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Abstract 

Induction of labour is experienced by up to one third of women and can be a negative experience, in 

relation to both the decision about whether to have an induction of labour, and the experience of the 

process of induction of labour. This paper reviews the limited evidence of women’s view on and 

experiences of: information provision; shared decision-making; preferences for method and location 

of induction of labour; indications for induction of labour; pain management; and effective 

communication and support. Healthcare professionals’ views are reviewed but are underrepresented 

and further research is needed to understand experiences of gaining consent for induction of labour. 

Systematic review evidence is drawn on where possible but reviews often found small numbers of 

papers for inclusion, and provide insights rather than conclusive evidence. Future research would 

benefit from using validated measures to assess the experience of induction of labour. 
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Introduction 

The number of women who experience induction of labour (IoL) is between one quarter and one third 

internationally. In the United Kingdom (UK), rates of IoL rose to 33% in 2019-2020(1) and in the 

United States of America (USA) approximately one in four women are induced(2). Rates in low- and 

middle-income countries are variable, and sometimes are as high or higher than in high-income 

countries(3). The first stage of IoL usually involves administering a pharmacological (e.g. 

prostaglandins) or non-pharmacological (e.g. a balloon catheter) agent to soften the cervix ready for 

the onset of labour. The processes of IoL are uncomfortable for many women and can lead to further 

unwanted intervention (3, 4). The World Health Organization (WHO) recognises that a positive birth 

experience should be an expected outcome for women giving birth, and not simply an addition to 

having a healthy baby(5), yet the evidence base for women’s views and preferences for induction of 

labour is very small in comparison to research about clinical outcomes of IoL. A key challenge is the 

lack of validated measures of induction of labour experience, which makes it difficult to compare 

experiences from different study designs, with different methods of IoL, and in different healthcare 

contexts. Measurement of IoL experience is considered in the first section of this paper. The second 

section considers quantitative and qualitative evidence of women’s attitudes towards, and experiences 

of, making decisions about and consenting to induction of labour followed by women’s experiences of 

the process of IoL. Finally, healthcare professionals’ attitudes towards and experiences of IoL are 

considered. 

 

Measurement of attitudes and experience of induction of labour 

There is no core outcome set related to women’s experiences of IoL. The quantitative study of 

women’s experiences of IoL has been hindered by a lack of validated measures and the resultant use 

of measures developed within studies which have not been validated and /or which are not 

comparable with measures used in other studies. Quantitative systematic reviews that have included 

an aspect of women’s experience have concluded that there is insufficient evidence about women’s 

preferences for IoL methods or location, and that future research should focus on maternal satisfaction 

and experience (2, 6, 7). Quantitative measurement of women’s attitudes towards and experience of 



IoL has largely focused on ‘satisfaction’ with the childbirth experience and experience of pain. 

Psychosocial outcomes including depression and anxiety(8) and more recently specific measures of 

induction of labour experience(9, 10) have been employed less frequently.  

 

Measures of satisfaction  

Satisfaction is an elusive and inadequately-defined complex construct, which is often used as a proxy 

for service quality(11). Satisfaction is multidimensional and women can be satisfied with one aspect 

of their childbirth experience, and dissatisfied with another. An aggregated score of satisfaction with 

childbirth is therefore less useful when the purpose is to improve care or change policy because a 

single score can mask women’s views on specific aspects of their care(12). This highlights the 

importance of attending to the specific characteristics of induction of labour when choosing a tool to 

measure attitudes towards or experience of IoL. 

It is important to remember that whatever tool is used to measure women’s experiences of IoL, it may 

not capture all aspects of that experience. For example, even in a large study in which (dis)satisfaction 

with IoL was the primary outcome(9), the organization of the maternity unit, and the individual 

relationship created between the woman and the healthcare professional were not measured, both of 

which are potentially related to satisfaction(13).   

 

Measures of childbirth experience 

Another approach is to use a global measure of childbirth experience rather than induction of labour 

experience per se. A thorough systematic review and evaluation of the psychometric properties of 36 

measures of childbirth experience suggested the following tools had the highest scores indicating that 

they were valid and reliable(14): The Childbirth Experience Questionnaire (15); The Responsiveness 

in Perinatal and Obstetric Health Care Questionnaire (16, 17); Patient Perception Score (18); 

Pregnancy and maternity care patients experiences questionnaire (19); Childbirth Perception Scale 

(20); and the Wijma Delivery Expectancy / Experience Questionnaire (21). Finding the most suitable 

instrument for the purpose, setting and population requires consideration of multiple aspects of 

validity and reliability as well as practical factors such as ease of administration and time taken to 



complete the questionnaire. Nonetheless, meaningful comparison of experiences of IoL will continue 

to be difficult if different measures and non-validated measures continue to be used. 

