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Objective To investigate obstetricians� perceptions of clinical practice guidelines targeting management of labour and vaginal 
birth after previous caesarean birth, and to identify the barriers to, facilitators of and obstetricians� solutions for implementing these 
guidelines in practice.
Methods This qualitative study was conducted in three hospitals in Montreal that represent around 10% of births in Quebec. 
Data was collected from 10 focus groups, followed by six semi-structured interviews. Two researchers jointly analysed the verbatim 
transcripts according to A manual for the use of focus groups.
Findings The identi�ed barriers to and facilitators of the implementation of guidelines can be classi�ed into four categories: 
1) the hospital level, including management and hospital policies; 2) the departmental level, including local policies, leadership, 
organizational factors, economic incentive, and availability of equipment and staff; 3) the health professionals� motivations and 
attitudes, including medico-legal concerns, skill levels, acceptance of guidelines and strategies used to implement recommendations; 
and 4) patients� motivations.
Conclusion Identifying the barriers to and facilitators of the adoption of recommendations is an important way to guide the 
development of ef�cient strategies. The �ndings of this study suggest that the adoption of guidelines may be improved if local health 
professionals� perceptions are considered to make recommendations more acceptable and useful. Our �ndings also support the 
assumption that obstetricians seek to implement best practices, but require evidence tools and support to assess their practices and 
enhance their performance. In addition, peer review activities championed by opinion leaders have been identi�ed by obstetricians 
as the most suitable strategy to improve the use of the guidelines in their practices.
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Une traduction en français de ce rØsumØ �gure à la �n de l�article. Al �nal del artículo se facilita una traducción al espaæol.
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Background
�e World Health Organization recom-
mends that the caesarean section rate 
should not be higher than 10% to 15%.1 
�e caesarean delivery rate in Canada in-
creased steadily from 17.5% of deliveries 
in 1994�1995 to 23.7% in 2002�2003.2,3 
Moreover, caesarean delivery was associ-
ated with high maternal and neonatal 
complication rates and increased health-
care costs.4�9

According to the Society of Obste-
tricians and Gynaecologists of Canada 
(SOGC), vaginal delivery represents the 
safest route for the fetus and newborn in 
the �rst and subsequent pregnancies.10 
SOGC clinical practices guidelines con-
tribute to the promotion of evidence-

based practice and represent an appro-
priate means for reducing caesarean sec-
tion rates in Canada. �e challenge lies 
in implementing these guidelines.11�15 
Each clinical environment presents or-
ganizational, professional, maternal and 
cultural particularities. �e identi�ca-
tion of speci�c barriers and facilitators 
represents a new approach for identify-
ing the determinants of guidelines use 
by health professionals.7,15�18

�is study�s premise is that strategies 
to implement guidelines and reduce cae-
sarean section rates should take into ac-
count physicians� perceptions in order to 
identify di�erent forces and variables in-
�uencing their behaviour. Consequently,  
we carried out an exploratory study to 
investigate obstetricians� perceptions of 

SOGC guidelines, and to identify bar-
riers to, facilitators of and obstetricians� 
solutions for their implementation.

Methods
We used a qualitative study design to 
explore and describe obstetricians� per-
ceptions in three Montreal hospitals 
(one primary-level, one secondary-level 
and one tertiary-level),19 with annual 
deliveries  1000, caesarean section 
rates  20%, and where 75% of ob-
stetricians agreed to participate. Data 
was obtained from two focus group 
sessions, with obstetricians from each of 
the three hospitals, dealing with induc-
tion of labour at term and fetal health 
surveillance in labour guidelines, and 
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operative vaginal birth and vaginal birth 
after previous caesarean birth guidelines. 
For secondary-level and tertiary-level 
hospitals, with more than 10 clinicians, 
focus groups were divided into two ses-
sions; thus there were four focus groups 
in each hospital. All obstetricians were 
approached to participate in the study.

Data sources and collection
A focus group gathers people from 
similar backgrounds or experiences to 
discuss a speci�c topic of interest.19 
Focus groups conducted at each unit 
were scheduled at the convenience of 
participants. Semi-structured interviews 
were conducted with clinicians who 
were not able to take part in the focus 
groups. �e focus groups and personal 
interviews lasted approximately 90 
minutes. A moderator, also referred to 
as an interviewer, conducted each focus 
group in the presence of an observer, but 
only the moderator conducted the semi-
structured interviews. �e moderator 
was in control of the session and was 
responsible for the direction taken by 
the focus group. �e main tasks of the 
observer were to take notes, including 
non-verbal observations, to record and 
observe the session. All focus groups 
and interviews were audio-taped and 
transcribed verbatim. �e interviewer 
and observer reconstructed detailed 
notes of each interview immediately 
after the session. An interview guide was 
used for all focus groups and interviews 
(Annex 1, available at http://www.who.
int/bulletin/volumes/85/10/06-039289/
en/index.html).

