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Background: Sweden recently adopted new labor induction guidelines lowering the threshold for post-term
pregnancies to 41+ weeks. Despite evidence-based foundation, these guidelines stirred controversy among
maternity care professionals, who voiced concerns about potential risks and unintended consequences, such as a
rising Caesarean section rate. Midwives also highlighted potential impacts on their roles, workload, and working
environment; implications that could affect obstetricians and gynecologists as well. Investigating Swedish ma-
ternity care professionals’ views on labor induction could benefit policymakers, managers, and birthing women
alike.

Aim: The aim of this study was to describe and compare midwives to obstetricians/gynecologists, with regards to
their views on labor induction, and how this relates to other work-related variables such as overall job satis-
faction, clinical experience, gender, age, personality, and workload.

Methods: Swedish midwives (N = 207, 99 % women, M = 45.2 years), and obstetricians/gynecologists (N = 240,
83 % women, M = 44.3 years) responded to an online questionnaire reflecting aspects of maternity care work.
The data was analyzed using Welch’s t-test and Pearson’s correlation analysis.

Results: A large difference was observed in labor induction views between midwives and obstetricians/gyne-
cologists (d = 1.39), as well as lower job satisfaction with midwives (d = -0.26). Overall job satisfaction further
correlated negatively with views on labor induction (r = -0.30).

Conclusions: Labor inductions might pose challenges to midwives and could bring to light underlying tensions
between obstetricians/gynecologists and midwives. Given the modest response rate of the study, we cautiously
suggest that while the development of new maternity care guidelines should be grounded in evidence, they
should also embrace concerns and insights from a diversity of professional perspectives.

Introduction

the increase in induction rates as early as 2020 (Wennerholm et al.,
2019).

In Scandinavia, concerted efforts to reduce perinatal mortality have
led to a rise in labor inductions over recent decades (Graviditetsregistret,
2021). The advent of new Swedish labor induction guidelines in 2020,
revised in 2022, marks a continuation of this trend, aligning with similar
international policies (World Health Organization 2018; Swedish
Guidelines, 2021). These guidelines lowered the threshold for post-term
pregnancy management from 4240 to 41+0 weeks, resulting in an in-
crease in induction rates from 20.7 % to 26 % between 2019 and 2021,
as a price for fewer fatal cases (Statistik om graviditeter 2022). Notably,
several maternity units changed their local practices influenced by early
reports of the Swedish SWEPIS randomized controlled trial, explaining

Despite the claims of a solid evidence-based rationale, the guidelines
and their implementation at a national level stirred controversy among
maternity care professionals. Many expressed concerns about potential
risks and unintended consequences of earlier labor inductions, espe-
cially for healthy pregnant women with uncomplicated pregnancies,
such as an increased Caesarean section rate. Midwives also voiced
concerns about the impact on their roles and work environment,
including an increased workload for themselves, and for obstetricians/
gynecologists, and the potential for more negative birth experiences for
women (Coates et al., 2019).

At the heart of the debate is a disagreement concerning the available
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scientific evidence. The prominent Cochrane review has faced criticism
for methodological heterogeneity and potential bias towards favorable
outcomes (Middleton et al., 2018; Maimburg, 2020). Moreover, the
SWEPIS trial, while influential, ended prematurely, prompting questions
about the validity of its recommendations, and necessitating cautious
clinical application (Wennerholm et al., 2019; Maimburg, 2020; Pocock
and White, 1999; Montori et al., 2005). Concurrently, other evidence
contradicting the current trend towards earlier inductions has possibly
been overlooked (Rydahl et al., 2019). It has been suggested that such
limitations would necessitate a more careful consideration when shifting
to a more proactive induction policy and the need for a more nuanced
communication of the underlying results before implementing them into
clinical practice (Maimburg, 2020).

