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Abstract

Background Prenatal counselling at the threshold of viability raises profound ethical challenges for healthcare
professionals. Decisions occur under conditions of prognostic uncertainty, high emotional intensity, and variable
institutional norms. This scoping review aimed to map the ethical implications and moral conflicts perceived by
healthcare professionals involved in periviability counselling, including how counselling is conducted, which
contextual factors shape decision-making, and the perceived role and value of Clinical Ethics Consultation (CEC).

Methods The review followed the PRISMA-ScR guidelines and the Joanna Briggs Institute framework (JBI), using a
PCC structure. A comprehensive search was conducted in PubMed, CINAHL, APA Psyclnfo, Psychology and Behavioral
Sciences Collection and Web of Science. Eligible studies included qualitative, quantitative, or mixed-methods
research published in English and reporting on ethical issues, moral dilemmas, or decision-making among healthcare
professionals involved in prenatal or periviability counselling. Editorials, commentaries, conference abstracts,
theoretical papers, and studies focused solely on parental perspectives were excluded. Two reviewers independently
screened all records using CADIMA, with disagreements resolved by consensus with a third reviewer. Data were
charted and synthesized through descriptive numerical analysis and inductive thematic synthesis.

Results Twenty-five studies met inclusion criteria: 14 surveys, 9 qualitative studies, 1 mixed-methods study, and

1 randomized controlled trial (RCT). Healthcare professionals represented included neonatologists, obstetric and
maternal-fetal medicine clinicians, nurses, trainees and ethicists. Six major themes emerged across study types:

(1) variability in resuscitation thresholds and counselling practices; (2) pervasive prognostic uncertainty; (3) value
pluralism and interprofessional divergence; (4) communication challenges in high-stakes encounters; (5) institutional
culture and system-level influences; (6) moral distress and emotional burden among professionals. CEC was rarely
integrated into practice: 17 studies did not mention it, 7 discussed it only conceptually, and only 1 described its
operational use.
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Key message

or empirically evaluated.

both practice and research.

Conclusions Periviability counselling is ethically complex and inconsistently implemented across settings.
Professionals navigate uncertainty, divergent values, and institutional pressures with limited structured support,
while appropriate shared decision-making remains inconsistently achieved. Although CEC holds considerable
potential value, it is still rarely used. Strengthening counselling practice will require clearer frameworks, improved
communication strategies, interprofessional collaboration and the meaningful integration of ethical support systems.

- Counselling at the threshold of viability is ethically complex and variably structured across settings.

- Prognostic uncertainty and divergent professional roles complicate communication with families.

- Parental values and best-interest considerations are both central but often difficult to reconcile.

- Shared decision-making is widely endorsed yet inconsistently implemented in practice.

« Moral distress is common—especially among nurses and junior staff—and often insufficiently addressed.

- Clinical Ethics Consultation may support deliberation in ethically complex situations but remains rarely integrated

« Institutional culture and policy strongly shape counselling pathways and decision thresholds.
- Professional perspectives beyond neonatology (OB/MFM, midwifery, nursing, ethics) remain underrepresented in

Keywords Periviability, Prenatal Counselling, Clinical Ethics Consultation, Ethical Issues, Moral Conflicts, Healthcare
Professionals, Maternal-Fetal Medicine, Neonatal Intensive Care

Background

Periviability refers to the period surrounding the thresh-
old of fetal viability, conventionally located between
approximately 22 and 25 weeks of gestation, during
which neonatal survival remains highly uncertain and
strongly dependent on centre-level practices and proac-
tive care. Some professional bodies, such as the American
College of Obstetricians and Gynecologists, extend the
concept of periviability to approximately 20-25 weeks
of gestation, reflecting an obstetric perspective on the
earliest limits of potential survival [1]. In clinical neona-
tology and counselling practice, however, active decision-
making most commonly focuses on the narrower range
of 22—-25 weeks, where survival becomes technically pos-
sible but remains highly uncertain.

This gestational boundary is not fixed and has evolved
over time alongside advances in neonatal care. In high-
resource settings, improvements in technology and clini-
cal expertise have progressively lowered the gestational
age at which survival may be possible, whereas in other
regions viability thresholds remain higher due to differ-
ences in infrastructure, resources, and clinical practice.
Viability should therefore be understood as a historically
dynamic and globally variable construct rather than a
uniform biological limit.

Recent population-based and meta-analytic data show
substantial variation in survival for infants born at 22-25
weeks across regions and health systems, with survival
at 22 weeks remaining low and increasing progressively
with each additional week of gestation [2—4].

Although these births account for a small proportion of
all deliveries—approximately 0.4% of births in the United
States in 2015—they contribute disproportionately to

neonatal mortality and serious disability, representing
around 40% of neonatal deaths [5]. Recent advances in
perinatal and neonatal intensive care have shifted sur-
vival curves, making active treatment at 22-23 weeks
technically possible in some centres, yet with marked
variability in policies, resource allocation and outcomes
across countries and within health systems [2, 6]. These
differences are further amplified at a global level. Rates
of prematurity remain highest in many low- and middle-
income countries, where limited access to specialised
neonatal care, workforce shortages, and resource con-
straints contribute to substantially higher mortality and
morbidity among extremely preterm infants [7]. Such
structural inequalities not only affect clinical outcomes
but also shape the ethical context in which counselling
and treatment decisions are made, underscoring the
importance of interpreting periviability within broader
global health disparities.

Periviability has thus been described as a phase of
“technologically assisted potential survival’, in which the
possibility of survival is created and sustained almost
entirely by invasive, resource-intensive interventions,
while prognostic uncertainty remains high [8].

The ethical landscape at the limit of viability is shaped
by the tension between improving survival and the per-
sistent risk of serious impairment, by wide international
variation in thresholds for initiating active care, and by
differences in the availability and allocation of health-
care resources, which may influence decisions in settings
where intensive neonatal care is resource-intensive or
constrained. While in some settings resuscitation is rou-
tinely offered from 22 weeks, others recommend comfort
care up to 24 weeks or adopt more flexible “grey zone”
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frameworks, where gestational age (GA) is only one
among several prognostic factors [2, 3, 6, 9, 10]. Bioethi-
cal and professional guidance has increasingly criticised
rigid gestational-age cut-offs, arguing that they inade-
quately reflect prognostic complexity and may be unjust
to extremely preterm infants by denying potentially ben-
eficial treatment purely based on estimated GA [1, 9, 11].
In Italy, the Italian National Bioethics Committee and the
Rome Charter Guidelines have recommended moving
away from absolute chronological thresholds towards an
integrated assessment that considers prognostic uncer-
tainty, limits to therapeutic obstinacy, and the interests of
the newborn in dialogue with the parents [12, 13].

Antenatal consultations typically involve obstetri-
cians, neonatologists, midwives, nurses and, in some
settings, clinical ethicists, who are tasked with present-
ing possible scenarios, discussing options for care after
birth—including the potential for intensive treatment,
comfort-focused care, or intermediate approaches—and
supporting parents in shared decision-making (SDM)
[14-16]. In this review, the term counselling refers to the
communicative and decision-support processes through
which healthcare professionals provide information,
discuss prognostic uncertainty, and explore treatment
options with parents in situations of periviability. This
use of the term is distinct from ethics consultation, which
denotes a formal process of ethical analysis and support
provided by clinical ethicists or ethics committees.

A recent scoping review of prenatal counseling for
extreme prematurity at the limit of viability has high-
lighted personalization, parental values, uncertainty,
emotions and the quality of the parent—physician rela-
tionship as central features of current practice [17]. At the
same time, viewpoint papers have underscored the limi-
tations of probabilistic evidence and outcome statistics in
real-world counseling encounters, arguing that attempts
to provide ever more detailed risk figures may overwhelm
parents and fail to capture the affective and existential
dimensions of decision-making [18]. These authors advo-
cate for a more individualized, narrative-based approach
that attends to what parents want and need, rather than
treating counseling as the mere transmission of numeri-
cal information. Recent work on uncertainty and prog-
nostic communication similarly emphasizes structured
yet flexible frameworks that openly acknowledge prog-
nostic uncertainty while supporting parents’ hopes and
information needs [19, 20].

