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Abstract

Background. Membrane sweeping is a common but still invasive procedure offered to
hasten labour in prolonged pregnancy. Rising labour induction rates have increased the
use of interventions like membrane sweeping, though its impact on women'’s experiences
remains unclear.

Aim. To explore women lived experiences of membrane sweeping in a tertiary Italian
maternity unit and identify their informational needs.

Methods. Twenty women >40+0 to 41+6 weeks’ gestation who underwent membrane
sweeping were interviewed in-hospital 24-48 h postpartum. Semi-structured interviews
(mean 18 min) were analysed with combined inductive-deductive content analysis.
Findings. Three themes emerged i) clarity and timing of information ii) baseline knowl-
edge and information-seeking behaviour iii) physical and emotional experience of the
procedure in relation to the onset of labour. In addition, some women reported the
procedure as painful or required further pharmacological induction of labour, adding a
layer of dissatisfaction in their narrations. However, most women stated that they would
undergo membrane sweeping again in a future pregnancy.

Conclusions. When embedded in shared decision-making, membrane sweeping can be
a well-accepted initial induction option. Moreover, structured antenatal education could
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be recommended.

INTRODUCTION

Labour induction is the iatrogenic stimulation of
uterine contractions before the onset of spontaneous
labor, when maternal or fetal well-being is threatened
by medical or obstetric complications [1]. Over the past
decade, global induction rates have risen to about 25
percent, affecting both low- and high-risk pregnancies
[1]. Available techniques span from pharmacological
methods — such as oxytocin or prostaglandins - to me-
chanical or procedural approaches, including artificial
rupture of membranes, double-balloon catheterisa-
tion, and membrane sweeping [2]. Several guidelines
[3, 4] recommend membrane sweeping to reduce the
need for formal pharmacological induction in post-term
pregnancies.

Membrane sweeping is a procedure in which a clini-
cian inserts a gloved finger through the cervix and gen-
tly detaches the lower pole of the membranes from the
uterine wall [5]. This manoeuvre is intended to stimulate
local prostaglandin release, promoting cervical ripen-

ing. Thus, this simple, low-cost intervention that can be
done in the outpatient setting, increases the likelihood
of spontaneous labour within 48 hours by roughly 20
percent and therefore diminishes reliance on pharma-
cological agents [6]. A Cochrane systematic review and
other studies confirm that membrane sweeping does
not significantly heighten maternal or perinatal risk
compared with drug-based induction [6, 7], explaining
its widespread adoption in everyday obstetric practice.
If serious complication are rare, common side effects
are mild vaginal bleeding, irregular uterine contractions
and discomfort during procedure. In fact, membrane
sweeping can be uncomfortable and may feel intrusive
to some women [6].

Understanding women’s subjective experiences is
essential regardless of broader debates about obstet-
ric violence [8, 9], yet most research focuses on tim-
ing and efficacy [10, 11], largely overlooking women's
informational needs, psychological responses, and per-
sonal narratives. A recent qualitative systematic review
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identified only one study that explored the procedure
from women’s perspectives [12]. This knowledge gap is
concerning considering the rising global induction rates
[6, 13] and the potential role of membrane sweeping in
reducing pharmacological inductions. Because experi-
ences are likely to differ across organisational and cul-
tural settings, additional qualitative research is needed
to refine clinical practice in line with women's prefer-
ences and expectations.

Thus, we aim to explore the experiences of women
undergoing membrane sweeping at the Obstetric and
Obstetric Pathology Unit of the Agostino Gemelli Uni-
versity Hospital-IRCCS, aiming to inform clinical prac-
tice and advance a more woman-centred model of care.

MATERIALS AND METHODS

We conducted a descriptive phenomenological study,
reported following COREQ (Consolidated criteria for
reporting qualitative research) [14]. A phenomenologi-
cal lens is appropriate when the goal is to illuminate
participants lived experiences, particularly in fields with
limited prior evidence [15]. The study was approved by
our local Ethical Committee (Protocol ID 7350 of Feb-
ruary 10, 2025).

