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Moving Toward Patient-Centered Care:

Women’s Decisions, Perceptions, and
Experiences of the Induction of Labor
Process
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ABSTRACT: Background: Patient preferences and clinician practices are possible causative
factors to explain the increase in induction of labor, but scientific studies that demonstrate this
link are limited. The purpose of this study is to identify factors that influence inductions from the
perspective of women. Methods: A qualitative investigation using grounded theory
methodology was conducted. Women were interviewed preinduction and postinduction.
Analysis of the interviews was conducted using constant comparison to identify codes,
categories, and themes. Through this process the complex intersection between women, their
clinician, and the application of evidence-based care in clinical practice was explored. Results:
Five major themes from the preinduction interview were identified; safety of baby, women’s
trust in their clinician, relief of discomfort and/or anxiety, diminish potential or actual risk, and
lack of informed decision making. Five major themes were identified from the postinduction
interview; lack of informed decision making, induction as part of a checklist, women’s trust in
their clinician, happy with induction, and opportunities to improve the experience.
Conclusions: Lack of informed decision making was cited as a barrier to optimal care. This
study has important implications for patient-centered research and clinical care, requiring the
inclusion of women and the salient concepts of care that they identify. (BIRTH 41:2 June 2014)
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Despite evidence that elective induction of labor (IOL)
increases health risks to mothers and their newborns, the
rates of induction continue to rise (1-4) reaching 22.8
percent for all births in the United States in 2007 (3).

Experts speculate that the increase is attributable to the
rising practice of elective IOL, which is associated with
increased risk, particularly to the newborn when con-
ducted before 39 weeks’ gestation (5,6). Elective IOL is
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believed to be partially responsible for the recent
increase in late preterm births and cesarean sections
(1,4). Patient preferences and clinician practices are the
most commonly cited causative factors (7). However,
investigations from the patient perspective are noticeably
absent. There exists a need to understand how clinicians
and women determine that IOL is desired. Any effort to
decrease the rate of elective IOL hinges on the under-
standing of the factors that influence the use of this prac-
tice. Therefore, the purpose of this study is to identify
factors that influence pregnant women’s decisions about
IOL, including their knowledge and understanding of
the risks and benefits, and to explore postpartum
women’s experience of IOL. Use of a patient-centered
approach to explore the practice of IOL is aligned with
the national agenda of the Patient-Centered Outcomes
Research Institute (8) and addresses recommendations
from the U.S. Agency for Healthcare Research and
Quality (5) to better understand IOL from the perspec-
tive of women.

Methods

Grounded theory methods guided this study’s design
and analysis, providing a framework for capturing the
voices of women (9,10). After institutional review
board approval, all women enrolled in prenatal care at
an academic medical center received a letter indicating
they may be contacted by the research team if they
were scheduled for an IOL. Using the following inclu-
sion criteria, a purposeful sample was recruited: Eng-
lish-speaking, primiparous women, 21 years of age or
older, scheduled for an IOL between December 2011
and February 2012, and between 34 and 41 weeks’
gestation. As highlighted by recent evidence reviews
(5,11,12), all women who were scheduled for an IOL
were included in the initial sampling frame as a result
of the ambiguous boundaries between types of IOL
(medical, indications with limited current evidence, and
elective). Multiparous women were excluded from this
study to eliminate the influence of previous stressful or
unsatisfactory birth experiences (13).

A total of 101 women were scheduled to be induced
during the study time period with 66 percent of the
inductions representing either elective or indications that
had limited evidence. Forty women were eligible for
recruitment and 75 percent agreed to enroll (Table 1).
At the request of her husband, one woman elected to
leave the study after the data were collected. Saturation
was suspected after 16 interviews; however, data collec-
tion continued to ensure that the phenomenon was fully
explored. The sample was aligned with the national
United States demographics of women who are induced
(14-17).
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Procedures

Women were contacted by phone within 6 hours of sched-
uling the induction to ensure accuracy in the recall of the
discussion (18). If the woman met the inclusion criteria
and agreed to participate, she was enrolled. The call contin-
ued with three preinduction interview questions (Table 2).
Women were scheduled for a postinduction interview
(Table 2) 4 weeks after their scheduled IOL. Each inter-
view concluded by providing women with an opportunity
to summarize their top three key points from the discus-
sion. This approach ensured women’s main points were
accurately recorded and that false perceptions or inaccurate
conclusions by the interviewer were not introduced.

