijn voor het faciliteren van patiénten bij het maken
van keuzes, stellen we een geintegreerd model voor van gezamenlijke besluitvorming,
met de onderliggende mechanismen die we in ons onderzoek hebben gevondenen de
theoretische basis van SDT.

HOOFDSTUK 3

Dit hoofdstuk beschrijft de aanpassing en validatie van de codering van observaties
met behulp van de Coding and Observing Need-Supportive Consultation in Maternity
Care Consultations (CONSUL-MCC): een op SDT gebaseerde tool om consulten in
de geboortezorg te observeren. Om gestructureerde observaties in de dagelijkse
praktijk van de geboortezorg te vergemakkelijken werd de Coding and Observing
Need-Supportive Counseling in Chronic Care Encounters (COUNSEL-CCE) ontwikkeld
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voor gebruik in chronische zorg, aangepast aan de context van geboortezorg en
werd de codering van observaties in de geboortezorg gevalideerd. Dit proces draagt
bij aan het vergroten van de kennis over de mate waarin indicatoren van behoefte-
ondersteunende of behoefte-belemmerende interacties generiek zijn in verschillende
contexten van gezondheidszorg en aan de ontwikkeling van een universele tool voor
het coderen van autonomie-ondersteunende consulten in de praktijk.

De experts en de patiéntvertegenwoordiger gaven aan dat alle indicatoren die
in de oorspronkelijke tool werden gebruikt, ook relevant waren voor gebruik in de
geboortezorg. Vier beschrijvingen werden geherformuleerd om de duidelijkheid
te verbeteren en er werd eén indicator toegevoegd: “patiénten stimuleren om de
ondersteuning van naaste familieleden te organiseren’. Alle voorbeelden werden
vervangen door voorbeelden uit de context van geboortezorg.

De definitieve versie van de CONSUL-MCC werd psychometrisch getestin een steekproef
van de doelpopulatie. De steekproef bestond uit 104 consulten van 23 verschillende
geboortezorgprofessionals. De 104 consulten werden verdeeld in 453 eenheden van vijf
minuten audio-opname van de interactie. De resultaten van de psychometrische test
gaven een goede constructvaliditeit aan. De datakarakteristieken maakten het echter
onmogelijk om de veronderstelde factorstructuur te bevestigen en een nauwkeurige
intraclasscorrelatie uit te voeren. Hoewel onze steekproef uit 453 eenheden bestond,
werden sommige indicatoren nooit of slechts een paar keer waargenomen. Deze
indicatoren hadden specifiek betrekking op behoefte-belemmerende interacties.
Andere indicatoren werden grotendeels in dezelfde frequentie waargenomen, wat
resulteerde in slechts een kleine variantie.

Het bleek mogelijk om COUNSEL-CCE aan te passen aan de context van geboortezorg.
Op basis van de resultaten van ons onderzoek gaan we ervan uit dat het ook mogelijk
is om de COUNSEL-CCE aan te passen aan andere zorgdomeinen. Om dit te doen, is
het noodzakelijk om de beschrijvingen van de indicatoren en de voorbeelden voor elk
domein aan te passen. Op basis van ons onderzoek en de literatuur lijkt het erop dat
de vier factoren, de acht subfactoren en hun onderliggende indicatoren universeel
toepasbaar zijn op alle domeinen van de gezondheidszorg. De manier waarop de
indicator zichtbaar is kan echter verschillen, afhankelijk van de context.