 

Measurement of attitudes and experiences specific to induction of labour 

Development and evaluation of validated tools to measure women’s experiences of induction of 

labour are in their infancy. Use of such measures would enable comparison across studies and provide 

reassurance that study results are valid. A number of tools have been created in the last five years that 

are specific to the IoL experience that would benefit from evaluation. In the absence of a validated 

scale, Dupont et al. (9) created a measure of dissatisfaction with IoL based on literature review and in 

collaboration with maternity professionals and user representatives. Items relate to dissatisfaction with 

pain relief for uterine contractions, no consideration of women’s requests, labour not being as 

expected, non-acceptable duration of labour, and delivery not as expected. Items are answered on a 5-

point Likert scale from very satisfied to very dissatisfied. The measure also asks about vaginal 

discomfort (responses are: none, tolerable, unbearable), The authors grouped ‘not really satisfied’, 

‘dissatisfied’, and ‘very dissatisfied’ together as ‘dissatisfied’ and the categories ‘very satisfied’ and 

‘satisfied’ were defined as ‘satisfied’(9).  

The EXperiences of Induction Tool (EXIT) was created in 2017 for a randomized controlled trial 

comparing experience of cervical ripening using PGE2 gel versus early amniotomy (10). Literature 

review, maternity professional and service user feedback were used to devise items. EXIT includes 

eight self-report items with a 5-point agreement response scale. Initial validation was conducted by 

the authors and the scale includes three factors reflecting: time taken to give birth (two items); 

discomfort with induction of labour (four items); experience of subsequent contractions (two items). 

Initial assessment of psychometric properties indicates that this measure may be a useful tool to 

measure the IoL experience.  

As these IoL measures are new, further psychometric testing would be beneficial. All measures 

require extensive validation of psychometric properties to ensure sufficient levels of validity and 

reliability. Without this, conclusions about data drawn from their use may be false, which may in turn 

lead to false conclusions about induction of labour more generally(14). 



 

Timing and method of data collection 

As well as differences in types of measurement used to assess attitudes towards induction of labour, 

the best time to collect accurate data also needs to be considered when interpreting the research 

available. There is no definitive answer to the question of when is best to collect data about women’s 

experiences of birth. Data collected whilst women are in the hospital or birth facility may be subject 

to response- or social desirability bias, in which women respond in a way that they anticipate 

healthcare professionals would expect, particularly if data is being collected by maternity healthcare 

professionals, as it often is(22). When possible, data should be collected by independent researchers. 

Data may also be confounded by the strong positive emotions associated with childbirth (23). Waiting 

to collect data at a later stage may result in a lower response rate, as women are busy with their new 

baby, exclusion of harder-to-reach groups and recall related bias in which either more positive or 

more negative events are recalled(14) than at the time of IoL.  

Quantitative data in the form of questionnaires are appealing as substantial amounts of data can be 

gathered and analyzed relatively easily and at reduced costs, and validated instruments can be used. 

Much of the research about women’s experiences of induction of labour comes from 

randomised controlled trials (RCTs) which are subject to strict regulation. In RCTs, 

healthcare professionals are required to inform patients fully about their potential 

involvement, outlining potential risks and benefits. Given that feeling informed and taking 

part in decision-making are important factors in women’s experience of IoL, higher levels of 

satisfaction may be reported from RCTs than in usual clinical care, or in cohort studies. 

 

Qualitative measurement 

Qualitative research in the form of in-depth interviews, focus groups or open-ended survey questions 

is important in order to elicit underlying reasons, motivations, opinions and experiences specific to the 

local context.  Qualitative research has been conducted and systematically reviewed and synthesized 

in order to understand experiences of women who have undergone membrane sweeping to promote 



labour(24); inpatient and outpatient induction of labour(4), and post-term induction of labour(13, 25). 

There is no qualitative systematic review evidence of healthcare professionals’ experiences of their 

involvement in induction of labour. 