Table 1. Demographics of Enrolled Women (n = 29)

Age, years
Mean 30.2
Range 2141
n %
Race*
White 20 70
Black 4 14
Asian 2 7
American Indian 1 3
Indian 1 3
Arab/Middle Eastern 1 3
Level of education
High school 8 28
Vocational 3 10
Associate 1 3
Bachelor’s 7 24
Master’s 6 21
Doctorate 4 14
Insurance coverage
Commercial 17 59
Medicaid 11 38
Military 1 3
Clinician office location
(Type of clinicians at Location)
Office #1 (OB Only) 3 10
Office #2 (OB and CNM) 6 21
Office #3 (OB and CNM) 3 10
Office #4 (OB, CNM, and NP) 2 7
Office #5 (Family MD only) 1 3
Office #6 (OB Residents only) 12 42
Office #7 (OB and CNM) 2 7
Office #8 (CNM only) 0

*Self-identified, preferred racial identity of women. OB = obstetricians;
CNM = certified nurse-midwives; NP = women’s health nurse practi-
tioners; Family MD = family practice physicians; OB Resident =
obstetrician residents.
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The qualitative technique of member checking was
conducted to validate data, analytic categories, interpre-
tations, and conclusions (10). During the interviews,
the researcher restated or summarized information and
asked the woman to determine the accuracy of the
statement. The information collected from each
interview was immediately transcribed verbatim,
reviewed, and compared with the other interviews.
Medical records were reviewed to collect information
about the reason for the IOL as documented by the
clinician and to provide context of the pregnancy,
labor, delivery, and postpartum period from a medical
perspective.

Data Analysis

Data were analyzed using the constant comparison
method with three levels of coding (19). First, data col-
lected from each individual interview underwent open
coding (Level I) consisting of sentence-by-sentence
examination with substantive codes assigned. Codes that
were similar were clustered into concepts. As these
codes clustered they were assigned to categories
(Level II). The categories were composed of coded data

Table 2. Examples of Interview Questions and Probes
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that formed patterns and were compared with other
categories to ensure they were mutually exclusive (9).
Categories were compared to determine fit within a
higher-order category (Level III coding) to identify the
thematic codes (Table 3). The preinduction and postin-
duction interview data for each woman were coded
independently and compared. Once both interviews
underwent Level II coding, they were compared to iden-
tify any similarities or differences between the two
points in time in which information was collected about
the woman’s IOL. Standard techniques to ensure credi-
bility of the analysis included use of peer debriefing and
research team meetings to confirm consensus in the
analysis process.

Results
Preinduction Interview Results

During the preinduction interview, women reported
conversations about how IOL was initiated (clinician
initiated or patient initiated). Women described their
conversations for IOL as having minimal dialogue with
their clinician. Women would ask for an IOL and their

Examples of interview questions

Examples of probes

Preinduction interview

Tell me about how the decision was made to be induced.

Share with me what was most important to you in
making your decision to be induced.

When you think about your upcoming IOL, what things
are you thinking about?

Postinduction interview

Tell me about your birth experience.

Reflecting back over your birth experience, please tell me
more about how being induced did or did not impact
your birth experience.

When you think back to when the decision was made to
be induced, how do you feel about the decision to
be induced?

Why do you think other women decide to be induced?

What would you want other women to know about if
they were scheduled to be induced?

Now that you have experienced an IOL, what should
health care providers tell women in preparation for
the induction?

Based on the information that you have shared, tell me
what you believe are the three most important “take away”
messages of your IOL experience.

Tell me more about the conversation with your clinician about
scheduling your induction.

Tell me more about what was particularly, if anything, important
to you in making the decision.

Tell me about your expectations for the IOL.

Share with me what you expected and didn’t expect about your
birth experience.

Tell me more about the benefits and risks of being induced as
it relates to your experience.

Tell me more about whether or not you felt prepared for the
induction.

Tell me about how your friends or family may or may not have
influenced your decision.

Tell me about how best to communicate with women information
about the risks and benefits of being induced.

Share with me what information health care providers should tell
women about the risks and benefits of being induced.
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Table 3. Linkage between Narratives, Level II Categories, and Level III Major Themes
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Example of narrative passages from preinduction interview

Level Il categories

Level III major
theme

You know, I know that there are risks if I am induced but I also
know that it is better to be induced than to cause harm to my
baby. She (physician) said it is better to be induced before 39
weeks for the safety of the baby. I don’t want anything to
happen to my baby. I feel like it is the right thing to do.

My doctor brought it up and said that she thought it would
probably be a good idea. That was kind of like, what sold me
on it. Completely. Her professional opinion.