Furthermore, the pervasive narrative that maternity care is
becoming too medicalized supports midwives’ concerns (Johanson
et al., 2002; Clesse et al., 2018). While midwives are notably autono-
mous and influential within Swedish maternity care, a push towards
more medicalization inadvertently amplifies obstetricians/gynecolo-
gists’ status, as their risk-focused perspective and methodologies align
with this system’s priorities (Clesse et al., 2018; Healy et al., 2016;
MacKenzie Bryers and van Teijlingen, 2010). Despite collaborative ef-
forts between obstetricians/gynecologists, and midwives in their care
for women throughout their pregnancies, childbirth, and the postpartum
period, physicians retain the overall medical responsibility for hospi-
talized births (Milton, 2001; Jansson, 2008). Furthermore, both histor-
ical and contemporary evidence suggests that the difference in
perspectives — midwives emphasize the natural physiological process of
birth, while physicians intervene during complications (Table 1)
(Schuman and Marteau, 1993; Larsson, 2022; Reime et al., 2004) —is an
ongoing source of discontent and disconnect between professionals
(Milton, 2001; Jansson, 2008; Larsson, 2022; Hansson et al., 2022;
Hansson et al., 2021; Hansson et al., 2019).

Reflecting further on the broader implications of lowering the
threshold for post-term pregnancy management, we suggest it is crucial
to understand the divergence in professional perspectives on labor in-
duction. There is evidence on birthing women’s perspective on induc-
tion of labor but to the best of our knowledge, no previous study
examining maternity care professionals’ views on labor induction has
been conducted (Coates et al., 2019; Nilver et al., 2022). Gaining in-
sights into Swedish maternity care professionals’ views on labor in-
duction could benefit policymakers, managers, and birthing women
alike. The aim of this study was to systematically describe and compare
midwives and obstetricians/gynecologists, with regards to their views
on labor induction, and the relation to other work-related variables such
as overall job satisfaction, clinical experience, gender, age, personality,
and workload.

Methods
Study design
A comparative and correlational cross-sectional survey was designed

to investigate the relationships between maternity care professional’s
views on labor induction and work-related variables.

Table 1
A historical overview of Swedish midwifery.
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Details of ethical approval

The study was approved by the Swedish Ethical Review Authority
[permit no. 2022-01371-02] and conducted in compliance with appli-
cable guidelines and regulations. Informed consent was obtained from
participants and withdrawal from the study was optional at any time.

Participants

The questionnaire was sent out to all Swedish midwives, members of
the Swedish Association of Midwives (SAM), or members of the Swedish
Association of Health Professionals (SAHP) and to all Swedish obste-
tricians/gynecologists, members of the Swedish Society for Obstetrics
and Gynecology (SSOG). A reminder was sent out after the first month of
data collection. Data was collected during three months in 2022. As
stated in SSOG’s 2021 annual report, its membership comprised of 2213
individuals, of which 439 were retired physicians. The SAM’s and
SAHP’s membership information remains undisclosed. All the initial 447
responses were included, after controlling for duplicates. An overall
response rate analysis was not possible due to some unions not wanting
to release their membership numbers. The absolute number of responses
from midwives (Midwives), and from obstetricians/gynecologists
(Ob&Gyn) was approximately similar. A sample of Nyiigwives= 207 (99 %
women, Mage = 45.2 years (SD = 10.4), 27-70 years) and a sample of
Nob&Gyn = 240 (83 % women, Mage = 44.3 years (SD = 10.4), 27-74
years) were used for all comparison analyses. A compounded sample
Nob&Gyn +Midwives = 447 was used for the correlation analyses.