De resulterende CONSUL-MCC is nuttig om inzicht te krijgen in de autonomie-
ondersteunende consulten van professionals in de geboortezorg. De tool kan nuttig
zijn bij het verzamelen van gedetailleerde feedback over de moeilijkheden die stagiairs
of professionals ervaren bij autonomie-ondersteunende consulten in de dagelijkse
praktijk. Voor onderzoekers zijn behoefte-belemmerende interacties vooral belangrijk
om hun kennis te verbeteren over hoe interacties het zelfregulerend gedrag van
patiénten tijdens consulten kunnen belemmeren.
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HOOFDSTUK 4

De kwalitatieve interactieanalyse die in dit hoofdstuk wordt beschreven was bedoeld
om inzicht te krijgen in de manier waarop professionals mechanismen van ASC
gebruikten in prenatale consulten. Een gedetailleerde beschrijving van interacties
tussen professionals in de geboortezorg en hun patiénten in de dagelijkse praktijk kan
helpen te identificeren wat nodig is om ASC in de dagelijkse praktijk te optimaliseren.
Deze studie was onderdeel van een groter project waarvoor gegevens werden
verzameld tijdens 101 consulten die werden uitgevoerd door 21 professionals in de
geboortezorg. De consulten werden in de spreekkamer geobserveerd en opgenomen
op audio. De prenatale consulten vonden plaats in een academisch ziekenhuis,
een opleidingsziekenhuis, en 16 verloskundigenpraktijken in stedelijke en landelijke
gebieden, in kleine en grote praktijken. Patiénten werden niet a priori geselecteerd.
We selecteerden 20 van de 101 prenatale consulten voor deze huidige studie omdat ze
fragmenten bevatten die gericht waren op besluitvorming. De 20 consulten bevatten
in totaal 28 fragmenten over besluitvorming.

Er werden acht interactie-mechanismen geidentificeerd, die werden ingedeeld in drie
overkoepelende thema’s: (a) Luchthartigheid, (b) Oriéntatie op overeenstemming
en (c) Informatie en opties aanbieden.

Luchthartigheid beschrijft twee interactie-mechanismen: het gebruik van
verkleinwoorden en humor. Oriéntatie op overeenstemming beschrijft hoe de
professional en ook de patiént lijken te zijn gericht op het tonen van overeenstemming
en begrip door frequent gebruik van het woord ‘ja’, het gebruik van vage woorden en
interrupties. Het laatste thema, Informatie en opties aanbieden, beschrijft hoe
professionals informatie en opties geven. Ze verminderden de interactie met de patiént
en gaven gedetailleerde en gestandaardiseerde informatie terwijl ze opties bleven
aanbieden.

Deze studie toont aan dat professionals tijdens besluitvorming verkleinwoorden
en humor gebruiken als mechanismen om de psychologische behoefte aan
‘verbondenheid’ te vervullen. Verder tonen onze resultaten aan dat professionals
slechts een paar mechanismen gebruiken om te voldoen aan de psychologische
behoeften van patiénten aan ‘competentie’ en ‘autonomie’. Professionals gebruiken
het geven van informatie voornamelijk om te voldoen aan de behoefte van patiénten
aan competentie. De professionals houden alle opties open om tegemoet te komen
aan de behoefte van patiénten aan autonomie.

De resultaten lieten zien dat het mogelijk is om het gebruik van verkleinwoorden en
humor toe te voegen als mechanismen om tegemoet te komen aan de psychologische
basis behoefte verbondenheid. Humor en verkleinwoorden zijn interactiemechanismen
die professionals in staat stellen om het ongemak of de angst van patiénten te
minimaliseren en de relatie op te bouwen of te beschermen. Ook de mechanismen die
beschreven wordenin het thema ‘Oriéntatie op overeenstemming’ kunnen een positief
effecthebben op de relatie tussen professional en patiént. Deze mechanismen kunnen
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deze relatie echter ook bedreigen omdat beslissingen te gemakkelijk genomen kunnen
worden zonder de zorgen en verwachtingen van de patiént te bespreken.