Participants

Eligible women were recruited between 10 February
and 25 March 2025 through the post-term pregnancy
outpatient clinic of the Obstetric and Obstetric Pa-
thology Unit at Agostino Gemelli University Hospital
IRCCS. Inclusion criteria were age >18, BMI 18-30
kg/m?, singleton uncomplicated pregnancy, fluent Ital-
ian, no previous attempt at membrane sweeping in the
current pregnancy. Gestational age was determined ac-
cording to crown-rump length in the first trimester. Par-
ticipation was voluntary, and all women were assured
of data confidentiality and of their right to withdraw at
any time without affecting their care. Exclusion criteria
were maternal age <18; inadequate proficiency in Ital-
ian; or no clinical indication for membrane sweeping.

In accordance with our institutional protocol, all
women with an otherwise uncomplicated singleton
pregnancy reaching 40 weeks' gestation undergo ultra-
sonographic assessment of amniotic fluid volume and a
non-stress fetal test. Immediate induction of labour is
typically indicated if anhydramnios is detected on ultra-
sound (single deepest vertical pocket <2 cm) [16] or if
cardiotocography criteria for normality are not met. Oth-
erwise, routine induction of labour is scheduled no later
than 41+0/3 weeks’ gestation. When clinically indicated,
membrane sweeping may be offered during these visits
as part of the standard care pathway, but never portrait-
ed as mandatory. When membrane sweeping was clinical
indicated, the study procedures were explained in detail
by an obstetrician and a research midwife. Women who
expressed interest were provided with additional infor-
mation regarding the study’s aims and methodology and
subsequently gave written informed consent.

Data collection and analysis
Women who gave written consent were interviewed
24-48 hours after birth, while still hospitalised in the

Obstetrics Unit. Interviews took place in the women's
single rooms, in accordance with the current clinical
practice, and always in the presence of the newborn. In
most cases, a support person (typically the partner) was
also present during the interview.

A PhD research midwife and young research midwife
with no clinical role in their care carried out face-to-
face, semi-structured interviews of roughly half an hour,
guided by a flexible topic schedule (8 domains; File 1S
available online as Supplementary Material) designed to
explore women’s views on membrane sweeping.

After the interview, each participant completed an
anonymous questionnaire capturing socio-demograph-
ic and obstetric details. All conversations were audio-
recorded, then the verbatim were transcribed and
anonymised. Immediately afterwards, the interviewer
added contextual observations and reflexive notes to a
field diary to enrich subsequent analysis. All data were
stored and managed in compliance with the General
Data Protection Regulation (GDPR), ensuring confi-
dentiality, anonymity, and secure handling of partici-
pants’ information.

Data analysis

We analysed the transcripts with qualitative content
analysis that blended deductive and inductive coding
[17, 18]. Two researchers independently (ER, research
midwife and JP, PhD midwife) read each transcript line
by line, identified meaning units — words or passages
that reflected the women’s experiences — and assigned
initial codes. Deductive codes stemmed from the study
questions, whereas inductive codes emerged directly
from the data, capturing unexpected insights. The
coders compared their work and resolved differences
through discussion; when consensus was elusive, a third
researcher (GA, PhD midwife) was consulted to reach
and agreement [19]. Codes were analysed with the sup-
port of dedicated sheets in Microsoft Excel. Data col-
lection and analysis proceeded concurrently, allowing
iterative refinement of the coding frame and progres-
sively deeper interpretation [20]. Recruitment ceased
when theoretical saturation was reached and no new
codes or categories appeared [21].

RESULIS

Between February and March 2025, 20 women were
interviewed. Their principal sociodemographic and ob-
stetric characteristics are summarised in Table 1. The
median age of the participants was 33 years (IQR:
29.5;36). All first sweeps occurred at 40+1 (IQR: 40+0
- 40+2) weeks of gestation. Four women received a
second sweep at 40+3 weeks of gestation. Five (25%)
subsequently required pharmacological induction; the
remaining 15 (75%) entered spontaneous labour within
48 h.

