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ABSTRACT
Objective: Intrapartum referrals are high-risk situations. To ensure patient safety, care professionals need to 

have a shared understanding of a labouring woman’s situation. We aimed to gain insight into similarities and 

differences between midwives and obstetricians in the assessment of a prolonged first stage of labour and the 

decision to refer a woman to a clinical setting in the Netherlands.

Design: Factorial survey.

Setting: In the Netherlands, the main caregivers for women with low risks of pathology are primary-care 

midwives working in the locality. Approximately half of all women start labour under supervision of primary-

care midwives. Roughly 40% of these women are referred to a hospital during labour, where obstetricians 

take over responsibility. In 2013, the reason for referral for 5161 women (14.1% of all referrals during labour) 

was a prolonged first stage of labour.

Participants: Respondents consisted of primary-care midwives (n=69), obstetricians (n=47) and hospital 

based midwives, known as clinical midwives (n=31).

Measurements: Each respondent assessed seven hypothetical vignettes. The assessment of a prolonged 

first stage of labour and the decision to refer a woman to a clinical setting based on this indication were used 

as outcome measures, rated on a 7-point Likert scale (1=very unlikely to 7=very likely). Data were analysed 

using a linear multilevel model with a two-level hierarchy.

Findings: Compared to primary-care midwives, obstetricians were more likely to define a prolonged first 

stage of labour when progress in cervical dilation was slow (b: 1.11; 95% CI: 0.66 – 1.57). The attributes parity, 

progress, intensity of uterine contractions and the woman’s state of mind, were used by all three groups in the 

decision to refer a woman to clinical setting based on a prolonged first stage of labour.

Key conclusion and implications for practice: We found relevant interprofessional differences 

and similarities in the assessment of a prolonged first stage of labour and consequent referral. 

Further interprofessional alignment of clinical assessments, for instance through interprofessional discussions 

and a review of professional guidelines, might help to improve collaborative care.
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INTRODUCTION
Patient referrals are situations where patient safety is at risk. The transfer of patient care to another care 

professional increases the chances of communication failure and adverse events.1-3 In obstetrics, intrapartum 

referrals are related to adverse perinatal outcomes, which underlines the need to ensure continuity of care.4,5 

For this, there must be clear interprofessional communication about the woman’s state of health and the 

anticipated actions needed.6,7 This is referred to as situational awareness.1  Discrepancies in situational 

awareness between team members can lead to conflicting actions or failures and thus undermine patient 

safety.8

Pregnancy and childbirth are notorious for the high frequency of patient referrals between care professionals, 

especially in countries where primary-care midwives are the main caregivers for women with low risks 

of pathology. Women are referred to a hospital when risks of adverse foetal or maternal outcomes are 

anticipated or when complications arise.9 During these referrals, care professionals form a multidisciplinary 

team across different locations. A prolonged first stage of labour is a common indication for referral.10 For 

example, in the Netherlands 50.6% (N=84 175) of all women started labour under supervision of primary-care 

midwives in an out-of-hospital setting in 2013. Of those women, 36 593 women were referred to a clinical 

setting during labour and for 5161 women (14.1% of all intrapartum referrals) the reason for referral was a 

prolonged first stage of labour.11

While primary-care midwives are the initiators of a referral due to a prolonged first stage of labour, the 

expectations and actions of all the different care professionals need to be well attuned. Guidelines on a 

prolonged first stage of labour are readily available.12,13 However, it is unclear what information different 

obstetrical professionals use to assess a prolonged first stage of labour and to decide when to refer to a 

clinical setting. To increase shared situational awareness during a patient referral, it is important to determine 

whether variation exists in assessments and decision-making. We aimed to gain insight into perceptions 

of womens’ situation among different obstetrical professionals in order to improve patient safety during 

intrapartum referrals. Therefore the research question for this study was: What are the similarities and 

differences between primary-care midwives, obstetricians and hospital based midwives (known as clinical 

midwives) with respect to the assessment of a prolonged first stage of labour and the decision to refer a 

woman to a clinical setting?

METHODS
Participants and data collection

This study was performed in the north-western region of the Netherlands. We included respondents from 

obstetrical departments in hospitals and surrounding primary-care midwifery practices, known as Local 

Obstetrical Collaborations (LOCs). Four LOCs, referred to as LOC A, B, C and D, took part in this study. 