Despite these developments, studies conducted mainly
in high-income settings continue to report persisting het-
erogeneity in counselling content, style and goals across
and within countries. Professional societies such as the
American Academy of Pediatrics have recommended
multidisciplinary, culturally sensitive counseling that is
honest about prognostic limits and explicitly oriented
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towards shared decision-making, but empirical studies
show that parents often perceive inconsistent messages,
and clinicians themselves report uncertainty about how
to balance transparency, empathy and realism [21-25].
Moreover, professional guidelines and policy statements
— including those issued by international bodies on peri-
viability and neonatal decision-making [1, 11], and, in
Italy, by the National Bioethics Committee and the Rome
Charter Guidelines [12, 13] — focus primarily on what
ought to be done, specifying who should decide, on what
basis, and with which ethical justification, while devot-
ing less attention to how healthcare professionals actually
experience and navigate the moral complexity of these
encounters in practice. An increasing number of stud-
ies have documented substantial emotional burden and
moral distress among healthcare professionals involved
in periviable care and neonatal intensive care, including
during counselling and decision-making processes. Clini-
cians describe feelings of powerlessness, conflict of con-
science, and distress when they perceive a gap between
what they believe would be in the best interests of the
infant and the course of action that is pursued, whether
because of parental wishes, institutional pressures or
divergent views within the team [26-29]. Recent stud-
ies — including systematic syntheses of moral distress
in neonatal care [30] and qualitative research involving
neonatologists and perinatal clinicians [31] — suggest
that such distress often emerges not only from bedside
care itself but also from the ethical tensions inherent
in counselling families under conditions of uncertainty
and value pluralism, contributing to emotional exhaus-
tion and impaired professional wellbeing [32, 33]. Over
time, moral distress and “moral residue” may accumu-
late, increasing the risk of burnout and erosion of moral
integrity if not adequately recognized and addressed [34,
35]. Classic and more recent work in neonatal ethics has
further highlighted how disagreements about limiting or
withdrawing intensive care, differing conceptions of qual-
ity of life, and uncertainties about the infant’s moral sta-
tus at the threshold of viability generate recurring ethical
tensions that often become visible during counselling
encounters and deliberative processes [10, 36].

CEC has been proposed as a potentially valuable form
of ethics support in perinatal and neonatal care, partic-
ularly in decision-making at the limit of viability. CEC
aims to provide a structured process for analysing ethi-
cally complex cases, clarifying values and obligations,
mediating conflicts, and facilitating communication
between professionals and families [37-39]. In perinatal
and neonatal care, ethics consultation may help teams
articulate the moral justification for initiating, continu-
ing or limiting intensive treatment at the limit of viability,
and support shared decision-making that is both ethi-
cally defensible and psychologically sustainable for those
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involved [40, 41]. Recent studies have likewise started to
examine how ethics consultation services are used and
valued in Neonatal Intensive Care Units (NICUs), but
current evidence is limited to particular national set-
tings and indicates considerable variability in practice
[42]. Overall, the actual frequency, timing, indications
and perceived impact of CEC in the specific context of
prenatal counseling for periviable birth remain poorly
documented. Existing reviews of ethics consultation tend
to aggregate diverse clinical areas and rarely focus on
obstetric and neonatal cases, while periviability-focused
ethical reviews often discuss ethical principles and policy
implications without examining how frontline profes-
sionals experience and evaluate ethics support in their
daily practice [10, 38].

Despite extensive ethical, clinical, and policy debates,
important knowledge gaps persist regarding how health-
care professionals experience the ethical complexity of
periviable prenatal counseling, the types of moral con-
flicts they face, and how they perceive the role of CEC in
these situations.

Given the conceptual complexity and methodological
heterogeneity of the literature addressing ethical issues
in periviability—ranging from qualitative studies on clini-
cians’ lived experiences, to surveys of attitudes, to ethi-
cal analyses and policy documents—a scoping review
approach is particularly appropriate. Scoping reviews are
especially suited to mapping broad and diverse bodies of
evidence, clarifying how key concepts have been defined
and applied across studies, and identifying gaps that
require further empirical investigation. This methodolog-
ical choice allows us to synthesise what is known about
healthcare professionals’ moral experiences in prenatal
counseling at the limits of viability, the types of ethical
and moral conflicts reported, and the role and perceived
impact of CEC within these contexts.

This scoping review aims to explore and map the
existing literature on the ethical implications and moral
conflicts experienced by healthcare professionals (Popu-
lation) involved in prenatal counselling for anticipated
periviable birth (Context). It examines how ethical issues,
moral distress, decision-making challenges and coun-
selling practices are described (Concept), and explores
the perceived role, use and value of CEC within Mater-
nal-Fetal Medicine (MFM) and Neonatal Intensive Care
Units (NICUs). The review also seeks to identify how
contextual or institutional factors shape ethical decision-
making in periviability counselling, and to highlight gaps
that may inform future empirical and normative research.

Methods

Scoping review protocol and registration

This scoping review was conducted in accordance
with the methodology proposed by the JBI [43] and the
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PRISMA-ScR guidelines (Preferred Reporting Items for
Systematic Reviews and Meta-Analyses extension for
Scoping Reviews) [44].

The choice of a scoping review was motivated by the
exploratory nature of the research question: the aim was
to systematically and transparently map the existing liter-
ature, identify knowledge gaps, and synthesise emerging
evidence, rather than assess the effectiveness of specific
interventions.

An a priori protocol was developed, registered, and
disseminated publicly via the Open Science Framework
(OSF) (https://osf.io/4zqgj/). Registration ensured trans
parency and traceability of the methodological process.
The primary and secondary research questions, devel-
oped according to the PCC framework, are reported in
the OSF protocol and summarised in the Introduction.

Eligibility criteria

The eligibility criteria were defined according to the
PCC (Population, Concept, Context) framework recom-
mended by the JBI, to ensure methodological coherence
and the relevance of selected studies to the objectives
of the review. Studies were considered eligible if they
involved healthcare professionals engaged in prenatal
counselling in periviability contexts, including obste-
tricians, neonatologists, midwives, nurses, and clinical
ethicists. The review focused on the ethical and moral
implications experienced or perceived by these profes-
sionals, with particular attention to the presence of moral
conflicts and the possible use of CEC. Our clinical focus
was prenatal counselling for pregnancies between 22
and 25 weeks’ gestation, usually delivered in maternal—
fetal medicine units or neonatal intensive care settings.
Eligible sources included primary research adopting
qualitative, quantitative, or mixed-methods designs, as
well as pertinent systematic reviews and grey literature
documents produced by institutional bodies or recog-
nised scientific societies. To ensure the contemporaneity
of the evidence and its alignment with recent develop-
ments in clinical practice and ethical discourse on perivi-
ability, temporal limits were applied, restricting inclusion
to publications from January 2015 to July 2025. Only
studies published in English were considered, both to
ensure accessibility and to maintain adequate standards
of methodological quality and reporting. Non-empirical
contributions—such as editorials, commentaries, letters,
and theoretical papers—were excluded, as were stud-
ies focusing exclusively on parental perspectives, con-
ference abstracts without full text, and publications in
languages other than English. Regarding grey literature,
inclusion was limited to documents deemed method-
ologically transparent and originating from accredited
organisations, to ensure their reliability and relevance.
Studies were included only when ethical issues were
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explicitly explored as a primary analytical focus—such
as moral dilemmas, ethical conflicts, moral distress, or
value-based decision-making processes—rather than
remaining implicit within broader clinical or policy dis-
cussions. Accordingly, surveys addressing thresholds of
care, resuscitation practices, or guideline preferences
were excluded when they did not substantively analyse
the ethical dimensions of these decisions.