The analysis categorized women’s narratives into
three overarching themes, each with its own layers of
meaning (Figure 1): i) clarity and timing of informa-
tion, encompassing two sub-themes that captured how
and when details were provided; ii) baseline knowledge
and information-seeking behaviour, articulated through
three sub-themes reflecting women'’s prior understand-
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Table 1

Sociodemographic and obstetric characteristics
Participants Value
Women, n (%) 20 (100%)
Age, years-median (IQR) 33(29.5-36)
[talian citizenship, n (%) 19 (95%)
Nulliparous, n (%) 10 (50%)
Repeated membrane sweep, n (%) 4 (20%)

Gestational age at first membrane 40+1 (40+0 - 40+2)

sweeping, weeks-median (IQR)

Pharmacological induction required, n (%) 8 (40%)

IQR: Interquartile range; %: percentage; n: number of women.

ing, misconceptions, and sources of learning; and iii)
physical and emotional experience of the procedure,
described across four sub-themes that ranged from
physical sensations to emotional responses. Together,
these themes sketch a comprehensive picture of how
women perceived, understood, and lived through mem-
brane sweeping.

Clarity and timing of information

The first theme that emerged from the data, re-
lates to the information provided to women regarding
the membrane sweeping procedure and the process
through which verbal informed consent was obtained.
This theme captures women's experiences of being in-
formed — both in terms of clarity and timing — and how
this influenced their sense of autonomy and involve-
ment in the decision-making process.

Information received before and during the procedure

A recurrent, cross-cutting theme was the need to feel
properly informed — not through technical minutiae, but
via clear, straightforward explanations of the manoeuvre
— because such communication anchored women’s sense
of agency and genuine informed consent. Most women
described receiving simple, step-by-step guidance that
they found reassuring: “Before the procedure I was told
exactly how it would be done... The gynaecologist said it
might be a bit uncomfortable, but I could ask ber to stop at
any time”. One woman, who had actively requested the
sweep, echoed this sentiment: “They explained every step
very clearly, and that made me feel part of the decision”. This

Information Perceived lack

received before of comprehensive

and during information from

the procedure healthcare providers
Lack of
structured
sharing of
information
in formal
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Figure 1

Emerging themes from women'’s perceptions of membrane sweeping.
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transparency fostered respect and inclusion: “I didn't feel
pressured; I felt at ease”, another noted. Yet not all accounts
were positive. One participant suspected the sweep had
been performed without her fully grasping it: “The gynae-
cologist told me it just ‘a little belp, not a membrane sweep”.
Her experience highlights how even subtle lapses in com-
munication can erode trust and leave women uncertain
about the care they had received.

Verbal consent

Nearly all women recalled that clinicians explicitly
sought their verbal consent before proceeding with
the manoeuvre, a gesture they consistently interpreted
as both respectful and collaborative. This practice re-
inforced their sense of emotional safety and personal
autonomy: “The doctor told me that if the conditions were
right, they could proceed, but only with my consent”. An-
other echoed, “(...) and they asked for my consent”, while
a third reflected, “I felt included in the decision to perform
the procedure proposed by the doctor”.

Baseline knowledge and information-seeking
bebaviour

The second theme dealt with women’s grasp of the
procedure itself, meaning the extent to which they pos-
sessed a conscious, accurate understanding of what
membrane sweeping entails and why it is offered.

Perceived lack of comprehensive comprehension of the pro-
cedure

Although every woman recalled receiving a brief ex-
planation of membrane sweeping, many acknowledged
that they still did not grasp its full meaning or implica-
tions. One woman noted, “They told me it was a manoeu-
vre to belp release hormones and start labour, but I couldn’t
picture what would actually happen.” Another remarked,
“I understood it might speed things up, yet I had no idea
about possible downsides or alternatives”. Those who were
familiar with the topic reported having done further re-
search on it, stating: “I was aware of the various induction
methods, both mechanical and otherwise, but before consent-
ing, I made sure to look deeper online, even with images, into
the membrane sweeping procedure”. Several reported the
medical explanation of the procedure as “quick” or “lack-
ing depth”, leaving them feeling under-briefed: “When the
doctor suggested it, I said yes — but only afterwards did I
realise I badn't really understood what 1'd agreed to”. A few
had learned of the technique for the first time in that
very moment: “Before they mentioned it, I didn't even know
membrane sweeping existed”. Consequently, although the
consent was formally requested, many women felt they
lacked genuine comprehension of the procedure and its
broader consequences.