Three obstetrical professions were involved: (1) obstetricians and residents in obstetrics, (2) clinical midwives 

and (3) primary-care midwives working in independent practices. Data collection took place at the end of 

team training sessions in every LOC. These team training sessions focused on non-technical skills based on 

Crew Resource Management (CRM) principles and were aimed at implementing a tool for standardized 
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communication.14  CRM team training focuses on team performance and coordination in an effort to improve 

patient safety.15  During the team training sessions, no attention was paid to case descriptions of women with 

a prolonged first stage of labour. For the data collection, participants were asked to assess vignettes on a 

paper survey form. Participation was voluntary and anonymous. Data were collected between March 2014 

and December 2014.

Vignettes and attributes

We used hypothetical case scenarios, known as vignettes, to assess variation in the assessment of a prolonged 

first stage of labour and consequent referral. A vignette is a brief description of a person or situation simulating 

key features of real-world scenarios. In a factorial survey, vignettes contain predefined attributes relevant to 

eliciting a judgement or decision.16,17 The attributes are categorical variables with two or more levels that are 

randomly varied across the vignettes.16,18 This method is increasingly being applied in healthcare settings to 

study the judgements, perceptions and decision-making processes of care professionals.18,19 

In this factorial survey, we included eight dichotomous attributes (Table 1). A review of the literature and 

professional guidelines provided information for determining the relevant attributes and associated levels. 

Next, we carried out a pilot study of the case description and the selection of attributes to optimise the 

final version. Box 1 presents the standard case description and placement of attributes. The eight attributes 

with dichotomous levels allow a total of 256 different case descriptions (28). All possible combinations 

represented realistic scenarios and were therefore used in the survey.

Table 1: Attributes and associated levels. 

Attribute Level 0 Level 1

Parity Nulliparous woman  

(G1, AD 38 +5)

Multiparous woman  

(G3, P2, AD 38 +5)

Body Mass Index 23 kg/m2 29 kg/m2

Command of Dutch Good command No command

Estimated birthweight 3000 g 4000 g

Cervical dilation 4 cm 7 cm

Progress in cervical dilation 2 cm every 2 hours 1 cm every 2 hours  

in the last 4 hours

Woman’s state of mind Not anxious and is dealing well 

with the uterine contractions

Anxious and has problems dealing 

with the uterine contractions

Intensity of uterine contractions Four powerful contractions  

every 10 minutes 

Two or three weak contractions 

every 10 minutes
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Box 1: Description of the vignettes

Introduction
In the following scenario, a woman intends to give birth at home with the guidance of a primary-care 

midwife. The woman has not requested pain relief medication.

Vignette
This scenario relates to a [parity]. She has a BMI of [BMI] and [command of Dutch] of Dutch. Recently, the 

membranes ruptured with clear amniotic fluid. The foetal head is presenting in the left occipito anterior 

position and is at station -2. The estimated birthweight prior to labour was [estimated birthweight]. At this 

moment, the woman is [cervical dilation] dilated and has progressed [progress in cervical dilation] since the 

onset of labour. The woman is [woman’s state of mind]. She is having [contractions].

Example
This scenario relates to a nulliparous woman (G1, AD 38+5). She has a BMI of 23 kg/m2 and has good 

command of Dutch. Recently, the membranes ruptured with clear amniotic fluid. The foetal head is 

presenting in the left occipito anterior position and is at station -2. The estimated birthweight prior 

to labour was 4000 g. At this moment, the woman is 7 cm dilated and has progressed 2 cm every 2 

hours since the onset of labour. The woman is anxious and is having problems dealing with the uterine 

contractions. She is having four powerful contractions every 10 minutes. 

The paper survey forms were generated by computer. Each survey form contained a randomly selected set 

of seven of the 256 possible vignettes. Questions regarding the respondent characteristics of age, sex, work 

location, profession and clinical experience were also included. For each vignette the respondent rated two 

outcome measures on a 7-point Likert scale (1=very unlikely to 7=very likely). These measures were (1) the 

assessment of prolonged first stage of labour (PFSoL) and (2) the decision to refer to a clinical setting based on 

a prolonged first stage of labour (REFER).