Information sources

The search strategy was designed to systematically
and comprehensively identify literature relevant to the
themes addressed in the review. The process incorpo-
rated three main conceptual areas corresponding to the
PCC framework: (1) periviability; (2) the ethical and
moral dimensions associated with prenatal counselling
and decision-making; and (3) the healthcare profession-
als involved in these processes. In this review, we use the
expression ethical and moral dimensions as an opera-
tional umbrella term to refer to value-laden issues such as
dilemmas, conflicts, and forms of moral distress in clini-
cal practice, without assuming a specific philosophical
distinction between ethics and morality.

The literature search was conducted in the databases
PubMed/MEDLINE, CINAHL, APA PsycINFO, Web of
Science, and Psychology and Behavioral Sciences Col-
lection, selected for their complementary disciplinary
coverage and their relevance to health sciences, clinical
psychology, and bioethics. Search strategies were adapted
to each database using a combination of controlled
vocabularies—such as MeSH, CINAHL Headings, and
the APA Thesaurus—and free-text terms, with the aim of
maximising both sensitivity and specificity.

Temporal limits were applied to include publications
from January 2015 to July 2025, and only English-lan-
guage sources were considered. The most recent search
was conducted in July 2025. To enhance the comprehen-
siveness of the search, the electronic database search was
supplemented by manual screening of the reference lists
of included studies and by consulting guidelines, rec-
ommendations, and institutional documents issued by
national and international scientific societies and profes-
sional bodies in the fields of neonatology, clinical ethics,
and maternal—fetal medicine.

Search

The electronic search was designed and conducted to
ensure maximum reproducibility, in accordance with
PRISMA-ScR recommendations. The complete search
strategy is reported for PubMed/MEDLINE, selected as
a representative example of the approach used across
all databases. For PubMed, the search combined free-
text terms and controlled vocabulary (MeSH) struc-
tured around the three conceptual domains of the PCC
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framework: periviability, ethical and moral dimensions,
and healthcare professionals involved in prenatal coun-
selling. The full PubMed/MEDLINE search string was as
follows:

((“Perinatal Care“[Mesh] OR “Fetal
Viability“[Mesh] OR periviable[tiab]
OR “peri-viability“[tiab] OR
periviability([tiab] OR “limit

of viability“[tiab] OR “fetal
viability“[tiab] OR “periviable
birth“[tiab] OR “peri-viability
birth“[tiab] OR “peri-viable
birth“[tiab])

AND

(“Bioethical Issues™[Mesh]

OR “Ethics"“[Mesh] OR “Ethics
Consultation"“[Mesh] OR
biocethics([tiab] OR “ethical
issues“[tiab] OR ethics[tiab] OR
“ethical dilemma™“[tiab] OR “ethical
concerns“[tiab])

AND

("Health Personnel" [Mesh] OR "Health
Occupations" [Mesh] OR healthcare
workers|[tiab] OR healthcare
professionals[tiab] OR healthcare
providers[tiab] OR healthcare
personnel [tiab] OR doctor*[tiab] OR
nurse*[tiab] OR obstetric*[tiab] OR
neonatol*[tiab] OR gynecol*[tiabl]))

Limits applied: English language; publication vyears
2015-2025

Search strategies were subsequently adapted to
the controlled vocabularies and indexing systems of
CINAHL, APA PsycINFO, Web of Science, and Psychol-
ogy and Behavioral Sciences Collection, while maintain-
ing a conceptually consistent structure across databases.
All search strategies were developed and verified in col-
laboration with an expert health sciences librarian to
ensure accuracy and comprehensiveness. The final search
was conducted in July 2025.

The full search strategies for all databases are provided
in Supplementary File S1.

Selection of sources of evidence

The selection process was conducted in two stages—title
and abstract screening followed by full-text assessment—
using the CADIMA platform, which also managed the
automatic removal of duplicates. Two reviewers (AB,
AN) independently screened all records at both stages,
following a preliminary calibration exercise designed to
ensure consistent application of the eligibility criteria.
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Any disagreements between the two reviewers were
resolved through consultation with a third reviewer (EF).

Eligibility was assessed according to the predefined
PCC-based criteria, which focused on the involvement
of healthcare professionals in either prenatal counselling
or perinatal care, the presence of ethical or moral dimen-
sions related to periviability, and the inclusion of empiri-
cal primary research published in English. Studies were
excluded when they did not meet one or more of these
criteria or when they did not constitute primary research
(e.g., theoretical papers, commentaries, editorials). The
most frequent reasons for exclusion included lack of an
empirical study design and inadequate alignment with
the population or conceptual focus of the review.

The full selection process, including the number of
records identified, screened, included, and excluded at
each stage, is illustrated in the PRISMA flow diagram
(Fig. 1).

Data charting process

Data charting was conducted using the CADIMA plat-
form, which enabled standardised extraction and man-
agement of information from all included studies. Two
reviewers independently charted the data, ensuring
accuracy and consistency across the extraction process.
Prior to beginning full data charting, the review team
conducted a calibration exercise to refine the extraction
form and align reviewers’ understanding of each field.

via datab and

\ Identification of studi
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This preliminary step involved pilot testing the form on
a subset of included studies and discussing discrepancies
or uncertainties until consensus was reached, thereby
ensuring a coherent and uniform approach to data
extraction.

The final data extraction form included the following
fields: study ID, country, study design, clinical setting,
study objective, healthcare professionals involved, pres-
ence or role of CEC, key results or conclusions relevant
to ethical issues in periviability counselling, and appraisal
information. No authors of primary studies were con-
tacted for clarification or additional information, as the
data reported in the included articles were sufficient to
meet the aims of the review.

Data items

For each included study, a predefined set of data items
was extracted using a structured form within the CAD-
IMA platform. The variables collected were selected to
reflect the objectives of the review and to ensure con-
sistent characterisation of the evidence across heteroge-
neous study designs.

The following data items were charted: a unique Study
ID assigned by the review team (ranging from SO1 to
$25); the country in which the study was conducted;
the study design (qualitative, quantitative, mixed-meth-
ods, or randomised controlled trial); and the clinical
setting, categorised as MFM, NICU, or other relevant

\ Identification of studies via other methods

Fig. 1 PRISMA 2020 flow diagram for the scoping review

—
Records removed before
§ scmDe:”I)ng'ale records removed Records identified from:
Records identified from*: n :9) Waebsites (n = 2)
% Databases (n = 308) —> Records marked as ineligible Organisations (n = 1)
R { - i =
egisters (n = 0) by automation tools (n = 0) Citation searching (n = 2)
§ Records removed for other
reasons (n = 0)
}
—
Records screened » | Records excluded™
(n =299) (n = 254)
Reports sought for retrieval Reports not retrieved Reports sought for retrieval Reports not retrieved
- — > -
2 (n = 45) (n=0) (n=2) (n=0)
: ! !
for eligibil Reports excluded: 22 o
::egczrg assessed for eligibility Reason 1: not primary research study :inofozr)ls assessed for eligibility Reports excluded (n = 0)
(n=8) -
Reason 2: not explores ethical
distress (n=1)
Reason 3: not addresses ethical
implications/moral conflicts (n = 1)
— v Reason 4: duplicate (n = 8)
Studies included in review
i (n = 25) ™
-~ Reports of included studies
2 (n = 25)
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environments. Information on the stated objective of
each study was extracted, along with detailed data on the
types of healthcare professionals involved and their pro-
fessional categories. When applicable, the presence, use,
or role of CEC was documented. Key results and con-
clusions relevant to ethical issues, moral conflicts, or
decision-making in periviability counselling were also
collected. Finally, each study underwent methodologi-
cal appraisal using the appropriate JBI critical appraisal
checklist [45], and the appraisal outcome was recorded.
No assumptions or simplifications were made beyond
the information explicitly reported in each study, and
only data relating to ethical aspects were extracted. No
additional demographic or sample characteristics were
charted, as these were outside the scope of the review.