I wish that it could happen sooner. I am just done being pregnant.
I know that sounds terrible. You know, the fact that we know
that she is growing fine, I am ready. It is time. I did ask if it
could be earlier and she said no I cannot do it until 38 weeks.
I am just uncomfortable which, unfortunately, is not a reason
to do an induction. I am disappointed about that.

When they said that since I am already dilated to 2 cm
and that she should react pretty good to the pitocin, I wasn’t
worried about the cesarean section. I am already dilated and she
is doing good and doing what she is supposed to be doing so [
feel OK about the risks.

Essentially, she just scheduled it and didn’t ask us about whether
we wanted it or not. It was her decision. Basically, she just
said that she doesn’t want me to go past 38 weeks because |
have twins. She wanted to schedule it. She said things can
happen with the babies. That is it...nothing more was said.

Factors that influence IOL,
conversation to schedule I0OL,
benefits of IOL, feelings about
decision, helpful information,
sources of evidence,
understanding of evidence

Factors that influence IOL, sources
of evidence, conversation to
schedule IOL, feelings about
decision, helpful information,
sources of evidence

Benefits of IOL, feelings about
decision, thoughts about
upcoming IOL, factors that
influence

Conversation to schedule IOL,
risks of IOL, sources of evidence,
understanding of evidence

Conversation to schedule IOL,
benefits of IOL, risks of IOL,
helpful information, sources of
evidence, understanding of
evidence

Safety of baby

Women’s trust in
their clinicians

Relief of discomfort
and/or anxiety

Diminished potential
or actual risks

Lack of informed
decision making

Example of narrative passages from postinduction interview

Level I categories

Level Il major
theme

I really didn’t have all of the information when I scheduled the
induction. I don’t feel like I got a lot of education on it
beforehand. You know, I got one paper before I went to the
hospital. I don’t think it had a lot of information. I mean,
the paper just tells you the date of the IOL, to call the triage
nurse, and where to go. I really was surprised by
everything involved with the induction.

Induction should not be treated as a protocol or a checklist. It
isn’t just a simple step. Women need to be provided with
information. They need to make an informed decision, give
informed consent. The process currently treats it like scheduling
an ultrasound but it is far from a simple ultrasound. There are

risks and options that women should know before agreeing to it.

I trusted my doctor. I trusted my doctor and the hospital to do
the right thing and to tell me the correct information that was
best for me and my baby. He usually was good with providing
information. Not sure why he didn’t for the induction.

I was just ready for him to be born. I was uncomfortable. He
might have been comfortable, but we were ready for him to
be born. I didn’t want to wait. I still feel like I would have
done it again. It was the right thing to do because I was
having pain and it just wasn’t manageable.

Decision of IOL, unprepared for IOL,
unexpected from birth experience,
not informed

Other women should know,
information should have received,
providers should tell women,
IOL checklist

Decision of IOL, didn’t know what
they didn’t know, trust provider

Birth experience, benefits of IOL,
decision of IOL, factors that
influence

Lack of informed
decision making

IOL as part of
checklist

Women’s trust in
their provider

Happy with
IOL decision

(continued)
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Table 3 Continued
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Example of narrative passages from postinduction interview

Level Il major
Level Il categories theme

I want my provider to explain it to me and give me a handout
but not when I am at the hospital 2 seconds away from
being induced. I mean, they explain it at the hospital but I

really didn’t process it and I didn’t look at the piece of paper.

It was quick and I just went with it, kept going with the

process that I signed up for. I want my provider to tell me the

ins and outs of the induction a couple of times before I am
even at the hospital, before I even make a decision.
That would be nice.

Decision of IOL, information should
have received, other women should
know, best way to communicate
benefits and risks, providers
should tell women

Opportunities to
improve the
experience of
the IOL process

clinician would agree to schedule it without discussion
or resistance.

I just asked him when I was going to get induced and if it
could be before 40 weeks...he opened up the calendar,
showed it to me, and said, “pick a date that works for you.”

Women generally described the encounter as brief
without opportunities to ask questions or express con-
cerns.

Five major themes (Table 3) emerged from the
preinduction interview data: 1) safety of baby, 2)
women’s trust in their clinician, 3) relief of discomfort
and/or anxiety, 4) diminished potential or actual risks,
and 5) lack of informed decision making.