Statistical analysis

Descriptive statistics were used to study the characteristics of the respondents. In order to answer the 

research question, we investigated interprofessional differences for the two outcome measures PFSoL and 

REFER. We analysed whether there were differences between the three obstetrical professions regarding 

the influence of attributes and respondents’ characteristics on both outcome measures. Thus, in the analysis 

the two outcome measures PFSoL and REFER acted as dependent variables, and attributes and respondent 

characteristics as independent variables. Since every respondent assessed multiple vignettes, data were 

analysed using a linear multilevel model. We incorporated a two-level hierarchy in the analyses  

(level 1= Vignette and level 2= Respondent).

We screened the data using Pearson’s correlation coefficient. Next, for ease of interpretation all independent 

variables were centred to their mean value, except for the categorical variables ‘type of care professional’ 

and ‘location’. To investigate possible interprofessional differences, we created two dummy variables for 

‘profession’. Primary-care midwives were coded as the reference category. In addition, the four categories 

of LOC were represented in the analysis by another three dummy variables, using LOC A as the reference 
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category. Taking the number of respondents into account and the corresponding number of parameters 

allowing a reliable analysis, we included the two-way interactions between ‘location’ and ‘profession’ in the 

model but did not include the three-way interactions with the attributes. Separate analyses were performed 

for the two dependent variables PFSoL and REFER.

The final model for PFSoL included the following independent variables; the eight attributes, the dummy 

variables for ‘profession’, ‘location’ and their interactions, the interactions between ‘profession’ and the 

attributes and the random effects of attributes, insofar as they were found to be statistically significant. The 

final model for REFER was composed of the same terms as the model for PFSoL with one exception. The 

vignette-level variables, the eight attributes, were extended with the dependent variable PFSoL, since the 

assessment of a prolonged first stage of labour is related to the decision to refer the woman based on this 

indication. Thus the model for REFER allows investigation of the contribution of the attributes given a certain 

level of PFSoL. In this model, PFSoL acts as an independent variable and was also centred to its mean value. 

The set of two models represents a sequential decision model: the respondent first assessed the likelihood 

that the vignette represented a prolonged first stage of labour (PFSoL), then the respondent indicated how 

likely it was that she/he would refer a woman to a clinical setting based on a prolonged first stage of labour 

(REFER). A P-value of 0.05 or less was considered to indicate statistical significance. Analyses were performed 

in SPSS version 22 using mixed model analysis.

Ethical considerations

The study was approved by the Medical Ethical Committee of the VU Medical Centre in the Netherlands and 

the protocol is in accordance with Dutch privacy regulations.

FINDINGS
In total, 150 respondents filled in the paper survey forms (a response rate of 82.0% when taking all obstetrical 

care professionals in the four LOCs into account). Three filled-in forms were excluded from analyses because 

more than half of the questions had not been answered. As a result, we included a total of 147 survey forms 

in the analyses that had been filled in by primary-care midwives (n=69), obstetricians (n=47) and clinical 

midwives (n=31). Table 2 shows the characteristics of the respondents. The variables ‘age’ and ‘clinical 

working experience’ were strongly correlated (Pearson correlation coefficient: 0.75) and we decided only to 

use the variable ‘age’ in the analyses.
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Table 2: Characteristics of the respondents

Primary-care midwives Obstetricians Clinical midwives

Total 69 47 31

Female (N(%)) 69 (100.0) 33 (70.2) 29 (93.5)

Age in years (mean (sd)) 35.8 (9.7) 39.9 (11.3) 44.9 (8.8)

Clinical working experience           

in years (mean (sd))

10.4 (8.2) 8.1 (8.6) 10.1 (8.2)

The results in Table 3 and Table 4 show the influence of the attributes on the ratings PFSoL and REFER 

respectively by primary-care midwives, and the difference in influence found for the obstetricians and clinical 

midwives compared to the primary-care midwives. An asterisk (*) denotes an attribute that significantly 

influences the assessment and decision-making of the primary-care midwives (the reference group in the 

analysis). In addition, an obelisk (†) denotes an attribute where obstetricians or clinical midwives give a 

significantly different assessment compared to the assessment by primary-care midwives. The regression 

coefficient (b) indicates the change in the rating of PFSoL or REFER on the 7-point Likert scale when the 

corresponding attribute changes by +1, from the lower to the higher level. Table 1 shows what this change 

means for each attribute.
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Table 3: Results of multilevel analyses of the assessed likelihood of a prolonged first stage of labour (PFSoL)