In summary, studies may vary widely in their results due to measures used and time at which data is 

collected, rather than as a true reflection of variation. A critical reading of what aspect of women’s 

attitudes or experiences was measured, at what time, and by whom, is necessary. When developing 

patient reported outcome measures of induction of labour experience, it may be suitable to adapt 

existing measures of childbirth experience, in order to create new measures specific to IoL(14). 

 

Women’s attitudes towards induction of labour 

There are some reports of positive attitudes towards induction of labour, although many studies report 

dissatisfaction, negative birth experiences, and disappointment in not having a spontaneous birth(26). 

Results from studies with large samples are mixed. A RCT of 508 women in Norway comparing 

expectant management with IoL found that at 41 weeks’ gestation, 74% of women preferred to be 

induced, and of that group 74% said they would prefer to be induced in future pregnancy, whereas 

only 38% of women in the expectant management groups preferred the same method again(27). 

Another RCT of 656 women in Sweden compared IoL at 41 weeks with expectant management until 

42 weeks, and found no significant differences between groups concerning their own capacity, 

perceived safety and professional support measured with the Childbirth Experience Questionnaire 2. 

In a survey of 689 self-selected women in Germany, 57% of women who had been induced by any 

method, would not choose IoL in another pregnancy if they had a choice(28), and in the UK a large 

survey comparing women who had an labour induction with those labouring spontaneously found that 

induced women were less satisfied with their care, and gave lower ratings for healthcare professional 

communication, respect and kindness(29). The differences in outcomes may reflect RCT versus 

cohort study design and findings may also be confounded by indication, as women who experience 

IoL often do so as a response to concerns about maternal and/or fetal well-being. 

 

Views on alternatives to induction of labour 



In low-risk pregnancies without a recognized indication for labour induction women may prefer to 

avoid induction of labour and try alternative methods to start labour spontaneously instead of or as 

well as medical induction. Non-clinical methods women may try include sexual intercourse, nipple 

stimulation, acupuncture and acupressure, raspberry leaf tea, physical activity, various foods and 

herbal preparations(30). Many of these approaches are likely to have no negative impact on the 

woman and her baby besides the known risk of prolonging pregnancy beyond a certain gestational 

age, although it is important to know that some herbal preparations have been associated with adverse 

effects, and there is no good quality evidence of safety (30, 31).  Women do want to have discussions 

about alternatives to induction of labour(4, 25) and for the purposes of informing women about 

alternative methods, systematic reviews suggest that acupuncture and acupressure do not make a 

difference to the likelihood of medical IoL being required(32), but there is no review level evidence 

for other complementary therapies(33). Women may still choose complementary therapies as a means 

of coping with induction of labour(33).  

 

Information provision 

Many women seek information to ensure they have a level of knowledge about induction of labour, 

but understanding about why IoL takes place, risks associated with IoL and with prolonged 

pregnancy, alternatives to IoL, information about methods, time frame, and practical aspects such as 

whether a partner is allowed to remain with them are limited(4, 28, 34).  

Dissatisfaction with induction of labour in nulliparous women has been associated with antenatal 

classes not discussing IoL(9), but there is insufficient evidence to determine when and by what 

method, information about IoL should be given to women. A systematic review of non-

pharmacological interventions to support women experiencing IoL found only two eligible studies, 

one of which suggested that providing women with written information about IoL as they arrive for 

the procedure increased their knowledge about how the induction agent worked, timings, and side 

effects, however women had consented to IoL prior to receiving this information(35, 36). Women also 

need to be informed about each sequential step of the induction process, the possibility of further 

interventions and pain(4, 33). Good-quality, evidence-based decision aids are lacking and progress in 



developing decision aids and patient information regarding options for women with post term 

pregnancies should be a priority(37, 38). In non-obstetric populations, evidence from systematic 

reviews suggests that written information plus verbal information improves understanding when 

compared with verbal information alone. Access to healthcare professionals, online and digital 

sources of information, materials that are easy to understand, convenient and patient-centred are 

recommended to facilitate informed decision-making (39). Antenatal education and counselling 

interventions that have been developed and evaluated in line with recognised health literacy principles 

could help to ensure that relevant information is accessible, understandable and allows women to act 

upon it (39). 

 

Shared decision-making 

A lack of participation in decision-making negatively impacts women’s experiences of induction of 

labour(4, 25), and evidence shows that women do want support with the decisional process(28). 

Induction of labour as a non-decision was a key theme in qualitative systematic reviews, with women 

reporting that obstetricians and midwives determined whether and when IoL should take place(4, 25). 