Instruments

Aspects of maternity care work were assessed with three measures:
Negative Induction Index (NII), Health care Crisis Experience (HCE),
and Job Satisfaction (JS). NII is a novel term introduced to specifically
address the challenges and ethical dilemmas faced by maternity care
professionals in relation to inductions. The tool measures the perceived
negative impact of inductions. NII was constructed based on authors’
clinical experience as well as informal discussions with midwives and
supported by research (Jansson, 2008; Hansson et al., 2022). To our
current understanding no other tool has been constructed to investigate
this specific aspect. See Table 2 for the item content, measured on a 1-5
Likert scale. HCE denotes personal growth outcomes from crisis events
in the healthcare setting, serving as an indirect measure of a pro-
fessional’s resilience (Goncalves et al., 2022). See Table 2 for those as-
pects of maternity care work, measured on a 1-5 Likert scale. JS is a term
widely recognized in occupational studies. This was used to gauge
overall wellbeing and stress in the professional setting (Faragher et al.,
2005). See Table 2 for content, measured on a 1-5 Likert scale. In the
context of this study, it was assumed that these three measures were
interconnected and could relate to maternity care professionals’
day-to-day experience, reflecting some of the strains and satisfactions in
their roles. See Table 3 for reliability coefficients and sample distribu-
tion. See further supplementary material S1 for exploratory factor
analysis of aspects of maternity care work, reporting satisfactory psy-
chometric properties and model fit.

The Five Factor Model (FFM) has demonstrated to capture stable

Historically, Swedish midwives have established a distinct profession alongside obstetricians/gynecologists, addressing societal needs and obligations by supporting women through
the critical experiences of childbirth, particularly in the 18th century agrarian and 19th century preindustrial society where their knowledge, experience, and prevalence were
essential (MacKenzie Bryers and van Teijlingen, 2010; Schuman and Marteau, 1993). For over two centuries, driven by the state’s goal to enhance living conditions and improve
maternal and infant survival rates, they have actively maintained and underscored their unique role and fortified their professional identity in maternity care (Milton, 2001;
Schuman and Marteau, 1993). As the primary caregivers for women during normal pregnancy, childbirth, and the postpartum period, midwives are complemented by
obstetricians/gynecologists when complications arise. In Sweden, echoing the global view of midwives as defenders of natural, woman-centered birth, they navigate the natural
versus medicalized birth continuum, often opting for collaboration with obstetricians/gynecologists to ensure the integration and validation of their practices within the dynamic,
state-sponsored healthcare system (MacKenzie Bryers and van Teijlingen, 2010; Milton, 2001; Schuman and Marteau, 1993).
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Table 2
Aspects of maternity care work.

Negative Induction Index (NII):
Detrimental effects of labor inductions
on professionals’ job performance.

The increased number of inductions...
o Affects my work situation negatively.
e Creates a sense of conflict in my

professional role.

e Gives me a bad conscience in relation
to the birthing woman.

What is your experience of a healthcare-

related crisis situation?

A sudden, or unexpected, time-sensitive e Experienced several.
event that poses a significant threat to e Has subsequently made me feel more
the health or well-being of patients, secure in my professional role.
professionals, or the medical facility Have become more skilled in my
itself. profession as a result.

Cooperation has usually been good.

Have eventually become better at

Healthcare Crisis Experience (HCE):

collaborating.
Job Satisfaction (JS): How true is the following statement to
you?
Feelings towards one’s current work, e Happy with my career choice.

including the effect of stress. Enjoy my work place.

Often feel stressed at work.
Experience a good balance between
what is demanded of me and what I
can perform.

Feel bad before the work shift.
Stress affects my work negatively.
Make better decisions when I'm
stressed.

Note: Items refer to question 9.1 to 9.3 (Negative Induction Index- NII), 11.1 to
11.5 (Healthcare Crisis Experience - HCE), and 7.1 to 7.7 (Job Satisfaction - JS)
in the questionnaire. Question 11.1 was excluded from the item generation
because relating to quantity rather than quality. Questions 7.1 and 7.7 were
excluded from the item generation because relating to work choice instead of
workplace, and because being contradictory, respectively. See Supplementary
Material: Questionnaire S1.