Major Theme I: Safety of Baby

Clinician-initiated IOL conversations focused on the
clinician’s rationale for the IOL and the potential risk
to the baby if the induction was not carried out. Half
of the participants noted that their clinician brought up
safety of the baby as one of the reasons for the IOL.
The safety of the baby was typically the main point
that women identified when describing their conversa-
tion with their clinician. As an example, a 33-year-old
woman stated:

He said to me that at 39 weeks the baby has reached all of
the benefits from being inside of me. And then he told me that
he would feel comfortable inducing me because of the poten-
tial problems with blood pressure harming my baby. He
thought that it would be necessary to induce so it wouldn’t
become an emergent situation. But I felt, like, rushed. And I
didn’t feel like I had enough time to think through it. And
I couldn’t ask the questions that I knew that would come but
I don’t want to put my baby at risk.

For women who were unsure of the IOL, when
safety of the baby was mentioned they agreed with the
clinician’s decision to be induced. Discussing safety of

the baby limited further conversation or questions by
women about the appropriateness of the IOL. After
reviewing the medical records of the participants, only
one IOL had documentation indicating a potential risk
to the baby. The other 28 inductions did not have a
documented medical issue or concern for the baby.
Although a risk was not documented, it does not indi-
cate that an actual or potential risk was not of concern
to the clinician.

Major Theme II: Women’s Trust in their Clinician

Women consistently identified that they trusted the
information and rationale that their clinician presented
and cited trust as the most important element in their
agreement to be induced. The rationale presented by
the clinician was further justified by the idea that the
safety of the baby was in jeopardy if they did not pro-
ceed with the induction. Other sources of information
(e.g., friends) were considered secondary to the exper-
tise and recommendation of their clinician.

A 33-year-old woman who was induced for macroso-
mia stated:

Basically, my doctor said that 38 weeks is full-term and the
baby is ready to come to the world. She said, “Don’t worry
about it. You don’t want a big baby.” I feel pretty comfortable
with that answer. I trust her.

Major Theme III: Relief of Discomfort and/or Anxiety

Although a clinician’s recommendation and safety of
the baby influenced a woman’s agreement for an IOL,
women stated that they were happy with their clini-
cian’s recommendation to be induced. They explained
that the IOL provided relief from the discomforts of
pregnancy and/or anxiety related to not knowing when
or where labor would begin. Regardless of whether the
IOL was clinician- or patient-initiated, almost every
woman expressed these feelings.
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There is a lot of built-in anxiety especially as a first-time
mother and not knowing what to expect. Now I have more
control over my birth because I know when it will happen
and I will be at the hospital when it starts. Plus, I am so
uncomfortable.

Major Theme 1V: Diminished Potential or Actual Risks
of IOL

During the interviews, women had difficulty identifying
the risks associated with being induced. They shared
the rationale their clinician discussed with them and the
benefit of being induced (e.g., reduce discomfort) but
they were unsure of the risks. Whether they were aware
of the risks or not, the women diminished the actual or
potential risk. They focused only on the elements that
were most salient to them, such as relieving discom-
fort.

I am apprehensive about the induction because of the risks,
but I am miserable and so uncomfortable. I can’t breathe.
Thirty-seven weeks is long enough.

Major Theme V: Lack of Informed Decision Making

Overall, most women were unable to describe the process,
medications used, risks, or options associated with an
IOL. For those women who did have some information, it
was on the logistics of the IOL and not on the risks.

My doctor basically scheduled me to be induced tomorrow
(38 weeks) but they will call me today to let me know what
time they want me to go in. So, I know about what is going
to happen. You know, about how I have to go through triage
and how they are going to take me to my room and when I
am in the room they are going to set-up IVs in case I need
them and they will do blood testing.

However, women indicated that they wanted more
information. To further explore women’s contrasting
thoughts about feeling informed but wanting more
information, they were asked to identify what they
would like to receive. Women identified a desire for
general information and specific details about the pro-
cess, medications used, the risks and benefits involved,
and options.

Postinduction Interview Results

The postinduction interviews explored postpartum
women’s experiences of having an IOL. Five major
themes (Table 3) emerged from the data: 1) lack of
informed decision making, 2) IOL as part of a
checklist, 3) women’s trust in their clinician, 4) happy
with IOL decision, and 5) opportunities to improve the
experience of the IOL process.
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Major Theme I: Lack of Informed Decision Making

Women began the conversation about their experience
with the IOL process by identifying information that
wasn’t shared with them before the IOL. For instance,
most women were not informed about the risk of cesar-
ean section until after they had been admitted to the
hospital. The risk of and subsequent need for a cesar-
ean section associated with an IOL was a surprising
and emotional event for women.