The little available quantitative data suggests similar findings, for instance data from 2119 women in 

the Listening to Mothers Study in California study, indicated that one in six women who planned to 

have a vaginal birth felt pressured to have an IoL and those who reported feeling pressure were more 

highly educated, were at 40 or 41+ weeks gestation, had a pre-pregnancy weight body-mass index 

>30kg/m2, or felt that birth should not be interfered with unless medically necessary(40). A further 

study of 189 women booked for IoL in Australia suggested one in five women report not having a 

choice about IoL(41). The decision may be perceived as not being shared because information about 

risks and benefits is incomplete, the discussion is rushed, or dialogue is minimal, because women’s 

feelings are not considered, or due to lack of interprofessional collaboration (4, 42, 43). Women 

experiencing IoL, like patients in other contexts, may believe that “doctor knows best” and that 

medical expertise and experience is superior to their own contribution of personal preferences and 

circumstances, to the decision-making process(44).  



Systematic review evidence of shared decision-making in healthcare settings suggests that 

personalised information tailored to each woman’s needs is necessary but not sufficient to enable 

shared decision-making and that women need to be enabled to have a truly active role(44). Further 

facilitators healthcare professionals can modify to enable shared decision-making include(44): 

1. Explicitly encouraging women to take part in shared decision-making. 

2. Giving women time to consider their options. 

3. Promoting the view that both the healthcare professional and the woman are experts in making the 

decision. 

4. Promoting the acceptability of women asking questions. 

5. Promoting an equal relationship between the healthcare professional and the woman. 

6. Taking an individualised approach whereby healthcare professionals seek women’s preferences. 

7. Promoting the woman’s responsibility to be involved in making decisions. 

8. Listening to women’s concerns. 

9. Recognising uncertainty. 

10. Providing sufficient information about options and outcomes. 

11. Healthcare professional explaining the options and outcomes. 

12. Using simple terminology. 

13. Providing written decision support. 

14. Enabling decision support from others e.g. family / other healthcare professionals. 

 

Indications for induction of labour 

Data reporting on women’s attitudes to induction of labour in the presence and absence of specific 

indications is needed, as current evidence is sparse. It is likely that women undergoing IoL for a 

medical indication may have specific needs and may find the experience more stressful than IoL for a 

‘late or post-term’ pregnancy, i.e. a pregnancy in which the only risk is increased gestational age (25). 

A qualitative systematic review(4) found one study that included views of participants who were 

induced due to established medical diagnosis(45). The most prominent feelings reported by women in 

this study were acceptance, resignation, pain, fear and dissatisfaction. A recent cross-sectional survey 



of 100 women in their third trimester of pregnancy suggested that whilst >95% of women were 

supportive of IoL for maternal or foetal indications before their estimated due date, only 46% of 

women were interested in IoL at this time in the absence of maternal and foetal indications(46). 

Women who were opposed to induction of labour in the absence of a medical indication were almost 

four times more likely to be concerned that IoL could harm their baby. Women may also be 

concerned about induction of labour specifically because labour will no longer be spontaneous, and 

because of the likelihood of further intervention(4). However, any concerns that women have about 

the experience of IoL are likely to be outweighed by concerns for the safety of the baby(4). This 

makes it particularly important for healthcare professionals to explain risks and benefits in a way that 

is meaningful to women. 

 

Women’s experiences of and attitudes towards the process of induction of labour 

Timeliness of induction of labour 

The time taken from IoL to birth is frequently a concern to women. Qualitative systematic review 

evidence and quantitative studies indicate that women are surprised at the length of time that IoL 

takes, with over one quarter of women in one prospective study expecting to deliver within 12 hours 

of receiving the induction agent, and 40% of women stating that the most important aspect they would 

change about IoL would be the speed of it.  Conversely women may be surprised when the process is 

quicker, having been prepared for a longer labour(4). A retrospective cohort of 1453 women found 

that labour longer than 24 hours was the strongest indicator of dissatisfaction with labour for 

multiparous but not nulliparous women, which indicates the importance of not generalising about the 

duration of labour and therefore facilitating expectations that may not be met(9). 