individual differences in personality and predicting a variety of indi-
vidual, interpersonal, and societal outcomes (John et al., 2008; Kajonius
and Mac Giolla, 2017; Kajonius and Johnson, 2018; Soto, 2019; De Raad
et al., 1998). The FFM was used to measure how individual stable
characteristics might influence maternity care professionals’ experi-
ences in the context of this study (Kajonius and Mac Giolla, 2017;
Kajonius and Johnson, 2018). The FFM describes five broad dimensions:
Neuroticism, Extraversion, Openness, Agreeableness, and Conscien-
tiousness, with each encompassing a range of behaviors and attitudes.
Neuroticism is associated with emotional instability and includes traits
like anxiety and pessimism. Individuals with high scores in neuroticism
may experience mood swings and stress more frequently. Extraversion
describes the quantity and intensity of interpersonal interaction, activity
level, need for stimulation, and capacity for joy. Extraverts are often
sociable and assertive. Openness captures one’s level of creativity and
curiosity. It includes a preference for variety, intellectual curiosity, and
imaginative capacity. Agreeableness is indicative of interpersonal
behavior. Traits like compassion, civility, and cooperativeness are
characteristic of agreeable individuals. Conscientiousness involves so-
cial norms and task-related behaviors, leading to traits such as re-
sponsibility, persistence, and achievement-orientation. Additionally, the
Honesty-Humility scale has been proposed as a sixth dimension,
reporting good psychometric properties (Kajonius and Johnson, 2019;
Ashton and Lee, 2005). It addresses elements of personality that involve
the social fabric of community life, incorporating aspects such as
sincerity, fairness, greed avoidance, and modesty. The rationale for
including the Honesty-Humility dimension is to capture a moral domain
of personality that the traditional five dimensions may overlook. The
five personality dimensions of the FFM were assessed using a short
24-items version of a psychometric pool of items (Mini IPIP-6; See
http://ipip.ori.org), with the addition of the Honesty-Humility dimen-
sion. A 1-5 Likert-scale was also used for the personality traits
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measurement. See Table 3 for reliability coefficients and sample
distributions.

Finally, variables intended as controls were gender, age, as well as
years of clinical experience, the number of labor inductions per shift,
and medium-risk and high-risk patients per shift. See supplementary
material S2 for the entire study questionnaire.

Statistical analyses

Welch’s t-test was used for comparisons to ensure robustness in the
analysis. Levene’s test was conducted as an additional check and
confirmed the presence of unequal variances (P < 0.05), thus reinforcing
the decision for Welch’s t-test over the Student’s t-test. Reliability was
assessed using both the more classic Cronbach’s alpha and the increas-
ingly used McDonald’s omega. The relationships between aspects of
maternity care work and other variables, including personality, were
evaluated using Pearson’s correlation analysis, controlling for gender
and age. The following threshold values commonly used in psycholog-
ical research were employed to evaluate the magnitude of a correlation:
r > 0.30 indicate a strong correlation and r < 0.20 indicate a weak
correlation (Gignac and Szodorai, 2016). A preliminary power calcula-
tion aimed at identifying effects larger than r > 0.20 (o = 0.01, 75 %
power) yielded a sample size of N = 260 (Browner et al., 2013). All
statistical analyses were carried out using the open-source software
Jamovi, v. 2.3.21.

Results

In order to test the aim of the present study, professionals’ views on
labor induction and work-related variables were assessed for respective
sample and compared as described in Table 3. The Ob&Gyn sample and
Midwives sample had 13.2 respectively 12.8 years of clinical experience
on average. Obstetricians/gynecologists were significantly lower than
midwives in NII (d = 1.39) and higher in JS (d = —0.26). No other for the
study relevant differences between the samples were reported, including
personality dimensions. Notably and particularly for the Ob&Gyn sam-
ple, women scored higher than men in Agreeableness (d = 0.75) and
Conscientiousness (d = 0.55).