HOOFDSTUK 5

In dit hoofdstuk wordt de kwantitatieve observatiestudie tijdens prenatale consulten
inde geboortezorg met behulp van de CONSUL-MCC gepresenteerd. Het doel van deze
studie was om het voorkomen en de frequentie van de interacties te kwantificeren
waarmee professionals in de geboortezorgin de dagelijkse praktijk tegemoet komen aan
de psychologische basisbehoeften van patiénten. Door het gebruik van Autonomie-
ondersteunende en structurerende interacties kunnen zij tegemoet komen aan de
psychologische basisbehoeften, terwijl controlerende en chaotische interacties
de vervulling van de psychologische basisbehoeften belemmeren. Daarnaast wilden
we vaststellen of er een verband is tussen behoefte-ondersteunende en behoefte-
belemmerende interacties en de kenmerken van patiénten en professionals en of er een
verbandis tussen deze interacties en het door de patiént waargenomen zorgklimaat. In
totaal werden 104 consulten met 23 professionals in de geboortezorg geobserveerd. De
gemiddelde consultduur was 21 minuten (bereik 7 - 73 minuten), wat resulteerde in 453
audiofragmenten van vijf minuten. In totaal namen 104 patiénten deel aan deze studie.

Over het algemeen gebruikten de professionals interacties op basis van een klein
repertoire. We ontdekten dat professionals regelmatig autonomie-ondersteunende
interacties gebruiken, zoals ‘geeft de patiént de ruimte om te vertellen' (2,34
(schaal 0-4), SD=0,57), en dat ze soms structurerende interacties gebruiken, zoals
'verduidelijkt follow-up van de doelen van de patiént’ (1,77, SD=0,55). Ze gebruikten
zelden controlerende interacties (0,73, SD=0,46) en bijna nooit chaotische interacties
(0,09, SD=0,1).

De bijdragen van de subfactoren aan elke factor verschillen. Binnen de factor
autonomie-ondersteuning gebruikten professionals vaker een afstemmende
benadering (2,31, SD=0,58) dan een participatieve benadering (1,41, SD=0,80). Verder
gebruikten professionals binnen de factor structuur vaker een verduidelijkende
benadering (1,81, SD=0,59) dan een begeleidende benadering (0,94, SD=0,55). Er
was een grote variatie tussen de interactie-items die bij de subfactoren (afstemmen,
participatief, begeleidend en verduidelijkend) hoorden. Interactie-items zoals ‘geeft de
patiént de ruimte om te vertellen’ (2,43, SD=0,57) werden vaak waargenomen. Andere
items werden zelden waargenomen, zoals ‘vat samen en vraagt om herhaling' (0,18,
SD=0,24).

Over het algemeen ervoeren patiénten het zorgklimaat tijdens prenatale consulten
als positief. Hun gemiddelde score op de 7-punts Likertschaal was 6,29 of hoger
voor 14 van de 15 uitspraken (6,29 - 6,95). Alleen uitspraak 11, over de manier waarop
geboortezorgprofessionals omgaan met de emoties van de patiént, had een lagere
score (3,78).
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De bevindingen van ons onderzoek laten zien dat geboortezorgprofessionals
interacties gebruiken die de behoefte aan autonomie van hun patiénten ondersteunen
door ruimte en keuze te bieden. Ze gebruiken ook interacties die informatie bieden om
te voldoen aan de behoefte aan competentie van patiénten. Patiénten werden zelden
gestimuleerd om actief betrokken te zijn bij de consulten. Het effect van het zelden
gebruiken van interacties die actieve betrokkenheid van de patiént stimuleren kan
breder zijn, omdat in het algemeen het niet vervullen van fundamentele psychologische
pbehoeften ook al kan leiden tot meer passief gedrag en desinteresse van de patiént.

HOOFDSTUK 6

Dit hoofdstuk beschrijft een kwalitatief onderzoek, gericht op het verkrijgen van inzicht
in de visies van professionals in de geboortezorg op ‘goede’ counseling. Kennis van
hun visies kan meer inzicht geven in de mechanismen die de focus van professionals
op het verstrekken van informatie en het aanbieden van screeningopties in plaats van
ondersteuning bij besluitvorming verklaren. De online enquéte was onderdeel van
de Trident-studie en werd verzonden naar 2813 professionals in de geboortezorg die
geregistreerd stonden als prenatale counselors.