 

Method of induction of labour 

Evidence suggests that there is no clear preferred method for starting the induction process and 

experience of the method is likely to be impacted by other factors such as the relationship with 

healthcare professionals, and the location of IoL i.e. inpatient or outpatient. In RCTs comparing 

inpatient prostaglandin pessary with inpatient balloon catheter, and inpatient prostaglandin with 



outpatient balloon catheter, women reported more pain on insertion of a double balloon catheter than 

a single balloon or pessary(47, 48); similar pain on insertion of double balloon or pessary (49); more 

pain from the prostaglandin pessary during the induction process or at the time of rupture of 

membranes than from the balloon catheter(47-49); and no differences in feeling ‘bothered’ by 

repeated swallowing of oral misoprostol tablets or placement of balloon catheter(50). The way in 

which pain was measured differed between studies meaning direct comparison is not possible. Levels 

of satisfaction with overall care are similar. The largest RCT to compare inpatient prostaglandin with 

outpatient balloon catheter used the validated EXIT tool and found no statistically significant 

differences in women’s experiences of duration of labour, feeling of safety, desire for support at the 

start of the induction process, or in convenience of the method(48). Qualitative research corroborates 

this evidence, suggesting that insertion of a balloon catheter is painful to women, but that once in 

place the pain lessens(51).  

 

Pain and pain management 

Women may experience increased pain when undergoing induction of labour(4, 27) and healthcare 

professionals should discuss with women how an IoL may affect their experiences and perceptions of 

pain(33). Women who have a less painful birth are not necessarily more satisfied with their birth 

experience however and the influence of personal expectations, amount of support from caregivers, 

the quality of the caregiver-patient relationship and involvement in decision-making are likely to be 

greater(22). There is no review-level evidence about women’s experiences of pain related to different 

cervical ripening methods. Studies suggest that despite increased pain (at least at insertion), women 

were more likely to recommend a balloon catheter than hormonal methods(48, 50, 51), whilst one 

study found women equally likely to recommend these methods(49).  

 

Location of induction 

A small body of research has considered women’s preferences for inpatient versus outpatient 

induction of labour. Qualitative evidence suggests that women value the ability to continue with their 

daily activities, get comfortable, eat, sleep, move, and bathe at home, occupy themselves, receive 



support from and be with friends and family, and cope with contractions at home(4). The hospital was 

viewed as a place of safety but of noise and delays(4, 51).  A quantitative systematic review of 

inpatient versus outpatient induction of labour outcomes (52) found only one study which measured 

maternal preferences for inclusion, which compared outpatient balloon catheter with inpatient 

prostaglandin E2 gel(53). In this study outpatients experienced less discomfort, a better ability to cope 

with discomfort, less concern that the method was unsafe, a greater ability to relax and a higher 

likelihood of choosing the same method in a later pregnancy(53). A systematic review of studies 

comparing different methods in the outpatient context concluded that there was very little information 

about what methods and locations women prefer(6). One study which used validated measures to 

assess anxiety and depression scores between women who experienced outpatient (as opposed to 

inpatient) cervical priming found no statistically significant or clinically relevant differences seven 

weeks after birth (8).  

 

Effective communication and support 

When communication between healthcare professionals and women experiencing induction of labour 

is ineffective, women can feel anonymous and isolated. Examples of ineffective communication 

during the induction process include women not being listened to, feeling that their experience of pain 

or progression of their labour is dismissed, a feeling of not being believed, or of not being informed 

about what is taking place(4). 

In the absence of an established definition of effective communication, WHO recommended that at a 

minimum effective communication between maternity care professionals and women should 

involve(54): 

1. Introducing themselves to the woman and her companion and addressing the woman by her name. 

2. Offering the woman and her family the information they need in a clear and concise manner (in the 

language spoken by the woman and her family), avoiding medical jargon, and using pictorial and 

graphic materials when needed to communicate processes or procedures. 

3. Respecting and responding to the woman’s needs, preferences and questions with a positive 

Attitude. 



4. Supporting the woman’s emotional needs with empathy and compassion, through encouragement, 

praise, reassurance and active listening. 

5. Supporting the woman to understand that she has a choice, and ensuring that her choices are 

supported. 

6. Ensuring that procedures are explained to the woman, and that verbal and, when appropriate, 

written informed consent for pelvic examinations and other procedures is obtained from the 

woman. 

7. Encouraging the woman to express her needs and preferences, and regularly updating her and her 

family about what is happening, and asking if they have any questions. 