Critical appraisal of individual sources of evidence

In accordance with the JBI methodology [45], a critical
appraisal of all included studies was undertaken using
the JBI critical appraisal tools appropriate to each study
design. Specifically, the following instruments were
applied: the JBI Checklist for Analytical Cross-Sectional
Studies, the JBI Checklist for Qualitative Research, the
JBI Checklist for RCT, and the JBI Checklist for Mixed
Methods Studies. The purpose of this appraisal was not to
exclude studies but rather to contextualise the findings by
identifying methodological strengths, limitations, and the
overall quality of the available evidence. This approach
aligns with the JBI guidance for scoping reviews, where
critical appraisal is intended to inform interpretation
rather than guide study inclusion or exclusion.

Synthesis of results

The charted data were synthesised using a descriptive
and narrative approach, consistent with the exploratory
purpose of the review and the heterogeneity of study
designs, settings, and outcomes. Quantitative data from
cross-sectional surveys and mixed-methods studies were
summarised using descriptive statistics, including fre-
quencies and proportions of study characteristics (e.g.,
country, design, setting, professional groups) and, where
available, quantitative indicators related to ethical con-
structs—such as whether CEC was available, actually
used, or reported as needed by professionals—as well as
reported moral conflicts or perceived thresholds of via-
bility. These data were tabulated to provide an overview
of the distribution of study features across the included
evidence base.

Qualitative findings were synthesised through an
inductive thematic analysis, which enabled the identi-
fication of recurring ethical implications and patterns
across diverse professional groups and clinical contexts.
The themes derived from this analysis—such as variabil-
ity in policies and GA thresholds, parental autonomy,
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prognostic uncertainty, value and religious conflicts,
communication challenges, intra-team disagreements,
justice and resource allocation, legal responsibility, and
moral distress—were developed iteratively by reviewing
the extracted data and comparing conceptual patterns
across studies.

Findings from qualitative, quantitative, and mixed-
methods studies were then integrated narratively to
provide a convergent synthesis. This approach allowed
the qualitative themes to contextualise and explain het-
erogeneity observed in the quantitative data, particularly
regarding variability in counselling practices, use of CEC,
interprofessional differences, and institutional influ-
ences. No meta-analysis or formal pooling of data was
undertaken due to methodological diversity, and no for-
mal assessment of heterogeneity or publication bias was
performed. Variations across study design, geographical
context, clinical setting — from MFM services to NICUs
— and professional groups were examined descriptively
when relevant. The synthesis emphasised mapping the
breadth of available evidence, identifying recurrent ethi-
cal challenges, and highlighting gaps requiring further
empirical investigation.

Results

Selection of sources of evidence

A total of 308 records were identified through database
searching, with no additional records retrieved from
registers. After removal of 9 duplicates, 299 records
were screened by title and abstract, of which 254 were
excluded for not meeting the eligibility criteria. Forty-
five full-text reports were then assessed for eligibility.
Of these, 22 were excluded for reasons including lack
of primary empirical research (n=38), insufficient focus
on ethical dimensions (n=2), or duplicate publications
(n=8). Five additional records were identified through
other sources (websites n=2, organisations n=1, cita-
tion searching n=2). After screening, two reports were
retrieved and assessed for eligibility, and both were
included in the review. All potentially eligible items were
retrieved when available and assessed for eligibility; none
were excluded at full-text review.

Ultimately, 25 studies met the eligibility criteria and
were included in the review. The full selection process,
including identification, screening, eligibility assessment,
and reasons for exclusion at each stage, is illustrated in
the PRISMA flow diagram (Fig. 1).

Characteristics of

sources of evidence

A total of 25 studies published between 2015 and 2025
were included, encompassing qualitative (n=9), quan-
titative (n=13), and mixed-methods designs (n=3).
The studies were conducted across a wide range of
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geographical contexts, including North America, Europe,
South America, Asia, the Middle East, and sub-Saharan
Africa. Most were situated in NICUs or MFM/antena-
tal settings, while a smaller number were embedded in
residency programs, multidisciplinary perinatal environ-
ments, or educational and simulation contexts.

Across studies, objectives varied but consistently
focused on healthcare professionals’ attitudes, experi-
ences, and ethical dilemmas related to prenatal counsel-
ling, thresholds for resuscitation, and decision-making
for infants at the threshold of viability. Participant groups
were diverse and included neonatologists, obstetricians,
MEM specialists, pediatric residents, nurses, midwives,
hospitalists, respiratory therapists, and ethics consul-
tants. Ethical issues were examined either directly or
indirectly in all studies. Only one study (S01) described
the active use of a CEC service, while others discussed
ethical concerns conceptually or through participants’
reflections [46].

Common ethical themes emerging across the included
studies were prognostic uncertainty, variability in viabil-
ity thresholds, tensions surrounding parental autonomy,
moral distress, value-laden communication, interdisci-
plinary disagreements, and the influence of institutional
culture on counseling practices. Despite the existence of
guidelines in some countries, studies consistently docu-
mented wide heterogeneity in counseling approaches
and clinical decision-making, both within and between
professional groups. Physicians tended to emphasise
survival data—such as GA-specific survival rates—and
broader prognostic assessment incorporating anticipated
long-term outcomes, risks of impairment, and clinical
responsibility, whereas nurses often foregrounded infant
suffering, family experience, and relational ethics. Differ-
ences between obstetric and neonatal perspectives, and
between senior and junior clinicians, were recurrent,
reflecting divergent ethical priorities and varying experi-
ences of moral distress.

Studies conducted in low-resource contexts highlighted
additional ethical dilemmas associated with resource
scarcity, cultural and religious norms, hierarchical team
structures, and constraints on parental involvement [47].
Educational and simulation-based studies underscored
the importance of targeted training to enhance com-
munication skills, ethical awareness, and value-sensitive
counseling in periviability scenarios [48, 49].

Overall, the included sources of evidence illustrate
that ethical challenges in periviability care are pervasive
across settings and shaped by clinical uncertainty, inter-
personal dynamics, professional norms, and wider sys-
temic factors. These characteristics, and their relevance
to the review questions, are summarized in Table 1.
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Critical appraisal

within sources of evidence

Critical appraisal was conducted for all included studies
using the appropriate JBI Critical Appraisal Checklists,
selected according to study design (qualitative research,
analytical cross-sectional studies, mixed-methods, and
the single RCT). Appraisal was performed independently
by two reviewers, with disagreements resolved by con-
sensus. In line with the aims of a scoping review, no study
was excluded based on methodological limitations; how-
ever, appraisal outcomes informed the interpretation and
relative weight assigned to the evidence.

Overall, 15 studies were assessed as “Include’, indicat-
ing adequate methodological quality, whereas 10 were
rated as “Include with reservations’, reflecting moder-
ate limitations that required caution in interpretation.
Survey-based cross-sectional studies frequently relied on
self-reported attitudes using instruments whose develop-
ment, piloting, or validation was incompletely described.
Confounding factors were seldom fully addressed, and
multivariable analyses were uncommon. Several surveys
also lacked clarity regarding inclusion criteria, sampling
strategies, and representativeness, raising concerns about
self-selection and non-response bias.

Across multiple studies, ethically relevant constructs—
such as viability thresholds, attitudes toward resusci-
tation, or perceptions of parental involvement—were
measured using non-standardized or unvalidated tools,
resulting in partial or uncertain reliability. Mixed-meth-
ods and scenario-based studies tended to be stronger,
particularly where structured simulation scenarios were
used or where appropriate multivariable analyses (e.g.,
logistic regression) were applied. Qualitative interview
studies generally provided rich data and illustrative
quotations, but often lacked detailed reflexive accounts
or explicit articulation of the researchers’ theoreti-
cal lens, which may limit interpretive transparency and
transferability.

Recurrent methodological limitations across the evi-
dence base included limited reporting of survey instru-
ment validation, incomplete identification and control of
confounders, risks of selection and non-response bias,
restricted transferability of single-site qualitative studies,
and variable detail regarding ethical approval, especially
in older or more conceptually oriented studies.