In totaal namen 1426 professionals in de geboortezorg deel aan de huidige studie. Hun
antwoorden op de open vraag: ‘Wat is volgens u ‘goede’ counseling voor prenatale
screening?’ werden gecodeerd en daarna werkte we opkomende overkoepelende
thema's uit door de lens van autonomie-ondersteunende counseling. Tot slot voerden
we een kwantitatieve analyse uit van de kwalitatieve gegevens.

Thema’'s met betrekking tot de context van goede counseling waren “tijd”,
‘competentie van counselors” en “ethische sensitiviteit”. Binnen de interacties
tussen patiénten en professionals tijdens het proces van goede counseling bleek
‘het verkennen van de waarden van de ouders” een overkoepelend thema te zijn.
Vrijwel alle professionals noemden “het verstrekken van informatie” als thema voor de
besluitvorming. “Vrije keuze”, “*het onderzoeken van de impact van de testresultaten
op de ouders” en “begeleiding” werden gevonden als thema's in de interactie tijdens
het besluitvormingsproces. Op basis van de antwoorden van de professionals werden
de volgende thema's gevonden met betrekking tot de uitkomst van goede counseling:
‘ouders die hun eigen keuze maken”, “de juiste keuze” en “geen garantie op het krijgen
van een gezonde baby”. “Ouders die hun eigen keuze maken” kwam het meeste voor.

Als we kijken naar thema'’s binnen de interacties tussen patiénten en professionals
tijldens het counselingproces door de lens van autonomie-ondersteunende
counseling, noemen niet alle professionals alle interacties om te voldoen aan de drie
fundamentele psychologische behoeften van patiénten als elementen van goede
counseling. De behoefte van patiénten aan verbondenheid wordt vervuld binnen het
thema "het onderzoeken van de waarden van de patiént”. De behoefte van patiénten
aan competentie wordt vervuld binnen het thema “het verstrekken van informatie”. In
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de woorden of zinnen met betrekking tot informatie richten professionals zich op het
verstrekken van informatie en nauwelijks op het bespreken van de informatie als een
kernelement van counseling. De behoefte van patiénten aan autonomie wordt vervuld
binnen de thema's: “vrije keuze’, “net onderzoeken van de impact van de testresultaten
op de ouders” en “begeleiding”. Professionals lijken zich te richten op vrije keuze om te
voldoen aan de behoefte van patiénten aan autonomie.

De opvattingen van professionals over vrije keuze en ouders die zelf kiezen of ze wel of
niet voor prenatale screening kiezen, worden weerspiegeld in hun niet-directieve, niet
sturende houding voor en tijdens het besluitvormingsproces, wat de meer autonome
besluitvorming van patiénten bemoeilijkt. Professionals moeten structuur bieden om
het zelfregulerend gedrag van patiénten te ondersteunen, zodat ze hun eigen keuzes
kunnen maken.

HOOFDSTUK 7

Dit hoofdstuk bevat de algemene bespreking van dit proefschrift, waarmee onze brede
onderzoeksvraag wordt beantwoord: Hoe kunnen professionals in de geboortezorg hun
interactie zo vormgeven dat patiénten meer autonoom gemotiveerd en zelfregulerend
zijnenin staat zijn om hun eigen keuzes te maken met betrekking tot hun gezondheid?”
De bevindingen worden gepresenteerd volgens de context, het mechanisme en de
uitkomst van autonomie-ondersteunende consulten, waarbij het mechanisme centraal
staat in ons onderzoek.

Professionals in de geboortezorg creéren een warm, vriendelijk zorgklimaat tijdens
prenatale consulten. Ze verstrekken informatie en bieden patiénten de ruimte om
deel te nemen aan de consulten en hun eigen keuzes te maken. Ze lijken het echter
moeilijk te vinden om kwesties diepgaand te bespreken, structuur te bieden om het
besluitvormingsproces van de patiént te vergemakkelijken en hebben de neiging om
ongemak en moeilijkneden in hun consulten te voorkomen. Dit zou de meer autonome
besluitvorming van patiénten kunnen belemmeren. Hoewel sommige onderdelen
van ASC al zijn geimplementeerd in de geboortezorg, is er ruimte om de autonomie-
ondersteuning te optimaliseren en daarmee de interactie en besluitvorming tijdens
prenatale consulten te verbeteren.