Lack of structured sharing of knowledge in formal settings

Several women noted that membrane sweeping had
never been addressed in their antenatal classes or other
structured education sessions, so they first encountered
the concept only when it was offered late in pregnancy.
One woman reflected, “I was poorly informed at the time
it was proposed. Going forward, I would bave liked to know
more during pre-birth classes”.

Informal sources of knowledge

For the women who approached the outpatient visit
already aware of membrane sweeping, that knowledge
almost always came from informal sources rather than
from healthcare professionals. They mentioned brows-
ing websites and forums: “I was already somewhat in-
formed from reading on the internet” or consulting popular
pregnancy books: “During my first pregnancy, I read a
book about it”. Personal networks were equally influen-
tial: “I knew about the manoeuvre because my cousin bad it
two months ago”. Social media stood out as a particularly
powerful channel, shaping both awareness and expec-
tations: “I got information from social media and friends,
mainly people online who had already given birth”.

Pbysical and emotional experience of the procedure

This theme encompasses women'’s physical sensations
and emotional reactions to membrane sweeping, along
with their views on how it influenced labour. Most
women recalled the procedure favourably, highlight-
ing both its tolerability and its perceived effectiveness:
“Owerall, I would repeat the manoeuvre; it was a positive
and effective experience”.

Physical experience

Most women depicted membrane sweeping as “un-
comfortable but bearable,” underscoring its brief duration
and the clinicians’ considerate technique. One partici-
pant noted, “They let me feel with my fingers the maximum
pressure they would apply, so I understood exactly what was
happening”. Only one woman described the manoeuvre
as distinctly painful, yet even they emphasised that the
short time it took helped to offset the discomfort: “It
was painful at times. Painful, especially when they touch
your cervix. You know you have to do it, and that it doesn't |
last long, but it is painful”.

Emotional experience

Women's emotional reactions spanned a spectrum
from relief, particularly among those eager to avoid
pharmacological induction, to anxiety about “interfer-
ing” with a natural childbirth process. One woman ad-
mitted, “I was scared at the idea of intervening in something
that might have happened naturally on its own”. Another
described the procedure as “annoying but tolerable”,
adding that she “hoped it would work, especially because
I wanted to avoid pharmacological induction”. Women
also reported the possibility of undergoing membrane
sweeping again in subsequent pregnancies. “If I were to
have another pregnancy, I would undergo membrane sweep-
ing again because it’s not painful and it increases the chanc-
es that labour will start naturally, without needing other in-
duction methods”. The clinical team was often tempered
as “someone to trusts a lot”, so women “felt relieved doing
it since completely relied on the doctors’ clinical experience”.

Perceived effectiveness and labour onset

Many women attributed the onset of labour to the
sweep itself, citing early physical signs, such as contrac-
tions, loss of the mucus plug, or spontaneous rupture
of membranes, within 24-48 hours from the procedure:
“Right after 1 went home, I began feeling the uterine con-
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tractions; the next morning I lost the mucus plug, and that
evening my waters broke”. For these women, the proce-
dure offered a welcome sense of momentum: “I think
it worked, because labor started within 48 hours”. Others
valued the sweep as a middle ground between passive
waiting and pharmacological induction, giving them a
measure of control: “I felt ready for the manoeuvre and
saw it as a more thorough check-up”, and “It’s good that it’s
done and then you can go home. Being at home longer belps
me cope with contractions”. This perceived labour prog-
ress was emotionally reassuring: “I had a good experience
and believe it triggered labour”. Yet a few women were
ambivalent, feeling uneasy about initiating labor artifi-
cially even while recognising its potential benefits: “I felt
weird, really anxious, even if I knew this manoeuvre could
belp me”. Together, these accounts show how membrane
sweeping can simultaneously foster empowerment, re-
lief, and lingering uncertainty, depending on individual
women expectations and values.