8. Ensuring that privacy and confidentiality is maintained at all times. 

9. Ensuring that the woman is aware of available mechanisms for addressing complaints. 

10. Interacting with the woman’s companion of choice to provide clear explanations on how the 

woman can be well supported during labour and childbirth. 

Support, from both healthcare professionals and partners or family is important to women 

experiencing induction of labour. A woman’s relationship with her healthcare professional can help to 

compensate for the women’s perceived negativity at undergoing IoL. Support from healthcare 

professionals to help women feel prepared, comfortable, and to make decisions are valued(4). Having 

a partner present facilitates feelings of safety and security, whilst absence of a partner can lead to 

feelings of anxiety, fear and isolation(4). WHO recommends that a companion of choice should be 

available for all women throughout labour and childbirth(54). This recommendation was disregarded 

as it was considered unsafe in some healthcare systems to have a partner in the birth setting during the 

COVID-19 pandemic, but has been criticised for potential negative impacts of making women endure 

labour and birth alone. 

 

Healthcare professionals’ experiences of and attitudes towards induction of labour 

Risk and decision-making 

Research considering the attitudes and experiences of healthcare professionals towards induction of 

labour is even more sparse than research related to women’s experiences. One recent systematic 



review considered factors that influence decision-making from healthcare professionals’ perspectives 

which included five studies (26). Differences in decision-making for induction of labour in Australia 

were considered to be due the obstetrician’s perception of risk in the pregnancy which was in turn 

influenced by their personality and knowledge, their care relationship with the woman, how they 

involved the woman in decision-making and resource availability. Obstetricians were primarily 

concerned with reducing perinatal mortality and viewed induction of labour as a way to control this 

risk(55). Further systematic reviews of midwives’ and obstetricians’ perceptions of risk and of 

supporting women who make decisions about their birth which fall outside clinical guidelines 

concluded that birth takes place in an increasingly risk-averse context in which (unnecessary) 

interventions protect healthcare professionals from litigation(56, 57). Midwives and obstetricians can 

be reluctant to share the process of decision making with women, fearing consequences of adverse 

outcomes of a women’s decisions, which may be expected when the healthcare professional remains 

accountable, but which suggests a need to redress the power imbalance between women and 

healthcare professionals if women are to be truly involved in their care(56, 57). Although a woman-

centred approach is advocated, in which a positive birth experience is considered an important 

outcome, the lack of shared decision-making experienced both by women and healthcare 

professionals suggests a guideline-driven model in which deviation from local guidelines overrule the 

needs of individuals in favour of the needs of the organization(57, 58).  

 

Attitudes toward indications for induction of labour 

Obstetricians’ attitudes towards specific indications for IoL vary widely. A study of maternity units in 

France suggested obstetricians both within and between maternity units had widely varying views on 

IoL for breech presentation, previous caesarean birth, foetal growth restriction or macrosomia and 

prelabour rupture of membranes(59). Similarly in Australia and New Zealand, obstetric medical staff 

varied widely in whether they considered conception using assisted reproductive techniques, diet-

controlled gestational diabetes, maternal request, history of precipitate labour, and IoL at 39 weeks as 

valid indications for IoL(60, 61). Obstetricians, residents and midwives in the Netherlands showed 

agreement that preeclampsia and post-term pregnancy were the most important factors when deciding 



whether to induce labour. Concerning maternal age, one study of registered obstetricians in the UK 

indicated that a substantial number considered maternal age a valid indication for induction of labour 

and almost half indicated their willingness to participate in a trial to test the efficacy of IoL for 

nulliparous women over 35 years old(62).  

 

Impact on clinical working practice 

The impact on the working practices of midwives and obstetricians from carrying out labour 

inductions has received little attention. As the indications for induction of labour continue to increase, 

the impact on healthcare professionals becomes increasingly relevant. Impacts on stress, workload, 

new obligations and responsibilities for midwives in a service introducing outpatient induction of 

labour found no negative impacts on midwives’ autonomy, job satisfaction and work demands(63). 

Further studies on the working practices of healthcare professionals involved in induction of labour 

would be beneficial. 

 

Summary 

WHO recommends that women’s experiences of their care should have parity with the provision of 

clinical care(5), and this paper has highlighted that progress needs to be made with understanding and 

improving the experience of induction of labour. Provision of good quality information in an 

accessible format and with time for consideration would enable women to feel better prepared for 

shared decision-making. Women need to be informed about why induction of labour takes place, risks 

associated with IoL and with prolonged pregnancy, alternatives to IoL, information about methods, 

time frame, and practical aspects such as whether a partner is allowed to remain with them, methods 

of IoL, sequential steps of the induction process, the possibility of further interventions and pain. 