Focus groups and interviews about 
SOGC guidelines were structured in the 
following manner: respondents were 
asked to describe their perceptions about 
the adoption of recommendations, bar-
riers and challenges encountered when 
following the recommendations, and 
factors and interventions they believed 
important for facilitating and support-
ing use of the recommendations.

Guidelines recommendations
�is study focused on four SOGC 
evidence-based guidelines (available at: 
http://www.sogc.org) for improving best 
practice in obstetric care:20�24 induction 
of labour at term, fetal health surveil-
lance in labour, guidelines for operative 
vaginal birth and guidelines for vaginal 
birth after previous caesarean birth 
(Annex 1).

Data analysis
Analysis of transcripts was planned ac-
cording to Graham 2004.18 �e tapes 
were transcribed, and their accuracy was 
veri�ed. Analysing the data from one 
hospital at a time, two researchers (NC, 
ED) jointly coded and categorized ideas 
into broader themes through consensus 
until all the transcripts were reviewed. 
To ensure study rigor and reduce limita-
tions, we used the logbook method in A 
manual for the use of focus groups to help 
analyse transcripts;19 this consists of a 
table used to record answers on selected 
topics. Focus groups and semi-directed 
interviews were separately analysed. 
Once all transcripts were analysed, re-
sults were reviewed to describe �ndings 
that apply to the study as a whole. As 
hypotheses were generated, we sought 
con�rmation by returning to the tran-
scripts to �nd evidence to refute or sup-
port these. One obstetrician (AD) on 
the research team reviewed the analysis 
to ensure the accuracy of our interpre-
tations and critical analysis during the 
entire process.

Findings
Ten focus groups divided into two ses-
sions (Annex 1) and six semi-structured 
interviews were conducted in the three 
hospitals. On the 33 available obstetri-
cians, 27 (80%) agreed to participate, 
ensuring that the sample is highly rep-
resentative (Table 1).

Interviewed obstetricians noted that 
the clinical practice guidelines were 
generally easy to understand and that 
they preserve obstetricians� discretion to 
judge appropriate treatment. Moreover, 
the guidelines are perceived as evidence-
based and as a legal reference. However, 
obstetricians identi�ed speci�c barriers 
to and facilitating factors for implement-
ing the guidelines� recommendations in 
practice (Tables 2 and 3). Obstetricians 
also said the focus group sessions acted 
as strong facilitating factors, and that 
these should constitute the �rst step for 
improving the use of recommendations 
in practice.

Induction of labour at term
Obstetricians said the augmentation of 
induction of labour before 41 complete 
gestation weeks, mainly explained by 
the increase in maternal requests and 
the unavailability of induction during 
the weekend, is an important barrier to 
change. Induction at term, especially 

with unfavourable cervix (i.e. Bishop 
Score < 6), may increase the risk of 
failure to progress and the need for a 
caesarean section.20

According to obstetricians, the aug-
mentation of maternal request for induc-
tion at term was explained by maternal 
insecurity or logistic factors (end of 
maternity leave) because of insu�cient 
information about the delay between 
estimated and real birth dates. Conse-
quently, providing the latest expected 
birth date to women instead of the mean 
expected birth date has been perceived 
as a potential facilitator to reduce in-
duction on maternal request. Moreover, 
obstetricians said that when they were 
planning an induction, explanations 
about the method to be used, side- 
e�ects, risks of caesarean section and 
possible complications were insu�-
ciently discussed with the woman.

Medico-legal concerns also encour-
aged induction for convenience and 
the rise of induction of labour before 
41 complete gestation weeks. Indeed, a 
general proactive approach was seen by 
obstetricians as a means to reduce poten-
tial risk of lawsuits. �e unavailability of 
induction during the weekend has also 
been perceived as an important barrier to 
change, increasing the risk of induction 
failure because women may be induced 
two days before the expected date. �is 
may lead to an interruption of labour, 
then to a caesarean section. �e adop-
tion of a departmental policy in hospital 
B promoting the standardization of in-
duction at term positively in�uenced the 
use of recommendations. Sta� meetings, 
formal protocols for induction at term 
and standardized information to women 
contributed to enhance the adoption 
of the recommendations and to reduce 
induction at maternal request.