De implicaties van onze bevindingen voor professionals in de geboortezorg worden
beschreven volgens de drie psychologische basisbehoeften. Om de behoefte aan
autonomie van patiénten te vervullen, is het belangrijk om patiénten te ondersteunen
bij het verkennen van hun waarden, normen, verwachtingen, angsten en wensen.
Daarnaast is gepersonaliseerde ondersteuning van het besluitvormingsproces met
professioneel advies belangrijk. Om de behoefte aan competentie van patiénten te
vervullen, is het vooral belangrijk om de ontwikkeling van kennis te ondersteunen. Het
vervullen van de twee bovengenoemde psychologische basisbehoeften stelt hoge
eisen aan derelatie tussen patiént en professional; het creéren van een ‘brave space’is
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nodig. In een ‘brave space’ kunnen moeilijke en soms zelfs pijnlijke onderwerpen worden
besproken met de zekerheid dat er altijd steun enrespectis.

De sterke punten van ons proefschrift zijn het gebruik van een theoretisch kader
en de combinatie van kwantitatief en kwalitatief onderzoek om een dieper inzicht
te genereren in ASC in de geboortezorg en de dataverzameling door observatie
van prenatale consulten. Er zijn ook enkele beperkingen. Zo hebben we patiénten
uit minderheidsgroepen niet expliciet opgenomen, wat resulteerde in een
ondervertegenwoordiging van patiénten met een lager opleidingsniveau en culturele
en etnische minderheidsachtergronden. We hebben ook suggesties geformuleerd voor
toekomstig onderzoek, zoals het ontwikkelen van nieuwe modellen van prenatale zorg
door middel van actieonderzoek met geboortezorgprofessionals, patiénten en hun
partners.

CONCLUSIE

Met dit proefschrift hebben we een basis gelegd om trainingen te ontwikkelen
om professionals in de geboortezorg te helpen hun interacties en ondersteuning
bij besluitvorming tijdens prenatale consulten te optimaliseren. Ons inzicht in de
interacties en besluitvorming in de dagelijkse praktijk en het theoretische kader stellen
onsin staat om professionals in de geboortezorg te helpen de volgende stap te zetten
in het leveren van persoonsgerichte geboortezorg.

228



APPENDICES

DANKWOORD

Ik ben ongelofelijk dankbaar voor alle mensen die ik de afgelopen jaren heb mogen
leren kennen. Zij hebben allemaal op hun eigen, unieke manier een bijdrage geleverd
aan mijn ontwikkeling tot onderzoeker, zichtbaar in dit proefschrift.

Hooggeleerde vrouwe, lieve Rashmi, dank je wel voor je warme welkom in het
onderzoeksteam Onderzoek van Onderwijs. Ik bewonder de manier waarop jij de Self-
Determination theory voorleeft. Met veel plezier denk ik terug aan de organisatie van de
SDT-conference in Egmond aan Zee waar je ons als promovendi intensief bij betrokken
hebt. Een leerzame ervaring. Dankzij onze verbondenheid en je structuur, supporten
vertrouwen heb ik mij kunnen ontwikkelen als mens en onderzoeker.

(Co)promotoren: Saskia, dank je wel voor je kritische vragen die mij hielpen tot de kern
te komen. Jij liet mij zien dat je op een vriendelijke manier veel impact kunt hebben.
Corine, jij was mijn verloskundig geweten. Dank je wel voor alle mooie gesprekken over
de uitdagingen in de geboortezorg. Linda, in 2015 schreef jij in je proefschrift “mocht
je ook willen promoveren, dan weet je mij te vinden” en ik heb je gevonden. Dank je wel

voor je kritische vragen en feedback. Jij hielp mij mijn gedachten te scherpen.