Independent variables  

(only attributes shown)
Primary-care midwives Obstetricians Clinical midwives

b1) 95% CI b 95% CI b 95% CI

low high low high low high

Parity .129 -.135 .394 .412 † -.000 .825 .229 -.254 .713

Body Mass Index .053 -.173 .279 -.042 -.393 .309 .251 -.171 .673

Command of Dutch .140 -.084 .364 .077 -.276 .429 -.054 -.483 .375

Estimated birthweight .090 -.136 .317 .206 -.152 .563 .240 -.177 .656

Cervical dilation .345 * .070 .619 .296 -.138 .729 .320 -.186 .826

Progress in cervical dilation 1.886 * 1.601 2.172 1.114 † .660 1.568 .090 -.434 .614

Woman’s state of mind .350 * .125 .575 -.091 -.445 .263 -.364 -.794 .065

Intensity of uterine contractions .593 * .328 .860 .074 -.345 .492 .194 -.305 .692

Corrected for age and location

b1) Regression coefficient of the fixed effect of the attribute

* Attributes that had a significant influence on the assessment of PFSoL by primary-care midwives (P 0.05)

† For this professional group, the influence of the attribute on the assessment of PFSoL is significantly different to 

that for primary-care midwives (P 0.05)

Table 3 shows the results of the analysis of PFSoL, the assessment of a prolonged first stage of labour. 

The analysis of PFSoL showed a general mean rating (intercept) of 2.77. In addition, no significant 

within-group or between-group differences were found for this general mean rating for the three 

professional groups (primary-care midwives, obstetricians and clinical midwives). 

 

As shown in Table 3, the vignette attributes ‘cervical dilation’, ‘progress in cervical dilation’, ‘woman’s state 

of mind’ and ‘intensity of uterine contractions’ had a significant influence on the assessment of a prolonged 

first stage of labour by primary-care midwives. These results indicate that primary-care midwives were more 

likely to define a prolonged first stage of labour when the vignette described a woman with 7 cm cervical 

dilation (instead of 4 cm, see Table 1). In addition, a prolonged first stage of labour was considered more 

likely when progress in cervical dilation was slow, when the woman was more anxious or when the uterine 

contractions weakened. The non-zero b parameters for obstetricians and clinical midwives compared with 

primary-care midwives show that there is variation in the sensitivity for these attributes across the three groups 

of professionals. A significant difference was found only for ‘progress in cervical dilation’.
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When progress in cervical dilation was slow, obstetricians were more likely than primary-care midwives to 

assess the case description as a prolonged first stage of labour (b: 1.11; 95% CI: 0.66–1.57). The effect for 

primary-care midwives was 1.89, while for obstetricians the effect increased by 1.11, resulting in a net effect 

for obstetricians of 3.00. All health professionals focused on this attribute in their assessment of a prolonged 

first stage of labour, but obstetricians attached more importance to this attribute than the other obstetrical 

professionals. Moreover, when similar vignettes described a case of a multiparous woman instead of a 

nulliparous woman, obstetricians were more likely than primary care midwives to assess it as a prolonged first 

stage of labour (b: 0.41; 95% CI: −0.00 – 0.83).

Table 4: Results of multilevel analyses of the likelihood of patient referral to a clinical setting based on 

a prolonged first stage of labour (REFER)

Independent variables 

(only PFSoL and 

attributes shown)

Primary-care midwives Obstetricians Clinical midwives

b1) 95% CI b 95% CI b 95% CI

low high low high low high

PFSoL .577 * .502 .651 .112 -.007 .231 .071 -.068 .210

Parity -.377 * -.579 -.174 .053 -.269 .374 .226 -.149 .602

Body Mass Index .045 -.128 .218 .004 -.269 .277 -.393 † -.716 -.070

Command of Dutch -.017 -.190 .156 -.029 -.302 .243 .097 -.230 .425

Estimated birthweight .094 -.079 .268 .044 -.234 .322 .226 -.095 .548

Cervical dilation .031 -.145 .206 -.184 -.466 .098 .021 -.310 .352

Progress in cervical dilation .619 * .409 .829 -.051 -.435 .332 .266 -.130 .662

Woman’s state of mind .261 * .087 .436 .082 -.194 .357 -.134 -.470 .202

Intensity of uterine contractions .623 * .412 .834 -.120 -.455 .215 -.415 † -.815 -.016

Corrected for age and location

b1) Regression coefficient of the fixed effect of the attribute

* Attributes (or PFSoL) that had a significant influence on the assessment of REFER by primary-care midwives (P 0.05)