Despite these limitations, all included studies con-
tributed relevant data for mapping ethical issues, moral
dilemmas, and decision-making processes in periviability
care. Appraisal findings were integrated narratively into
the synthesis to contextualise methodological strengths
and limitations without excluding conceptually valuable
sources.
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Results of

individual sources of evidence

The 25 included studies provided heterogeneous but
complementary insights into how healthcare profes-
sionals perceive ethical implications, moral conflicts,
and decision-making processes in periviability contexts.
Charted data from quantitative studies largely described
geographical distribution, professional roles, GA thresh-
olds, reported counselling practices, and attitudes toward
resuscitation. In contrast, qualitative and mixed-methods
sources contributed in-depth accounts of ethical ten-
sions, communication dynamics, and institutional influ-
ences shaping practice.

Across individual studies, substantial variation
emerged in clinical practices and counselling approaches.
Survey data indicated wide discrepancies in GA thresh-
olds for initiating or withholding resuscitation—typi-
cally spanning 22-25 weeks—and these differences were
shaped by institutional culture, local guidelines, profes-
sional background, and national legal frameworks. Such
variability often translated into heterogeneous counsel-
ling strategies, with some professionals favoring direc-
tive guidance and others attempting more collaborative
or shared decision-making. Several studies noted incon-
sistencies between national recommendations—where
these existed—and bedside decisions, particularly in con-
texts where guidelines were absent, ambiguous, or inter-
preted differently among clinicians.

Qualitative studies consistently highlighted the moral
complexity inherent in counselling under conditions of
prognostic uncertainty. Professionals described chal-
lenges in balancing honesty and hope when discuss-
ing survival and long-term outcomes with parents, and
in aligning clinical judgment with parental values and
expectations. Divergent moral intuitions within clini-
cal teams were also frequently reported: neonatologists
tended to place particular emphasis on prognosis and
survival probabilities; obstetric and MFM clinicians pri-
oritised maternal risk and antenatal decision-making;
nurses foregrounded infant suffering, relational ethics,
and the emotional burden experienced by families. These
differing perspectives often coexisted within the same
institution, contributing to inconsistent messages and
occasional intra-team conflict.

Value-laden dilemmas were recurrent across individual
studies. Clinicians and families frequently brought cul-
tural norms, religious beliefs, and personal values into
the counselling encounter, shaping interpretations of
viability and influencing decisions at the threshold of life.
These factors intersected with prognostic uncertainty
and institutional norms, sometimes generating moral
distress—particularly among nurses, junior profession-
als, and those working in low-resource settings. Although
only two studies quantitatively measured moral distress
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or burnout, many more provided qualitative descriptions
of emotional strain and ethical discomfort.

Communication challenges were also evident across
individual sources. Interview-based studies and the
simulation RCT highlighted difficulties in communicat-
ing uncertainty transparently, adapting information to
parental needs, and maintaining empathy in emotion-
ally charged conversations. Simulation-based training
appeared to enhance communication skills and ethical
awareness, yet routine use of structured training or deci-
sion-support tools was rarely reported. In several studies,
the absence of shared frameworks for counselling con-
tributed to variation in content, tone, and decision-mak-
ing style.

Institutional culture emerged as a central determinant
of decision-making across the included studies. Charted
data showed that informal norms, organisational mem-
ory, and local professional hierarchies often shaped coun-
selling more strongly than formal guidelines or empirical
evidence. How teams interpreted viability thresholds,
valued parental involvement, or resolved intra-team dis-
agreements was frequently influenced by local history
and context. Studies from low-resource settings under-
scored additional constraints, including limited techno-
logical capacity, hierarchical decision-making structures,
and sociocultural expectations surrounding reproduction
and parental authority.

With respect to CEC, charted data revealed a nota-
ble gap: seventeen studies did not mention CEC, seven
referred to it only conceptually or as desirable support,
and only one study described operational use in practice.
In this example, ethics consultants facilitated dialogue,
mediated value conflicts, and supported communica-
tion across teams, though integration into routine care
remained inconsistent. Taken together, these findings
indicate that despite pervasive ethical tensions in perivi-
ability care, structured ethics support is rarely embedded
in clinical practice.

Overall, the data extracted from individual sources
portray a fragmented and context-dependent landscape
characterised by variability in thresholds and counselling
practices, prognostic uncertainty, value differences, com-
munication challenges, intra-team tensions, and limited
access to formal ethics support. These charted findings
form the empirical basis for the thematic synthesis pre-
sented in the subsequent section.

A quantitative summary of study designs, settings,
geographical distribution, professional groups, CEC
reporting, and critical appraisal outcomes is provided in
Table 2.
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Table 2 Quantitative characteristics of included studies (n=25)
Domain

Results

Study designs Cross-sectional surveys 56% (14); qualitative stud-
ies 36% (9); mixed-methods 4% (1); randomized
controlled trial 4% (1)

Settings NICU 48% (12); MFM/antenatal 16% (4); mixed
perinatal settings 12% (3); other/training/LMIC
contexts 24% (6)

Geographical Europe 40% (10); USA 36% (9); Latin America 8%

distribution (2); Asia 8% (2); Africa 4% (1); Canada 4% (1)

Professionals
represented

Neonatologists 20; nurses 8; obstetricians/MFM cli-
nicians 7; trainees/fellows 6; ethicists 2; midwives 1
Not reported 68% (17); conceptual only 28% (7);
operational use 4% (1)

Include 60% (15); Include with reservations 40%
(10)

CEC reporting

JBl appraisal

Synthesis of results

Overview of the Evidence Base

The synthesis of the charted data reveals a complex and
heterogeneous landscape in how healthcare profession-
als perceive ethical challenges and moral conflicts dur-
ing prenatal counselling at the threshold of viability.
Although the 25 included studies differed substantially in
design, geography, setting, and professional composition,
their findings converged in depicting counselling as an
ethically intense, value-laden, and institutionally variable
process.

Descriptive patterns across study designs and settings
Quantitative mapping showed that most studies were
cross-sectional surveys (56%, 14/25), followed by quali-
tative designs (36%, 9/25), and only two studies adopted
mixed-methods or interventional approaches (8%).
Nearly half of the studies took place in NICUs (48%,
12/25), with fewer situated in MFM/antenatal contexts
(16%, 4/25) or mixed perinatal environments (12%, 3/25).
Europe (40%, 10/25) and the USA (36%, 9/25) accounted
for many settings, with limited representation from
low- and middle-income countries (LMICs) (S17) [47].
Professional samples were dominated by neonatologists
(20/25), while nurses (8/25), obstetric/MFM specialists
(7/25), trainees (6/25), and ethicists (2/25) were less fre-
quently included.

Variability in resuscitation thresholds and counselling
practices

A central finding across designs was the marked het-
erogeneity in resuscitation thresholds, typically rang-
ing between 22 and 25 weeks [53, 55, 56, 65, 69]. These
thresholds varied not only internationally but also
between neighboring institutions or services within the
same hospital. Such variability was mirrored in counsel-
ling practices: some clinicians described directive model
approaches based on prognosis or institutional norms
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[52, 63], while others reported attempts to implement
shared decision-making [58, 64, 66]. However, even
where SDM was invoked conceptually, its consistent
application remained limited (only 8/25 studies discussed
SDM explicitly).

Prognostic uncertainty and ethical tension

Prognostic uncertainty —particularly regarding survival
probabilities and long-term neurodevelopmental out-
comes—emerged as one of the most pervasive drivers
of ethical conflict (10/25). Clinicians frequently com-
mented on the difficulty of communicating ambiguous or
incomplete prognostic data [51, 61]. Balancing honesty
and hope was perceived as especially challenging when
parental expectations diverged from clinical assessments.
Qualitative accounts illustrated how uncertainty shaped
not only parental decision-making but also clinicians’
sense of moral responsibility, sometimes triggering emo-
tional discomfort or self-doubt.

Value pluralism and interprofessional divergence

Conflicts arising from personal, cultural, or religious
values were described in 15/25 studies. These value ten-
sions often intersected with prognostic uncertainty, influ-
encing recommendations and interpersonal dynamics
within teams [46, 57, 66]. Neonatologists generally prior-
itised outcome-focused reasoning; obstetric/ MFM clini-
cians highlighted maternal health and autonomy; nurses
emphasised the infant’s suffering and relational aspects
of care [52, 62, 63]. These divergent orientations contrib-
uted to inconsistent messages delivered to parents and
occasional intra-team disagreement (8/25).