Leden van de promotiecommissie: hartelijk dank voor de tijd en moeite die jullie in het
beoordelen van mijn proefschrift hebben gestoken.

Gea, dank je wel voor je aanmoediging om de uitdaging aan te gaan en te promoveren.
Wim, Wilma en Ank: Dank voor de ruimte en jullie vertrouwen. Met jullie wil ik AVAG/
Inholland bedanken voor de kans die ik heb gekregen om mij verder te ontwikkelen en
nieuwe uitdagingen aan te gaan.

Collega’s van het team Onderzoek van Onderwijs: Hartelijk dank voor alle gezelligheid.
Met plezier denk ik terug aan onze (Sinterklaas) feesten en bezoeken aan (inter)
nationale congressen. Anouk, mentor, vraagbaak en paranimf, wat had ik zonder jou
moeten beginnen? Altijd stond jij klaar om mij te helpen bij het nemen van allerhande
hobbels. Marianne, samen met jou zette ik de eerste stappen in het onderzoek van
medisch onderwijs. Het was een warm welkom dat mij vertrouwen gaf te starten
met mijn eigen promotieonderzoek. Anne, dank je wel voor de kennis en liefde die je
mij hebt bijgebracht voor kwalitatief onderzoek. Andries, je vragen hielpen mij grip
te krijgen op de analyse van mijn kwantitatieve data. Stéphanie, Ulviye en Cora, als
ervaren promovendi waren jullie een bron van kennis en ervaring waar ik met plezier
gebruik van heb gemaakt. Bart, zelfs in coronatijd was je bereid mij te helpen bij mijn
datamanagement, dank je wel. Marnix, Carolyn, Jan Willem, Jettie, Lianne en Malou,
als echte peers hebben wij samen onze stappen gezet op weg naar promotie, onze
successen gevierd en onze teleurstellingen verwerkt. Marnix, Carolyn en Lianne, ik kijk
uit naar jullie promotie. Ariadne, Lucille, Siema, Joram, Nourhan, Saskia, Emma, Louti,
Sunia en Maite, met jullie komst werd de onderzoeksgroep verder verrijkt. Dank!
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Collega's van AVAG: Dank voor jullie belangstelling en enthousiasme. Henk, geen artikel
was voor jou onvindbaar, razendsnel zat het in mijn mail vaak vergezeld van andere
artikelen die mogelijk ook interessant konden zijn. Tamara, dank je wel voor de manier
waarop je in mijn agenda altijd “blokken” voor mijn onderzoek probeerde vrij te houden.
Kamergenootjes: Wat had ik zonder jullie gemoeten? Kim, Marianne, Geeske, Senait
en Dennis, ons wekelijks koffiemomentje was mijn baken in soms chaotische tijden. Na
de sterke verhalen van Marianne, de streken van Wouter, Suus, llse en Thomas en de
belevenissen van Senait kon ik er weer een week tegen.

Collega’s van verloskundewetenschappen: Dank jullie wel voor de ruimte om ‘op
indicatie’ bij jullie promovendidagen en trainingen aan te sluiten. lk denk met veel plezier
terug aan de training participatief actie-onderzoek.

Collega’'s Master Verloskunde: Ondanks de uitdagende opdracht die wij samen tot
een goed einde wilden brengen, hadden jullie altijd interesse in mijn promotietraject.
Hanneke, ik denk met plezier terug aan onze wandeling in Griekenland, bijzonder dat
wij kort na elkaar onze promotietrajecten afronden.

Collega’s van Inholland: Met sommigen van jullie werk ik al jaren samen, met anderen
begint de samenwerking pas net vorm te krijgen, maar altijd ontmoette ik belangstelling
voor mijn promotietraject en de ruimte een balans te houden tussen mijn werk als
promovendus en beleidsadviseur/onderwijskundige. Dank jullie wel.