† For this professional group, the influence of the attribute (or PFSoL) on the assessment of REFER is significantly 

different to that for primary-care midwives (P 0.05)
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Table 4 shows the results of the analysis of the outcome measure REFER, the decision to initiate referral of a 

woman to a clinical setting based on a prolonged first stage of labour. These results indicate which vignette 

attributes influence the decision for woman referral in addition to the assessment of a prolonged first stage 

of labour (PFSoL). Taking the level of PFSoL into account, the analysis showed a general mean level of 3.44 

on a 7-point Likert scale. No significant within-group or between-group differences were found for the 

general mean rating of REFER for the three professional groups. The results in Table 4 show that PFSoL had 

a significant and substantial influence on the likelihood for referral for primary-care midwives (b. 0.58; 95% 

CI: 0.50–0.65), and the relatively small b parameters for obstetricians and clinical midwives compared with 

primary-care midwives show that there is almost no variation in the influence of PFSoL across the three groups 

of professionals.

In addition to PFSoL, the vignette attributes ‘parity’, ‘progress in cervical dilation’, ‘woman’s state of mind’ 

and ‘intensity of uterine contractions’ were found to have a significant influence on the decision to refer for 

primary-care midwives. These findings show that primary-care midwives were less likely to opt for referral of 

multiparous women compared to nulliparous women. In addition, primary-care midwives were more likely to 

refer a woman when she was more anxious, when progress in cervical dilation was slow or when the intensity 

of uterine contractions weakened. The non-zero b parameters for obstetricians and clinical midwives when 

compared with primary-care midwives show that there is variation in the sensitivity for these attributes across 

the three groups of professionals. A significant difference was found only for ‘intensity of uterine contractions’. 

The influence of the intensity of uterine contractions was significantly lower among clinical midwives than 

in the other two groups. The influence of the intensity of contractions on the decision to refer a woman was 

found to be high for primary-care midwives (b: 0.62; 95% CI: 0.41 – 0.83), for obstetricians the influence was 

found to be similar to that for primary midwives while for clinical midwives the influence was smaller (b: −0.42; 

95% CI: −0.82 – −0.02), the net effect for clinical midwives being 0.62 − 0.42 = 0.20. Moreover, clinical 

midwives were the only group where the body mass index (BMI) affected the decision to refer; a higher BMI 

reduced the likelihood to refer (b: −0.39; 95% CI: −0.72 – −0.07).

DISCUSSION
This study showed many similarities and some notable differences between primary-care midwives, 

obstetricians and clinical midwives in the assessment of a prolonged first stage of labour and the decision 

to refer a woman to a clinical setting based on this indication. The attributes ‘progress in cervical dilation’, 

‘woman’s state of mind’ and ‘the intensity of uterine contractions’ significantly influenced the assessment of a 

prolonged first stage of labour as well as the decision to refer among the obstetrical professionals. Moreover, 

the attribute ‘cervical dilation’ influenced the assessment of a prolonged first stage of labour and ‘parity’ was 

of additional influence on the decision for patient referral. The most important difference found in this study 

was the influence of progress in cervical dilation on the obstetricians’ assessment compared to that of primary-

care midwives. When progress in cervical dilation was slow, obstetricians were more likely than primary-care 

midwives to define a prolonged first stage of labour.
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While studies on decision-making during intrapartum referrals are limited, these findings reflect the results 

of a study on intrapartum transfer decisions by midwives and obstetricians by Cheyne et al. (2012).2 0  They 

found that midwives and obstetricians made comparable risk assessments when reviewing the same case 

information. However, despite similarities, there were still some differences between the care professional 

groups in their decision-making process.20  It is widely acknowledged that groups of obstetrical professionals 

each have their own ideology, expertise and attitudes towards pregnancy and childbirth. What is perceived 

as normal labour and the shift toward pathology is different for primary-care midwives, obstetricians and 

clinical midwives.21,22  This study showed that to a large extent these care professionals maintain comparable 

thresholds in the decision to refer a woman to a clinical setting based on a prolonged first stage of labour.

Although all obstetrical care professionals took the progress of cervical dilation into account in their decision-

making, obstetricians gave significantly more weight to this attribute. In this study, a slow progress of cervical 

dilation was defined as a cervical dilation rate of 2 centimetres in the last four hours. This is the cut-off point 

in international guidelines as well as in the Dutch national guidelines for primary-care midwives.13,23,24 

However, the national guidelines for obstetricians recommend a cut-off point of < 1 centimetre per hour.25 

The more cautious approach of primary-care midwives compared to obstetricians may be a result of 

adherence to different professional guidelines.