Communication Challenges in High-Stakes Encounters
Communication difficulties constituted a recurrent
theme, with 7/25 studies reporting issues related to clar-
ity, tone, or emotional management during counselling
[49, 54, 68]. Professionals described struggles in convey-
ing complex prognostic information under time pressure
and adapting explanations to parental needs. The only
RCT in the dataset showed that simulation-based train-
ing improved communication skills and ethical aware-
ness [49], but such structured training was not widely
implemented across settings.

Institutional culture, policies, and system-level influences

Institutional culture was consistently identified as a
determinant shaping counselling and decision-making.
Differences in organisational ethos, leadership prefer-
ences, historical practices, and available resources influ-
enced both thresholds and communication styles [59, 60,
69]. Studies from LMICs settings [47] highlighted addi-
tional constraints, including hierarchical structures, lim-
ited parental involvement, and resource-driven ethical
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Table 3 Integrated synthesis of findings across studies: Themes X Professional perspectives x CEC

Professional
perspectives

Theme Quantitative patterns

Value conflicts: 15/25 (60%)
Best interests: 4/25 (16%)

Principles and values Neonatologists v'v/;
OB/MFM v/;

Nurses v/

OB/MFM v ¢; Neona-

tologists v/; Nurses v/

Autonomy and deci-
sion processes

Parental autonomy: 18/25
(72%)

GA thresholds: 17/25 (68%)
Moral distress: 2/25; Com-
munication issues: 7/25
(28%)

Nurses v'v'; OB/MFM
v'; Neonatologists v/

Moral experiences
and institutional
culture

Cultural, legal, and
resource contexts

Justice: 7/25 (28%); Legall
aspects: 4/25 (16%)

All professions; strong
HIC/LMIC differences

lllustrative qualitative CEC presence/ Interpretive synthesis
insight value / Identified gap

“The transcendent mean-  Mostly absent;  Convergence around
ing of life drives active clarifies values value pluralism;
treatment! (520) in SO1 gap=operational CEC
"Value elicitation occurred  Absent or SDM often declared

in 1/28 cases! (S21) conceptual but seldom realised;

gap=structured tools

“Nurses face a higher risk of S01: mediation, ~ Moral distress

moral injury”(512) debriefing, dis-  prevalent;
tress mitigation  gap=structured
support/CEC
“In Argentina, a liveborn Absent or Marked heterogeneity
infant is considered a legal ~ conceptual in norms and resources;

subject” (520) gap=_LMIC evidence

and CEC evaluation

GA Gestational age, OBObstetricians, SDM Shared decision-making, HIC/LMIC High-/low-income countries

vV =strong emphasis across multiple studies or explicitly highlighted in qualitative findings; v = present but less prominent

dilemmas, underscoring the situated nature of periviabil-
ity decision-making.

Clinical ethics consultation: largely absent despite ethical
complexity

The use of CEC was strikingly limited. Seventeen stud-
ies made no mention of CEC (68%), seven discussed it
only conceptually (28%), and only one study described its
operational use in periviability cases [46]. In that context,
CEC facilitated dialogue, mediated value conflicts, clari-
fied ethical considerations, and helped address moral dis-
tress. The near-complete absence of empirical reporting
on CEC represents a significant gap, given the pervasive
ethical challenges documented across studies.

Moral distress and emotional burden among professionals
Although only two studies quantitatively measured moral
distress (8%), qualitative data showed moral distress as
a recurrent experience across professions. Nurses and
junior clinicians frequently reported emotional strain
when clinical duties or institutional norms conflicted
with personal moral judgments [59, 64]. Senior profes-
sionals described strategies of moral resilience, but insti-
tutional mechanisms for supporting staft were largely
absent.

Integrated interpretation: quantitative heterogeneity
explained by qualitative insights

Integrating quantitative and qualitative findings reveals
that the observed variability in thresholds, counselling
practices, and professional perspectives is not inciden-
tal but reflects deeper ethical, cultural, and institutional
determinants. Quantitative data documented the extent
of heterogeneity—for example in thresholds, SDM prac-
tices, and the near-absence of CEC—while qualitative
evidence explained the mechanisms underlying this

variation, including value pluralism, prognostic uncer-
tainty, institutional culture, and communication con-
straints. Together, these dimensions form a coherent
explanatory framework for understanding the ethical
complexity of periviability counselling.

This joint interpretation supports the meta-inference
that any meaningful standardisation of periviability coun-
selling must move beyond clinical algorithms alone and
incorporate structured ethical reflection, value-sensitive
communication strategies, interprofessional alignment,
and access to formal ethics support. Such integration
appears essential to reduce unwarranted variability and
to promote ethically coherent, family-centred decision-
making across settings.

Gaps, limitations, and future needs

Several gaps were identified. Empirical evaluation of CEC
is almost absent, preventing assessment of its effective-
ness. Mixed-methods and interventional research remain
rare. Midwives, ethicists, psychologists, and parental
voices are vastly underrepresented, limiting the scope of
perspectives captured. LMIC contexts are insufficiently
explored despite distinctive constraints. Finally, out-
comes central to ethical practice—consistency of coun-
selling, parental understanding, quality of SDM, moral
distress—remain poorly standardised. These gaps point
toward the need for more rigorous, interdisciplinary, and
context-sensitive research.

A consolidated joint display integrating quantitative
patterns, profession-specific emphases, illustrative qual-
itative insights, and the presence or role of CEC across
macro-themes is provided in Table 3. The degree of pro-
fession-specific emphasis was derived inductively from
the frequency and salience with which particular pro-
fessional perspectives were reported across the included
studies.
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Discussion

This scoping review mapped current evidence on the
ethical implications and moral conflicts perceived by
healthcare professionals involved in prenatal counsel-
ling at the threshold of viability. Across 25 studies con-
ducted in diverse geographical and institutional contexts,
a consistent picture emerged of a field marked by sub-
stantial variability, entrenched prognostic uncertainty,
and profound ethical complexity. The findings directly
address the review objectives, showing how ethical ten-
sions are generated not only by clinical parameters but
also by institutional cultures, interprofessional dynamics,
and value-laden interactions with families. A prominent
result of this review is the heterogeneity in resuscita-
tion thresholds and counselling approaches documented
across quantitative studies. Decisions regarding initia-
tion or non-initiation of resuscitation between 22 and 25
weeks varied both internationally and within single coun-
tries or institutions, reflecting differences in guideline
interpretation, medico-legal constraints, resource avail-
ability, and professional norms [48, 50, 60, 65]. This vari-
ability is ethically significant: without shared frameworks,
counselling risks inconsistency, perceived inequity, and
reduced clarity for families facing crisis decisions. Sev-
eral survey studies have examined neonatologists’ pref-
erences regarding resuscitation thresholds or guideline
structures, highlighting variability in institutional prac-
tices and clinicians’ attitudes toward standardisation
[71, 72]. However, these studies generally address clini-
cal decision patterns rather than explicitly analysing the
ethical dimensions or moral experiences underpinning
such decisions. This distinction underscores the need for
research that moves beyond descriptive practice varia-
tion to examine the ethical processes shaping counselling
and decision-making.

Qualitative and mixed-methods studies helped elu-
cidate the mechanisms underlying this heterogeneity.
Prognostic uncertainty emerged as a pervasive influence,
making it difficult for clinicians to balance honesty and
hope or to communicate complex outcome trajectories in
ways meaningful to parents [47, 51, 64]. Uncertainty also
intersected with cultural, religious, and personal values.
Professionals described how families’ beliefs about suffer-
ing, divine will, or the sanctity of life shaped expectations
and influenced requests for intervention or comfort-
focused care [55, 67, 68]. These encounters also exposed
clinicians’ own moral intuitions, sometimes producing
value conflicts and emotional burden.