In the correlation analysis presented in Table 4, we observed some
patterns. JS was negatively correlated with the NII (r = —0.30), sug-
gesting a relationship between these variables. Additionally, JS showed
negative correlations with trait Neuroticism (r = —0.29) and the number
of High-risk patients per shift (r = —0.19), highlighting a potential trend
where personal and workplace factors may intersect. Also interestingly,
the volume of reported High-risk patients per shift was found to corre-
late negatively with the personality trait Honesty-Humility (r = —0.29).
All reported correlations were significant at the P < .001 level unless
otherwise noted. In conclusion, we also provide the disattenuated cor-
relation estimates controlled for unreliability (MacDonald’s Omega) in
the upper half of the diagonal in Table 4.

Discussion
Main findings

The main finding of the present study suggests a very large gap be-
tween the views of midwives and obstetricians/gynecologists concern-
ing the rise of labor inductions beyond term despite their generally
beneficial effects on perinatal outcomes (Middleton et al., 2018), with
midwives being much more negative. It is also interesting that NII
correlated negatively with JS, even though no causality can be inferred.
Speculatively, and without dismissing evidence that may contradict the
prevailing view (Rydahl et al., 2019), this difference may stem from
contrasting roles, responsibilities, and interactions with patients (Mil-
ton, 2001; Jansson, 2008; Hansson et al., 2021). For instance, midwives
typically spend more time with patients and thus form a unique bond
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Table 3

Descriptive characteristics of the study samples.
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M Med Mo SD Skewness  Kurtosis ~ Cronbach’s McDonald’s Gender Differences between
o ® differences® ® Ob&Gyn and Midwives
(Cohen’s d) samples®(Cohen’s d)
Aspects of Negative Induction 247 233 3.00 092 0.15 —-0.65 .85 .86 NS 1.39
maternity Index (NII) 370 367 400 0.86 -0.20 —0.53 .83 .84
care work 3.04 3.00 3.00 1.08 —0.04 -0.71 .89 .90
Healthcare Crisis 378 375 400 0.60 —0.40 0.49 .80 .81 —0.45 (P = NS
Experience (HCE) 380 375 4.00 0.60 -0.46 1.08 .78 .79 .011)
379 375 4.00 0.60 —0.42 0.74 .79 .80
Job Satisfaction 359 360 360 0.66 —0.42 0.01 77 77 NS —0.26 (P = .006)
s) 342 360 360 0.63 —0.49 —0.34 .73 .73
351 360 360 0.65 —0.42 0.14 .75 .76
Personality Neuroticism 2.51 250 225 074 0.25 -0.17 71 72 NS NS
262 250 250 0.69 0.21 0.11 .62 .64
256 250 225 072 0.22 —0.07 .67 .68
Extraversion 3.28 3.25 2.75 0.89 —0.05 -0.70 .83 .83 NS NS
330 325 325 079 0.12 —0.44 72 .73
329 325 325 0.85 0.01 —0.58 .78 79
Openness 3.91 4.00 3.25 0.68 —0.20 —-0.95 .62 .63 NS NS
390 400 400 066 —0.55 0.28 .60 .62
390 400 400 067 —0.35 —0.43 .61 .62
Agreeableness 4.22 4.25 4.00 0.61 —-0.94 0.90 .78 .78 0.75 NS
426 425 425 053 0.33 —-0.58 .57 .60
424 425 400 058 —-0.74 0.53 .69 .70
Conscientiousnes 390 400 4.00 071 -0.42 -0.23 .70 71 0.55 (P =.002) NS
3.97 4.00 4.00 0.68 0.62 0.24 71 71
393 400 400 070 -0.51 —-0.05 .70 71
Honesty-Humility 398 400 4.00 0.68 -0.64 0.14 .60 .60 NS NS
3.94 4.00 4.25 0.68 0.46 —0.04 .57 .60
396 400 400 0.68 —0.55 0.03 .57 .60
Other Age 443 420 370 103 0.67 —0.46 - - -0.53 (P = NS
variables 45.2 43.0 41.0 104 0.33 —0.80 .003)
44.7 42.0 37.0 10.4 0.51 —0.66
Clinical experience 132 100 4.0 10.3 0.87 -0.25 - - —0.66 NS
128 10.0 6.0 9.94 0.77 —0.27
13.1 10.0 2.0 10.1 0.82 —0.26
Inductions 349 3.00 3.00 134 0.34 0.23 - - NS NS
329 300 300 137 1.19 3.07
340 3.00 3.00 135 0.73 1.38
Medium-risk 431 4.00 400 193 0.89 0.30 - - NS NS
patients 435 4.00 400 174 0.62 0.07
433 4.00 4.00 184 0.78 0.22
High-risk patients 1.82 1.00 1.00 1.12 1.65 2.85 - - NS NS
1.68 1.00 1.00 093 201 5.97
1.76  1.00 1.00 1.04 1.81 3.97