The c-section, I didn’t expect that. No one told me about that.
[crying]. T mean, that was something that was unexpected.
This is hard to talk about. No one told me about it. I didn’t
want a cesarean section.

As women continued to discuss their IOL experience
and the unexpected events that occurred (i.e., pain
intensity, impact on baby, no eating, limited mobility,
and increased risk of cesarean section), it became
apparent that these items were not explained before the
IOL. Instead, women were informed about the medica-
tions, the logistics, risks, and options after they had
arrived at the hospital for their scheduled IOL
(Table 4). A 33-year-old attorney, familiar with the
concept of informed decision making, was emotionally
passionate when describing her perception of the deci-
sion-making process.

I hate to say it but the induction was kind of a nondecision.
We were led to believe that the induction was what was
needed to prevent risks to him because I was getting close to
my due date. We were basically told that this is when the
induction was going to happen. We were not presented with
all of the information about the risks or the options. We were
not informed and therefore we were not making a decision. It
is not a decision if you are not informed. You are just simply
going along with what your doctor tells you.

Women who requested an elective IOL also realized
they were not fully informed by their clinician. After
reflecting on their IOL, they expressed that they were
not prepared for the IOL.

Table 4. Comparison of Information Presented by Clini-
cian and Nurse

Information from
clinician in office

Information from
RN in the hospital

Rationale for induction
Safety of baby

Logistics (i.e., day and
time of IOL)

Types of medications and risks
Process and steps of IOL

Timeframe for an IOL

Risks associated with IOL

Restrictions (i.e., can’t eat,
limited mobility, no water birth)
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I don’t feel like T got a lot of education on it beforehand. You
know, I got one paper before I went to the hospital. I don’t
think I had a lot of information.

Major Theme II: IOL as Part of a Checklist

Women were told that the IOL was needed or recom-
mended with no or minimal information being
presented about the process, risks, or options. Women
would agree and then it was scheduled. It was treated
as the natural next step in the woman’s pregnancy, as
part of a checklist of normal pregnancy.

You know, they don’t give you time to think about it or consider
it. They don’t go into details about it. They don’t give you a say
in it because they push it so hard because it is part of their check-
list. But you are at the end of your pregnancy and are uncomfort-
able so you just agree. You are ready to be done; you just want
your baby. So, you don’t question it, you trust your doctor.

Major Theme III: Women’s Trust in their Clinician

Women indicated that despite feeling that they did not
have enough information about the IOL, they did not
seek out this information because they trusted their
clinician and their concern for the safety of the baby.
During the interview, women questioned why they
did not seek this information from their clinician. A
41-year-old woman concluded that clinicians need to
assume women know nothing because they have never
done this before and that women do not know what
questions to ask to ensure that they are informed.

I mean, I have no idea what to ask, no clue what to ask.
Don’t ask me if I have questions because I don’t know what
questions to ask. Just tell me the information because I don’t
know any of it.

Major Theme 1V: Happy with IOL Decision

With the exception of a few women, women felt that
the IOL was the right decision. They framed their satis-
faction with the decision within the context of the ben-
efits (e.g., reducing anxiety).

I look back and it’s positive. Even with the decels, even with
everything else, because she came out healthy. We prevented
harm to her by being induced. Safety was an issue.

Three women reflected on their experience and the
lack of information that was presented to them and
concluded that the IOL was not appropriate. A woman
induced at 39 weeks for macrosomia stated:

I think based on the information that we were given by my
doctor, it was the right decision but he wasn’t a big baby...
the induction wasn’t necessary.
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Major Theme V: Opportunities to Improve the
Experience of the IOL Process

Finally, as part of the postinduction interview, women
felt strongly that other women should be informed
about an IOL before making a decision. Consensus
existed that women should know about the IOL pro-
cess, medications, risks, and options as part of the deci-
sion-making process. A teary general surgeon
compared her personal approach to discussing care with
patients to what she had experienced.

Women need to know the risks and benefits of doing some-
thing and the risks and benefits of not doing something. Once
you have that information, then I feel that women can make
their own decision. They can decide which option is more
beneficial or riskier. I provide this type of information to my
patients in advance so that they can make a decision that is
best for them [crying]. I give them the time needed to think
about it based on all of the information about the risks and
benefits. After the decision is made to proceed, then it [infor-
mation] is repeated with the nurse at the hospital. This should
be done with inductions too. I don’t see why not.

As a scheduled IOL is planned and not considered
an urgent event, women indicated they wanted informa-
tion well in advance as part of their conversation with
their clinician before any decision is made.