This study increased understanding of the working definition of a prolonged first stage of labour used by 

different groups of care professionals. The results are mostly in line with the clinical guidelines of the National 

Institute for Health and Clinical Excellence (NICE). Primary-care midwives, obstetricians and clinical midwives 

focused on the attributes that are recommended by these guidelines when delay in progression is suspected, 

such as parity, the woman’s state of mind and the intensity of uterine contractions.13 Previous studies also 

highlighted a language barrier, estimated birth weight and BMI as risk factors for a prolonged first stage of 

labour.26-28 In this study, only clinical midwives took the BMI into account in their decision to refer a woman 

to a clinical setting. Surprisingly, the likelihood of a referral decreased when the vignette reported a high BMI. 

We have no clear explanation for this outcome, other than it might be due to the formulation of the question 

in the survey form. We were interested in patient referrals based on a prolonged first stage of labour. Perhaps 

clinical midwives would advise a patient referral due to a high BMI as described in the vignettes, but not on 

the indication of a prolonged first stage of labour. Overall, in accordance with other studies, the decision-

making process seems to be predominantly based on clinical factors rather than patient characteristics or 

contextual factors.10,20

Methodological considerations

Clinical vignettes are frequently used to study the attitudes, perceptions or decision-making of professionals 

in healthcare and this is an appropriate method for our research question. It can be argued that results 

from hypothetical case scenarios differ from actual behaviour in real life and therefore may not be 

representative.16,17 Although vignettes reflect aspects of real-world scenarios, they are not intended to 

recreate them. Rather, vignettes are designed to measure key aspects of decision-making processes that are 

used in real-world situations.16,17
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A limitation we encountered is the limited number of attributes that can be included in a factorial study design. 

We had to carefully make a distinction between information that is necessary to assess the case description 

of a prolonged first stage of labour and information that is usually available but not directly related to our 

research question. For example, information on foetal conditions and requests for pain relief medication is 

normally available and may influence a decision to refer to a clinical setting, however, neither are attributes 

that should impact on the assessment of progression of labour. By not including this information as attributes, 

the vignette may have become less realistic for the respondents, but the answers relate more directly to our 

research question and improve the validity of this study.

Another issue we had to consider is the fact that primary-care midwives are the only respondents who 

actually refer a woman to a clinical setting. Obstetricians and clinical midwives do not make this decision in 

everyday practice. Therefore, they may have struggled to answer the questions in our survey. We formulated 

the question as follows: ‘Would you be likely to initiate a woman referral to a clinical setting?’. We could have 

presented different questions to the different groups of obstetrical professionals to stay as close as possible 

to their everyday practice. However we chose to use one question for all respondents as that would help the 

comparability of the results. Despite the fact that clinical midwives and obstetricians had to put themselves 

in the position of making a decision they are not used to making, we believe that all obstetrical care 

professionals could relate to the research questions in our formulation. Indeed, it might be a useful method to 

explicitly discuss referral situations for example during interprofessional training.

The strengths of this study are the pilot test, the analysis and the multidisciplinary approach. The pilot test was 

a useful way of receiving feedback from the target population in order to create relevant and comprehensive 

vignettes. The collected data could not be analysed as independent observations and the multilevel analysis 

enabled us to correct for the fact that each respondent assessed multiple vignettes. In addition, we were able 

to correct for the different work locations of the respondents. Finally, although vignettes are increasingly used 

to study the decision-making processes of care professionals, this method is rarely applied to examine the 

perceptions of care professionals in a multidisciplinary team. This is a unique and relevant feature of this study.

Conclusion

This study provided insights into the similarities and differences in decision-making of primary-care midwives, 

obstetricians and clinical midwives regarding a prolonged first stage of labour. The assessment of a prolonged 

first stage of labour and decision-making process of obstetrical professionals in this study were aligned in 

many respects. A notable difference was obstetricians’ different threshold for the normal progress of cervical 

dilation. Maintaining different cut-off points in the assessment of progress in cervical dilation may lead to 

communication failure and a lack of shared situational awareness between care professionals. It is important 

that this relevant feature of the first stage of labour is explicitly discussed to optimise collaboration and to 

create a shared understanding of the situation of women in labour and the appropriate actions.
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