Note: a. Welch’s t-test was used, Levene’s test being significant (P < .05); all differences are significant on the P < .001 level, except when specified otherwise; b. There
were only two men in the Midwives sample, gender differences were therefore not calculated. All variables were measured on a 1-5 Likert scale, except for Age and
Clinical experience that were measured in years. The number of Medium- and High-risk patients were measured on a scale from 0 to 10. The three rows for each variable

represent values for the Ob&Gyn (N = 240), Midwives (N = 207) and Ob&Gyn-+Midwives (N = 447) samples respectively.

with them. This relationship may allow them to experience the effects of
labor inductions on the women more directly and to a greater extent
than physicians. It could be argued that the pressure to perform in-
ductions not only conflicts with their professional ethos but also induces
feelings of guilt. Such an inner conflict may possibly disrupt a self-image
as patient advocates, thereby contributing to an overall decline in job
satisfaction (Hansson et al., 2022). On the other hand, physicians, who
typically spend less time with patients, may have a different perspective.
As the profession entails, their focus is predominantly on diagnosing the
need for an induction and prescribing the necessary treatment. Given
their overall medical responsibility, physicians might often view labor
induction as strictly reducing perinatal mortality rates (Clesse et al.,
2018), and a medically instigated childbirth (Greene et al., 2001;
Nasello et al., 2023). It is not the intention of this discussion to suggest
that midwives’ emotional responses to labor inductions should take
precedence over evidence-based practices; instead, it underscores the
importance of recognizing distinct professional experiences and the
emotional work of midwives, in pursuit of a more integrated and
empathetic approach to maternity care.

There is a potential risk that this divergence of views could accen-
tuate an underlying conflict between midwives and physicians (Jansson,

2008). As physicians continue to uphold their responsibility and
implement guidelines based on scientific evidence, midwives might
sometimes feel that their voices are drowned out in the process. In
alignment with more recent evidence on midwives’ attitudes and job
satisfaction levels (Hansson et al., 2022; Hansson et al., 2021), this study
perhaps indicates a need to bridge the professional gap and include all
perspectives.