Information alone will not improve women’s experiences, but once women are informed, shared 

decision-making can then be facilitated by healthcare professionals.  There is insufficient evidence 

about women’s preferences for induction of labour methods or location. Healthcare professionals’ 

views are also missing from the research, and the small evidence base currently highlights varying 



views about valid indications for induction of labour. Given that up to one third of women currently 

experience induction of labour, research considering decision-making about, and the process of going 

through, IoL should be a priority. Many of the studies included in this review predate more recent 

practice guidelines which suggest advantages of elective induction at 39 weeks(64) and therefore 

further research should focus on the impact that this might have on women’s attitudes towards 

induction of labour. Future induction of labour research should incorporate valid measurement of 

experience of IoL. 

 

 

Practice points 

The following non-clinical aspects of labour and birth are potentially inexpensive to implement and 

are critical to the experience of care during any necessary clinical interventions (54), and specifically 

during induction of labour (33): 

• Women should be informed that induction of labour is a series of procedures rather than a 

standalone procedure 

• The implications of each step of the series of procedures should be explained to women 

• Healthcare professionals should ask women about their needs during the process of induction 

• Women should be informed about local facilities and induction settings 

• Access to spaces to mobilise, birthing balls, water immersion, peaceful settings to rest and 

sleep and access to food and drink should be provided 

• Care should maintain women’s dignity, privacy and confidentiality 

• Care should ensure freedom from harm and mistreatment 

• Women should be enabled to make an informed choice about their care 

• Women should have continuous support during labour and childbirth 

• There should be effective communication between maternity professionals and women in 

labour using simple and culturally acceptable methods 



• Women should have a companion of choice with them throughout labour and birth 

 

 

Research agenda 

• Development and validation of measures of women’s experience of induction of labour. 

• Specific support needs for women undergoing induction of labour and development of 

interventions to address these needs. 

• Development of information about induction of labour for antenatal women which is 

accessible, understandable and which can be acted on by women. 

• Attitudes of healthcare professionals to methods, location, indications, workload and resource 

implications of induction of labour. 

• Attitudes of healthcare professionals and pregnant women to elective induction of labour at 

39 weeks of pregnancy. 

• Qualitative research embedded within all RCTs of induction of labour to provide views on the 

perception of risks, benefits and experiences in each arm. 

• All studies of induction of labour should consider evaluating the preferences, attitudes and 

experiences of both healthcare professionals and pregnant women and their partners. 
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Practice points 

The following non-clinical aspects of labour and birth are potentially inexpensive to implement and 

are critical to the experience of care during any necessary clinical interventions (54), and specifically 

during induction of labour (33): 

• Women should be informed that induction of labour is a series of procedures rather than a 

standalone procedure 

• The implications of each step of the series of procedures should be explained to women 

• Healthcare professionals should ask women about their needs during the process of induction 

• Women should be informed about local facilities and induction settings 

• Access to spaces to mobilise, birthing balls, water immersion, peaceful settings to rest and 

sleep and access to food and drink should be provided 

• Care should maintain women’s dignity, privacy and confidentiality 

• Care should ensure freedom from harm and mistreatment 

• Women should be enabled to make an informed choice about their care 

• Women should have continuous support during labour and childbirth 

• There should be effective communication between maternity professionals and women in 

labour using simple and culturally acceptable methods 

• Women should have a companion of choice with them throughout labour and birth 

 

 

 

 

 

 

 

 

 



Research agenda 

• Development and validation of measures of women’s experience of induction of labour. 

• Specific support needs for women undergoing induction of labour and development of 

interventions to address these needs. 

• Development of information about induction of labour for antenatal women which is 

accessible, understandable and which can be acted on by women. 

• Attitudes of healthcare professionals to methods, location, indications, workload and resource 

implications of induction of labour. 

• Attitudes of healthcare professionals and pregnant women to elective induction of labour at 

39 weeks of pregnancy. 

• Qualitative research embedded within all RCTs of induction of labour to provide views on the 

perception of risks, benefits and experiences in each arm. 

• All studies of induction of labour should consider evaluating the preferences, attitudes and 

experiences of both healthcare professionals and pregnant women and their partners. 

 

 

 

 

 

 

 