Fetal health surveillance in 
labour
Obstetricians noted a slow uptake of 
intermittent auscultation in the delivery 
unit. �ere is some evidence that the use 
of continuous electronic fetal monitor-
ing may lead to increased false positives 
for fetal hypoxemia and to resulting cae-
sarean sections.21,22

Human resources and organiza-
tional factors have been seen as the main 
barriers to performing intermittent aus-
cultation, as a one-to-one nurse�patient 
ratio is uncommon in the three hospi-
tals. Moreover, obstetricians noted that 
the use of continuous electronic fetal 
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Table 1. Setting and respondent participation in focus groups and semi-directed interviews

Setting characteristics Hospital A Hospital B Hospital C

Beds (maternity unit) 86 29 28
Beds (nursery) 72 35 30
Services High-risk obstetric and  

paediatric care
Intermediary  
obstetric care

Obstetric care,  
family medicine

Availability of neonatal care Yes Yes Yes
Availability of neonatal intensive care unit Yes No No
Availability of midwifery services No No No
Births in 2004�2005 2893 2595 1764
Nurse�patient ratio in delivery unit 1:1 to 1:2 1:1 to 1:3 1:1 to 1:2
Academic status Yes Yes Yes
No. of obstetricians 18 13 6
No. of family physicians 1 6 13
No. of nurses in delivery unit 53 45 58
Anesthetists on site Yes Yes Yes
Pediatrists on site Yes Yes No
Availability of EFM machine Yes Yes Yes
Central EFM No No Yes
Availability of fetal scalp blood sampling Yes No Yes
Rate of caesarean section (2004�2005) 27.2% 24.0% 22.6%
Payment method In transition from pool to blended Blended Individual
Number of available obstetricians 15 13 6
% of agreement to participate 93% 85% 100%
% of participation of agreed obstetricians 86% 91% 83%
% of participation of available obstetricians 80% 77% 83%
Number of included obstetricians 12 10 5
No. of focus group 4 4 2
No. of semi-structured interviews 4 2 0

EFM, electronic fetal monitoring.

monitoring and the presence of a unit�s 
central monitoring system may permit 
a nurse to attend to several women 
simultaneously. However, it could have 
negative e�ects on the progress of labour 
because of the lack of psychological sup-
port to the mother.28 Another identi�ed 
barrier was that some anaesthesiologists 
prefer the use of continuous electronic 
fetal monitoring when women receive 
an epidural. Obstetricians also noted 
that unavailability of equipment was an 
important barrier to accurately diagnos-
ing fetal hypoxemia. �e absence of a 
pH meter at hospital B was identi�ed 
as a practical impediment to an optimal 
use of recommendations because ob-
stetricians cannot use fetal scalp blood 
sampling to investigate non-reassuring 
patterns of the electronic fetal monitor-
ing. Moreover, when a pH meter was 
available, the use of fetal scalp blood 
sampling might be limited because of 
technical limitations, including the skill 
level of operators, anatomical di�culties 
associated with the procedure and asso-
ciated pain experienced by the woman.

Fear of lawsuits was also suggested 
as a factor that limits the use of in-
termittent auscultation. Obstetricians 
described continuous electronic fetal 
monitoring as reassuring because this 
method is based on objective criteria, 
and an electronic fetal monitoring paper 
strip represents a strong evidence of good 
practice in case of lawsuits. Obstetricians 
also noted that continuous electronic 
fetal monitoring helps to supervise stu-
dents and residents in the delivery unit. 
However, some obstetricians thought 
that medico-legal concerns may also 
encourage the use of intermittent aus-
cultation because interpretation of the 
strip is di�cult and variable. For them, 
the use of intermittent auscultation as 
described in the guidelines represents 
the best practice and the optimal way to 
avoid the charges of malpractice.

Obstetricians commented that the 
growing number of less experienced ju-
nior nurses, especially during the night, 
has also slowed the adoption of the 
recommendations because they seem 
more comfortable using continuous 
electronic fetal monitoring. In contrast, 

senior nurses seem more comfortable 
with the use of intermittent ausculta-
tion, because of their experience, and 
this may in�uence their colleagues to 
adopt the recommendations. Equally, 
obstetricians stated that senior obstetri-
cians may have stronger in�uence than 
junior obstetricians in promoting the 
adoption of intermittent auscultation. 
Finally, obstetricians noted that strong 
nursing and obstetric leadership is an 
important facilitator for encouraging 
the adoption of guidelines.

Moreover, maternal preference to 
have continuous electronic fetal moni-
toring has been perceived as a potential 
barrier to the adoption of recommenda-
tions. Obstetricians thought that the 
women may be reassured by continuous 
electronic fetal monitoring, especially 
when they receive weak labour support.

Operative vaginal birth
Obstetricians noted a weak adoption of 
operative vaginal birth recommenda-
tions, especially for breech presentation 
and the use of forceps.