Additionally, the present study showed that the professions did not
differ regarding other work-related variables, including personality
traits. It would perhaps be expected that the professions’ experiences
and personality traits differ more, maybe in turn influencing their views
on labor inductions (Soto, 2019). However, it could be argued that a
similar personality profile is necessary for working in an environment
with specific common constraints such as maternity care, regardless of
profession or patient-care approach (Matthews et al., 2009; Byrne et al.,
2015; Witt et al., 2002). Illustrating this idea, a recently published study
provided valuable insights into the unique personality profile of obste-
tricians and gynecologists (Raoust et al., 2023). Nevertheless, trait
neuroticism showed a negative relationship to job satisfaction. This
supports earlier evidence that individuals with higher negative sensi-
tivity are more likely to evaluate their work environment more
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Table 4
Correlations between aspects of maternity care.
y 1 2 3 4 5 6 7 8 9 10 11 12 13 14
1. Negative Induction —0.13 —0.34 0.14 —0.15 0.56 —0.14 0.12
Index (NII)
2. Healthcare Crisis —0.11 0.19 —0.22 0.13 0.14
Experience (HCE) P=
.023)
3. Job Satisfaction —0.30 0.15 (P —0.40 0.15 0.28 —0.14 0.18 —0.22
us) =.002)
4. Neuroticism 0.11 (P -0.29 —0.42
=.030)
5. Extraversion 0.37 0.38 -0.17 0.11 0.14
6. Openness 0.26 0.47 0.13
7. Agreeableness -0.11 0.28 0.31 0.12 013 0.14
P=
.028)
8. Conscientiousness -0.18 0.17
9. Honesty-Humility -0.12 —-0.15 0.19 -0.27 -0.12 —0.12 0.14  -0.37
P= P = P= P=
.012) .002) .013) .014)
10. Profession 0.55 -0.12 —0.15
P=
.011)
11. Clinical -0.13 0.16 (P 0.14 (P —0.15 0.51 0.41
experience P= =.002) =.019) P=
.008) .002)
12. Inductions 0.10 (P 0.34
.042)
13. Medium-risk 0.10 (P 0.10 (P 0.11 (P -0.11 0.51
patients =.046) =.039) = P =
.022) .024)
14. High-risk patients ~ 0.11 (P 0.11 (P -0.19 0.12 (P 0.10(P 0.12(P —0.29 0.41 0.34
=.032) =.025) =.012) = =
.044) .011)

Note: Nob&Gyn-+Midwives = 447. Above the diagonal are disattenuated correlations, controlled for unreliability (McDonald’s ). All correlations above 0.15 are sig-
nificant on the P < .001 level, except when specified otherwise. Ob&Gyn = 0, Midwives = 1. Correlations are controlled for gender and age.

adversely (Rukh et al., 2020).

Limitations

There are several limitations to this study. Only an estimated pro-
portion (11 %) of obstetricians/gynecologists responded to the ques-
tionnaire. Also, data on the exact number of midwives specifically
working within maternity care was not accessible (Kompetensforsorjn-
ing, 2023). No midwife organization disclosed their membership
numbers, citing competitive reasons. According to a recent report, there
were 6100 midwives in the Swedish healthcare system as of 2020,
indicating a response rate of only approximately 3.4 %. (Kompe-
tensforsorjning, 2023). Additionally, the confidentiality required for the
online surveys evaluating personality characteristics of employees
restricted follow-up for both respondents and non-respondents. Also,
based on previous study results, it is likely that a greater number of men
would have lowered the levels of particularly neuroticism and agree-
ableness (Kajonius and Johnson, 2018; Roberts et al., 2006). Further-
more, it is likely that the respondents choosing to invest time in a
questionnaire were characterized by higher openness, agreeableness,
and conscientiousness, thus inflating scores by self-selection bias (Pod-
sakoff et al., 2003).

Notably, the low reliability of certain measurements (Cronbach’s
alphas as low as 0.57 in some personality traits) disinhibits variance for
the correlational analyses. Also, the three constructs of maternity care
work aspects, NII, HCE, and JS, are untested and need further replica-
tion. However, no other tool has previously been constructed to inves-
tigate the perceived negative impact of inductions, and the tentative
psychometric analyses were satisfactory (Supplementary Material S1)
(Knekta et al., 2019). In addition, the items used for maternity care work
aspects were created after interviews based on cumulated employee

experience in obstetrics and gynecology. Further investigation and
replication regarding the relationships of work-related factors to ma-
ternity care professionals’ views on labor induction is warranted.

Conclusion

The findings suggest that labor inductions might present challenges
to midwives’ sense of professional identity and could potentially affect
their rapport with birthing women. Given the relatively low response
rate, these findings should be approached with caution, as they may not
fully represent the breadth of experiences across the field. The study
points to a notable discrepancy between midwives and physicians,
which might indicate a greater need for considering a variety of pro-
fessional perspectives in maternity care, particularly when introducing
new guidelines nationwide. Further research is recommended to
strengthen the validity of these preliminary observations.
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