Coauteurs: Emma, Linda, Veerle, Ann, Petra, Jens, Lidewij, Janneke, Evi en Sifra,
het was fijn met jullie samen te werken. Dank voor jullie ideeén, perspectieven en
feedback. Veerle, dank je wel voor het warme welkom in Gent. Ik heb veel geleerd van
het gezamenlijk oefenen van het coderen van interactie. Petra, jij zorgde dat naast het
verloskundige ook het obstetrisch perspectief werd meegenomen.

Sven, Marije, Mario en de andere deelnemers aan de datasessies: Het was een verrijking
om samen met jullie naar mijn en jullie data te kijken. Dankzij jullie ben ik een scherpere
observator geworden.

Verloskundigen, gynaecologen en patiénten: Heel hartelijk dank voor jullie deelname
aan en inbreng in mijn onderzoek, zonder jullie was dit proefschrift niet tot stand
gekomen. Iris, dank je wel voor alle fijne gesprekken, mooie projecten en het mooie
beeld dat wij samen hebben ontworpen.

Lieve vrienden en familie: Dank jullie wel voor jullie interesse, ruimte en onvoorwaardelijke
steun. Meiden van mijn naaiclubje en mijn kookavond, dank jullie wel voor de ontspanning
enhet plezier waardoor ik weer vol energie verder kon met mijn onderzoek. Karin, onze
rondjes bos zorgden voor rust en een frisse blik.

Lieve Wil, zonder je steun was ik niet aan dit promotietraject begonnen. Dank je wel,
ook voor al je praktische hulp.

230



APPENDICES

Lieve papa, van jou leerde ik mijn kansen te benutten. Mama en jij hebben mij altijd
gestimuleerd nieuwe uitdagingen aan te gaan. Dank je wel voor die onvoorwaardelijke
steun.

Lieve Robert, dank je wel voor de ruimte die ik van je heb gekregen om de uitdaging aan
te gaan en te promoveren. In combinatie met jouw werk zorgde dat zeker in coronatijd
voor een uitdaging. Nu ben jij weer aan de beurt, ik ben benieuwd wat jouw volgende
stap wordt.

Lieve Bart, van jou heb ik geleerd door te zetten en om te gaan met teleurstellingen. Als
een artikel werd afgewezen; gewoon opnieuw proberen.

Lieve Noortje, je bezoek aan de SDT- conferentie en ontmoeting met Richard Ryan
inspireerde je de Self-Determination theory te gebruiken als theoretisch kader voor je
bachelorthese. Wijhebben daar mooie discussies over gevoerd. Motivatie en moeilijke
gesprekken zijn een rode draad in ons werk, dat geeft een extra dimensie aan onze
band, bezegeldin je rol als paranimf.
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Workshop conversation analyses (CA) 0.5
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SDT-conference
EACH
NVMO
NVMO PhD-days
LEARN! symposium
AHEAD interprofessional education
Symposia; Mak, Meiboom, de Jonge & Kusurkar 16.49
Events Research institute, activities, colloquia
Burning questions
Research in progress
NVMO journal club
Data-sessions Erasmus MC
Midwifery science PhD-day
Science Exchange Day 10
Academic
Organization NVMO PhD-days
Organization VUmc Science Exchange Day
Organization Researchin progress 4
Teaching, tutoring, mentoring
Workshop Realist Review
Students’ academic internship
Teaching and coaching midwifery students
in qualitative research 25
Total 38.49
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Tool voor het observeren van
prenatale consulten in de
geboortezorg gebaseerd op de
Self-Determination Theory



CONSUL-MCC

De CONSUL-MCC is een tool ontwikkeld voor gebruik tijdens (niet acute) consulteninde
geboortezorg, zowel met als zonder partner. De consulten kunnen worden verricht door
(klinisch) verloskundigen, gynaecologen, studenten verloskunde of AIO(S) verloskunde.