Interprofessional differences further contributed to
inconsistent counselling, reflecting the distinct clini-
cal roles and ethical priorities documented across the
included studies [52, 58, 63]. These divergent ethical
orientations—prognostic, relational, maternal, or suffer-
ing-centred—often coexisted within single institutions,
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generating conflicting messages and occasional intra-
team disagreement. When such misalignment occurred,
clinicians reported moral distress, frustration, and feel-
ings of compromised integrity [61, 62, 70]. Clinicians
frequently described difficulty conveying prognostic
uncertainty, eliciting parental values, or tailoring infor-
mation to families’ emotional readiness. Even when SDM
was endorsed, its implementation was often inconsistent,
undermined by time constraints, unclear institutional
expectations, or conflicting professional assumptions [49,
54]. The limited use of structured communication tools
and simulation-based training further contributed to
variability. Notably, the absence of clearly defined goals
or standardized outcomes for periviability counselling
may not solely represent a limitation of current practice
but rather reflect the inherently relational and context-
sensitive nature of these encounters. In situations char-
acterised by profound uncertainty and value pluralism,
counselling goals are often shaped by the specific circum-
stances, preferences, and moral frameworks of individual
families. From this perspective, variability in counsel-
ling approaches may not indicate poor practice per se
but instead signal attempts to tailor discussions to the
needs and values of each family. Accordingly, the quality
of counselling may be better conceptualised in terms of
procedural features—such as clarity of communication,
transparency about uncertainty, alignment with parental
values, and opportunities for deliberation—rather than
by fixed clinical or decisional outcomes. Recognising this
distinction may help explain part of the heterogeneity
observed across studies and supports the view that ethi-
cally robust counselling in periviability should prioritise
process-oriented measures of quality alongside clinical
considerations.

A similar emphasis on process rather than predeter-
mined outcomes is also reflected in contemporary frame-
works of clinical ethics consultation. Current guidance
emphasises that ethics consultation does not rely on a
single universally agreed procedural model but is instead
understood as a structured facilitation process aimed at
guiding discussion among ethically justifiable options
and supporting shared deliberation among participants
[73]. This parallel further supports the view that ethi-
cal quality in complex clinical encounters may be better
assessed through the integrity of the deliberative process
rather than through uniform decisional outcomes.

Institutional culture emerged as a key determinant of
ethical practice. In many settings, local norms, historical
patterns, and implicit hierarchies shaped decision-mak-
ing more strongly than guidelines or empirical evidence.
“Institutional memory,” unwritten rules, and unit-spe-
cific traditions influenced how viability thresholds were
interpreted and how counselling was delivered [57,
59]. In low-resource contexts, ethical challenges were
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compounded by limited technological capacity, hierar-
chical structures, and broader sociocultural expectations
[47]. Amidst this complex landscape, the near absence of
CEC was striking. Only one study described CEC being
actively utilised [46], in which ethics consultants sup-
ported communication, mediated conflicting values, clar-
ified goals of care, and addressed moral distress. Several
studies mentioned CEC conceptually or as a desirable
but missing resource, yet none evaluated its processes
or outcomes. National surveys in neonatal intensive
care settings similarly report variability in access to and
utilisation of ethics support services, highlighting persis-
tent gaps in structured ethics integration [74]. This gap
is notable given that periviability represents one of the
most ethically challenging areas of neonatal and perina-
tal care. The limited availability and integration of formal
ethics support may contribute to unresolved tensions,
fragmented counselling, and moral distress across pro-
fessional groups. Importantly, the limited operational
presence of clinical ethics consultation (CEC) in peri-
viability should not be interpreted solely as evidence of
impracticality. Contemporary frameworks of healthcare
ethics consultation describe CEC as a structured facili-
tation process aimed at guiding discussion among ethi-
cally justifiable options, mediating entrenched conflict,
and strengthening the quality of decision-making with-
out displacing clinical authority [73, 75, 76]. In this sense,
CEC does not replace clinical judgment but enhances
the deliberative process through which morally complex
decisions are examined Within this perspective, the eth-
ics consultant occupies a position that is external to the
immediate clinical decision but not detached from the
deliberative process. Rather than remaining neutral in the
sense of disengaged, the consultant participates in facili-
tating dialogue, helping participants in the deliberation
clarify values, articulate reasons, and explore ethically
justifiable options. In this sense, the ethics consultant can
be understood as external but not extraneous to the clini-
cal team: while maintaining a critical distance from the
decision itself, the consultant actively contributes to the
deliberative process by fostering trust, clarifying norma-
tive tensions, and supporting constructive engagement
among stakeholders [75, 76].

In situations of entrenched disagreement, this role
may help create the conditions for trust and structured
deliberation without displacing clinical authority or
parental involvement. In many clinical pathways, oppor-
tunities for anticipatory ethics support exist before deliv-
ery occurs. Ethics consultation may therefore operate
not only as a reactive response to acute disagreement but
also as a proactive component of perinatal care pathways,
identifying ethically complex situations early in the clini-
cal trajectory [39]. Situations such as threatened preterm
labour, preterm premature rupture of membranes, or
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prolonged antenatal hospitalisation often create a tempo-
ral window in which ethical reflection, value clarification,
and shared deliberation can be supported prior to urgent
decision-making at birth. In this way, CEC may function
not only as a bedside intervention but also as a proactive
component of prenatal care pathways, helping teams and
families prepare for ethically complex scenarios. At the
same time, CEC retains its core function as case-based
bedside consultation when disagreement, uncertainty, or
value conflict arise. Experiences from neonatal intensive
care units where structured ethics consultation has been
implemented illustrate how case-based consultation can
support interdisciplinary deliberation and conflict medi-
ation in complex neonatal cases [77].

However, its role in periviability need not be limited
to reactive intervention. Evidence from intensive care
settings suggests that proactive ethics consultation and
structured ethics processes can be meaningfully embed-
ded within clinical practice, supporting communication,
mediating value conflicts, and fostering coherent team
deliberation. Such models illustrate that ethics consul-
tation can operate both at the bedside and as an inte-
grated component of organisational practice [39]. Further
empirical reports from neonatal intensive care settings
suggests that CEC can be meaningfully integrated into
clinical practice. Beyond the studies included in this
review, empirical reports from NICUs indicate that eth-
ics consultation may facilitate dialogue among profes-
sionals, support communication with families, and help
navigate conflicts regarding goals of care and treatment
limitations. Recent evaluations of NICU-based ethics
consultation services further demonstrate feasibility, cli-
nician engagement, and perceived usefulness of struc-
tured ethics support in neonatal settings [78]. These
models illustrate that ethics support can be embedded
within organisational structures rather than activated
only in emergencies. Framing CEC as anticipatory, con-
sultative, and system-integrated—rather than solely reac-
tive—may therefore help reconcile its potential value
with the practical constraints of periviability care. At the
same time, CEC is unlikely to be necessary for all perivi-
ability cases and may be most appropriately engaged not
simply in the presence of prognostic uncertainty—which
is inherent to periviability—but when such uncertainty
translates into difficulties in the decision-making process
itself. In particular, ethics consultation may be helpful
when parents struggle to articulate their values or prefer-
ences, when decisional paralysis or marked ambivalence
emerges, or when the decision-making process appears
constrained by emotional burden or relational tension.
Within this perspective, parental values should not be
understood as pre-existing and readily accessible, but
as emerging through engagement with uncertainty and
within relational processes of deliberation. In this sense,
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decisions are not made despite uncertainty, but through
engaging with it. In these situations, the role of CEC is
not to determine what decision ought to be made, but to
support the conditions under which a meaningful and
authentic decision can be reached. Ethics consultation
may therefore facilitate the articulation of values, support
reflective engagement with uncertainty, and help ensure
that decisions are not only made, but meaningfully
owned by those involved. In this sense, the aim is not
simply to enable individuals to do what they want, but
to support them in coming to want what they do. This
approach reframes the contribution of CEC from a pri-
marily conflict-resolution function to a process-oriented
role that enables deliberation, particularly when uncer-
tainty or emotional burden impairs participants’ ability to
engage fully in shared decision-making.