A common recommendation from the interviews was
that childbirth classes represent an opportunity to
inform women about an induction. This idea was
expressed by both women who did and did not attend
childbirth education classes; about half of the women
(48%) in this study participated in some type of class.
One woman started to cry when she offered what child-
birth classes should tell women.

Well, I think in those classes, they really should tell you, they
should say, like, you have the right to say no. You have the
right, you know what I mean? You get to decide. You can
choose. You can review the risks and ask questions and you can
be the one to decide. Because, I think a lot of times the doctor
just tells you some information and then they proceed forward.
No one tells you that you can say no and that it is OK to say no.

Most women who did not attend a childbirth education
class shared that it was because of scheduling conflicts or
because it cost too much money. However, they indi-
cated that all women should have access to a class and
clinicians should encourage women to attend them.

Discussion of Findings

The major themes from the interviews provide insight
from the perspective of women about the complex fac-
tors that influence the decisions to proceed with an IOL.
The way in which a clinician frames the information,
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referred to as the “framing effect,” influences women’s
decisions (20-24). Safety of the baby served as the criti-
cal piece of information, convincing women that an
induction was necessary. The desire to have relief from
discomfort and to alleviate anxiety associated with the
unknowns of labor was a major theme also influencing
women to proceed with IOL.

Participants trusted their clinician and their expertise,
fueling agreement for IOL. This finding is consistent
with results from the Simpson and colleagues (25,26)
study that found a physician offering an IOL was a
strong predictor women would agree to be induced.
The Listening to Mothers Il survey (27) also found cli-
nicians were a common source of reliable information
for women when deciding on an IOL.

Women were given limited information about the pro-
cess, medications, risks, or options. Although women
desired more information, it is not known whether more
information from their clinician would have altered their
agreement to be induced. However, without this informa-
tion, women did not have the opportunity for an informed
discussion with their clinician or to be engaged in the
decision-making process. This finding is consistent with
the Listening to Mothers II survey (28) that found women
chose IOL without adequate knowledge of the potential
risks. Similar to the findings in this investigation, Emmett
and colleagues (29) found clinicians focused primarily on
procedural issues as opposed to risks and benefits when
talking to women about a cesarean section.

Women in this study focused on the excitement of
seeing their baby and relieving their discomfort and
anxiety. Consistent with findings from Declerq and col-
leagues (27,28), “get pregnancy over” and “control the
timing of birth” were common reasons women identi-
fied to be induced. Furthermore, women in this study
felt strongly that other women should be fully informed
before making a decision. This finding is consistent
with results from the Listening to Mothers surveys, in
which women indicated that they wanted information
about potential risks of IOL (27,28). Regardless of
whether a woman is induced for medical or elective
reasons, she should always be informed and engaged in
the decision-making process. As described by ACOG’s
Committee on Ethics (30), informed consent for medi-
cal treatment is an ethical requirement. Furthermore,
informed consent should not be delayed until after
being admitted to the hospital for the procedure.
Receiving pivotal information about IOL at this stage
is arguably too late to change the plan of care.

Strengths and Limitations

The primary strength of this study was the use of quali-
tative methods to understand women’s perspective of
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the factors that influence decisions for IOL. This study
is the first one in which the researchers are aware of or
focused on factors that influence IOL from the perspec-
tive of women, both preinduction and postinduction.
The study was conducted in a single health care system
in the United States and relies on English-speaking par-
ticipants, limiting generalizability. However, the site
serves a diverse population of women, and 75 percent
of eligible women enrolled during the recruitment per-
iod. Finally, the perspective of clinicians was not part
of the study; therefore, it is not known whether clini-
cians, for instance, were following a checklist as
women had described.

Conclusion

The findings from the study highlight the complex and
sometimes conflicting factors that influence IOL.
Women appear to be influenced by their clinician’s
rationale and emphasis on the safety of their baby.
However, as an underlying factor, women’s own desires
to end discomfort and relieve anxiety of the unknown
also influence their agreement to be induced. Patient-
initiated inductions occurred without challenge or dis-
cussion about the risks from their clinician. For both
patient- and clinician-initiated inductions, clinicians
assumed an authoritative role in which women were
not active participants in their care. DeVries and
colleagues (31) found that women tend to favor the
care that they are offered by their clinician. Women
have a tendency, for many reasons, to avoid chal-
lenging the recommendation from their clinician despite
not fully understanding the rationale. To address the
increasing rates of IOL and its associated risks,
informed, shared decision making should be encouraged
as a first step.
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