Met de CONSUL-MCC kunnen (aanstaande) professionals inzicht krijgen in de mate
waarin zij autonomie-ondersteunende en autonomie-ondermijnende interacties
gebruiken. Dit inzicht kan helpen om de autonomie ondersteuning door de professional
tijdens het spreekuur te optimaliseren. Het optimaliseren van de autonomie-
ondersteuning is belangrijk om patiénten te helpen bij het zelf maken van keuzes t.a.v.
hun zwangerschap, bevalling en aanstaande ouderschap.

De CONSUL-MCC bestaat uit:

Gebruiksaanwijzing, hoe de audiofragmenten kunnen worden beoordeeld
met behulp van het scoreformulier

Handleiding waarin elk item wordt beschreven en geillustreerd aan de hand
van voorbeelden

Scoreformulier

Formulier totaal overzicht scores

De CONSUL-MCC kan gebruikt worden voor zowel zelf-assessment als peer-
assessment.
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GEBRUIKSAANWIJZING

Om inzicht te krijgen in de mate waarin de professional autonomie-ondersteunende
en autonomie-ondermijnende interacties gebruikt, wordt gebruik gemaakt van audio-
opnames van consulten in de dagelijkse praktijk. De professional bepaalt vooraf zelf
welke consulten worden gebruikt. Dit kunnen ad random consulten zijn maar er kan ook
gekozen worden voor specifieke consulten bijvoorbeeld consulten waarin het bevalplan
wordt besproken. Om een goed beeld te krijgen is het advies 3-5 consulten te gebruiken.

Toestemming

De professional vraagt vooraf toestemming aan de patiént om het consult voor
trainingsdoeleinden op te nemen. Na het beoordelen van het consult m.b.v. de CONSUL-
MCC wordt de opname vernietigd.

Opnames
De professional maakt audio-opnames van de gehele geselecteerde consulten.

Assessment

Voor het beoordelen van de consulten moet voldoende tijd worden genomen, richtlijn:
3 x de tijd van de opgenomen consulten. Er kan gekozen worden voor het beoordelen
van de consulten op basis van alle 39 items of te focussen op specifieke aspecten,
bijvoorbeeld de mate waarin de professional de agenda van de patiént centraal
plaats, en samen met de patiént richting geeft (patiént uitnodigen te participeren).
Het voordeel van de focus op specifieke aspecten is dat meer in detail kan worden
geluisterd en de beoordeling kan worden verrijkt met voorbeelden.
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Voor de beoordeling worden de volgende stappen gevolgd:

Stap 1
Luister het totale consult terug

Stap 2
Deel het consult op in eenheden van audio-opnames van 5 minuten. De laatste minuten van het consult vormen
een eigen eenheid tenzij de resterende tijd minder dan 1 minuut is. Dan wordt de laatste eenheid met de

resterende secondes verlengd. De laatste unit kan dan maximaal 6 minuten omvatten.

Stap 3
Codeer elk geincludeerde item. De codering varieert van 0 (helemaal niet gehoord), over 1 (zelden gehoord), 2
(soms gehoord), 3 (regelmatig gehoord), tot 4 (continu gehoord / typerend voor dit fragment). De codering is
gebaseerd op de frequentie van voorkomen van het item binnen de eenheid (5 minuten).

|

Stap 4
llustreer specifieke items met kenmerkende voorbeelden

Herhaal bovenstaande stappen voor elk consult. De totaalscores per consult kunnen
worden ingevoerd in het totaaloverzicht voor het berekenen van de totaalscore.

Interpretatie van de score

Voor de interpretatie van de uitslag kan gebruik gemaakt worden van hoofdstuk 5 en7
van de thesis: Optimizing Autonomy-Supportive Consultation, an investigation in the
context of prenatal consultations in maternity care

Voor het bespreken van de scores en/of het organiseren van een methodische

intervisiebijeenkomst kan contact worden opgenomen met de onderzoeker: joyce.
kors@Inholland.nl
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