Importantly, consultation is not requested only in the
presence of technical doubt, but also when entrenched
moral conflict or sustained value divergence require
structured facilitation. While gestational cut-offs may
provide organisational clarity and medico-legal structure,
they cannot in themselves resolve underlying moral dis-
agreement. This distinction has been widely recognised
in neonatal ethics literature, where decision-making in
the NICU is described as inherently value-laden and not
reducible to clinical prognostic data alone [79].

Decisions at the threshold of viability engage normative
judgments concerning proportionality, suffering, parental
authority and best interest. Where disagreement persists,
structured ethical deliberation remains necessary. In this
sense, awareness of the availability of ethics consultation
may support neonatologists in recognising that complex
periviability decisions are not reducible to clinical param-
eters alone [39].

Taken together, these findings —including the limited
yet potentially actionable role of ethics consultation—
demonstrate that ethical challenges in periviability are
not isolated dilemmas but arise from the intersection of
clinical uncertainty, value pluralism, interprofessional
divergence, and institutional culture. The review high-
lights key implications for neonatologists, maternal—fetal
medicine clinicians, nurses, midwives, ethics consultants,
and healthcare systems more broadly. The evidence sug-
gests that ethically grounded, value-sensitive counsel-
ling requires more than technical expertise: it depends
on structured communication strategies, coordinated
interprofessional practice, routine elicitation of parental
values, and the integration of ethics support into clini-
cal pathways. Without such components, counselling
remains vulnerable to variability, misalignment, and
moral distress.
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Implications for practice

Findings from this review underscore the need to
strengthen ethical, communicative, and interprofessional
foundations in periviability counselling. Minimum coun-
selling standards—including clear communication of
prognosis, explicit discussion of uncertainty, elicitation
of parental values, and consistent framing of options—
should be standardised while allowing space for contextu-
alised decision-making. SDM can be reinforced through
validated tools and structured approaches that help align
parental preferences with clinical judgment. Integration
of CEC into periviability pathways may be most feasible
when conceived as anticipatory, consultative, and sys-
tem-embedded rather than solely reactive bedside inter-
vention. Ethics support may therefore contribute to early
identification of value conflicts, mediation of interprofes-
sional disagreement, facilitation of complex SDM conver-
sations, and mitigation of moral distress. When available,
ethics consultation may assist clinicians in urgent situ-
ations, supporting deliberation under time pressure
without displacing clinical responsibility for decision-
making. Activation criteria—such as difficulty in articu-
lating parental values, decisional paralysis or marked
ambivalence, or situations where emotional burden or
relational tensions constrain meaningful participation in
decision-making—could facilitate timely and proportion-
ate engagement of ethics consultation. Such criteria also
help ensure that ethics consultation is used proportion-
ately, supporting cases where ethical complexity exceeds
routine clinical deliberation rather than functioning as a
universal requirement. In situations where conflict arises
between clinicians and parents, ethics consultation may
play a particularly important role by facilitating dialogue
and helping restore conditions for trust and constructive
deliberation. In this sense, the ethics consultant remains
external to the decision itself while actively supporting
the deliberative process, without aligning with any single
party but helping participants clarify values, articulate
reasons, and work toward shared decisions.

In many cases, ethics input may be particularly valu-
able during the prenatal phase, when risk of preterm
delivery is recognised and time exists for anticipatory
deliberation. Investment in training that combines com-
munication skills, ethics reflection, and interprofessional
simulation is also needed. Finally, broadening the profes-
sional groups involved in counselling to include nursing,
midwifery, psychology, and ethics expertise may enhance
relational, cultural, and value-sensitive aspects of care.

Implications for research

Future research should prioritise rigorous evaluation
of CEC models in periviability, examining activation
processes, stakeholder experiences, and outcomes for
families and staff. Development of core outcome sets for
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counselling—such as decisional conflict, parental satis-
faction, quality of SDM, value-concordance, and moral
distress—would strengthen comparability across studies.
Prospective and mixed-methods designs capable of link-
ing institutional ethical climate with counselling quality
are needed. Addressing geographical and contextual gaps
is also essential, particularly in low- and middle-income
countries where ethical challenges are shaped by resource
constraints and sociocultural dynamics. Research should
systematically include under-represented professions—
nurses, midwives, ethicists, and psychologists—to bet-
ter capture the diversity of ethical expertise and lived
experience involved in periviability care. Advancing this
research agenda will also require greater recognition of
neonatal ethics as a priority area for funding and interdis-
ciplinary collaboration. Empirical work in this field often
involves small, specialised populations and ethically sen-
sitive contexts, which demand substantial methodologi-
cal and organisational support. Investment in multicentre
and multidisciplinary research collaborations, validated
measurement tools, and dedicated funding streams for
bioethics research would substantially strengthen the
robustness and generalisability of future evidence.

Limitations

This scoping review has limitations inherent to its meth-
odology. The evidence base was heterogeneous and
dominated by self-reported survey data, often using non-
validated instruments and voluntary samples. Qualitative
studies were generally robust but frequently lacked reflex-
ivity, constraining interpretive depth. Mixed-methods
and interventional studies were rare, limiting triangula-
tion. Representation of key groups—especially midwives,
psychologists, and ethicists—was limited, and LMIC
contexts remain under-explored. As scoping reviews do
not synthesise effect sizes or judge overall study quality,
interpretive emphasis lies on conceptual breadth rather
than evaluative precision. These limitations should not be
interpreted solely as weaknesses of individual studies but
also reflect structural challenges in conducting empiri-
cal research in neonatal ethics, including limited funding
opportunities, small specialised populations, and the sen-
sitivity of studying ethically complex clinical encounters.
Strengthening the evidence base will therefore require
sustained institutional support, interdisciplinary col-
laboration, and investment in methodologically rigorous
empirical bioethics research. Nonetheless, the conver-
gence of findings across disparate study designs and con-
texts enhances confidence in the conclusions drawn.

Conclusions

Periviability counselling remains ethically complex and
unevenly implemented across settings. Despite wide-
spread endorsement of parental involvement, genuine
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SDM is inconsistently realised, challenged by substantial
prognostic uncertainty, divergent professional perspec-
tives, and the strong influence of institutional culture.
These factors contribute to moral conflict and, for many
clinicians—particularly nurses and junior staff—signifi-
cant moral distress. Clinical ethics consultation (CEC)
emerges as a potentially valuable but still underutilised
resource, with limited empirical evaluation of its pro-
cesses, activation criteria, and practical integration into
periviability care pathways.

Improving the ethical quality of periviability care will
require changes that are both organisational and cultural.
On the organisational side, structured ethics support and
clear deliberative frameworks may help ensure that com-
plex decisions are not left solely to individual clinicians
but are guided by shared processes and accessible exper-
tise when ethical complexity exceeds routine clinical
deliberation. At the same time, strengthening communi-
cation and shared decision-making skills remains essen-
tial, as these competencies enable clinicians to navigate
uncertainty, convey complex prognostic information, and
build constructive partnerships with families.

Cultural change is equally important. Periviability
counselling should not remain the exclusive domain of
neonatology but should involve a broader multidisci-
plinary team including obstetrics and maternal—fetal
medicine, midwifery, nursing, psychology, and clinical
ethics. Such diversity of perspectives may help reduce
professional silos, support coherent communication with
families, and foster more relational and value-sensitive
counselling practices.

Finally, addressing existing gaps in training, institu-
tional policies, and empirical research is essential for fos-
tering transparent and ethically robust decision-making
at the threshold of viability. Advancing this field will also
require stronger institutional recognition of neonatal
ethics as a research priority, including investment in mul-
ticentre and multidisciplinary collaborations, validated
measurement tools, and dedicated funding streams capa-
ble of supporting rigorous empirical bioethics research.
Without sustained efforts in these areas, improvements
in ethical practice are likely to remain fragmented and
difficult to sustain.
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