Women's perceptions, when additional induction is needed

Despite largely favourable reports, a subset of women
still required pharmacological induction or caesarean
section, underscoring the wide variation in clinical tra-
jectories. One woman reflected, “The sweep wasn't effec-
tive for me. I needed a pharmacological induction for my
vaginal birth after caesarean section, and ultimately, I had
a caesarean section”. Another woman recalled, “They per-
formed an additional sweep while I was already on misopro-
stol; a few bours later my waters finally broke”. Such experi-
ences highlight the need for flexible, individualised care
plans and acknowledge that membrane sweeping may
not work for everyone.

DISCUSSION

This qualitative study is one of the few published
articles to explore women's perceptions of membrane
sweeping, focusing on their informational needs, deci-
sion-making processes and lived experience of the pro-
cedure. Women valued transparent, step-by-step expla-
nations and the opportunity to provide their consent;
however, the depth of counselling received, and wom-
en’s baseline knowledge of the procedure varied widely.
Physical discomfort was generally described as toler-
able, and many participants framed membrane sweep-
ing as an acceptable “middle ground” between passive
waiting and pharmacological induction. A minority of
women experienced information on membrane sweep-
ing as cursory and remained uncertain about possible
risks and alternatives, underscoring persistent gaps in
antenatal education.

All women reported receiving verbal explanations
and feeling genuinely involved in the decision-making
process. This a finding contrasts with previous stud-
ies in which many women reported to be inadequately
informed and felt excluded from the clinical decisions
process [22, 23]. Previous work linked this lack of
involvement to heightened anxiety and a loss of con-
trol, whereas respectful, well-informed, shared care
was shown to enhance the childbirth experience [23].
Although most women in our sample considered the
information received as “adequate”, several still would

have received a deeper explanation of the procedure’s
purpose, risks, and benefits. This echoes prior research-
es [23, 24], that underscored the need for comprehen-
sive, anticipatory information as a foundation for truly
shared decision-making.

Baseline understanding of membrane sweeping dif-
fered widely across women. Some arrived at the out-
patient clinic with prior knowledge gleaned from the
internet or their personal networks, while others first
encountered the concept of “membrane sweeping” at
the moment of the visit. These accounts underline how
digital media and peer communities now shape mater-
nity-related health literacy. Some women said that they
would have welcomed structured, anticipatory informa-
tion on membrane sweeping in their antenatal classes,
suggesting a broader unmet educational need. This
finding echoes calls for more comprehensive childbirth
preparation to support truly informed choices [24].
Rather than postponing discussion until an induction
is clinically indicated, introducing the risks and benefits
of induction, membrane sweeping included, during rou-
tine antenatal classes may be beneficial, given evidence
that course attendees feel significantly better prepared
than non-attendees [25].

Most women described membrane sweeping as “un-
comfortable but bearable”; only a few found it distinctly
painful, while emphasising that the short duration of
the manoeuvre and their trust in the clinical team kept
the pain manageable. Emotionally, reactions ranged
from relief, especially among women keen to avoid
pharmacological induction, to anxiety about interven-
ing in what they perceived as a natural process. Nev-
ertheless, many viewed the sweep favourably because
it either appeared to hasten labour or allowed them
to remain at home longer before admission. Nearly all
women reported feeling “relieved” once the procedure
was over, and they were convinced that it might help
initiate labour. Although the knowledge of the study
could have heightened clinicians’ attentiveness, a po-
tential source of positive-response bias, our data sug-
gest that thorough counselling and clear information
women’s understanding and overall experience are
substantially improved. No negative experiences were
reported, and several women said they would read-
ily choose membrane sweeping in a future pregnancy
because they did not find it traumatic. Taken together,
these findings reinforce the perception of membrane
sweeping as a generally tolerable first-line option for in-
duction. By offering a low-intervention alternative and
potentially averting more invasive, and often less sat-
isfactory, methods, membrane sweeping may enhance
both clinical outcomes and maternal satisfaction [22].

Overall, our findings highlight the pivotal role of trust
between women and their care providers in shaping
childbirth experiences. One woman valued being able
to return home after the sweep, noting that the famil-
iar environment made the onset of labour feel more
manageable. This aspect echoed in studies reporting
women’s higher maternal satisfaction with outpatient,
rather than in-hospital, induction [26]. This evidence
aligns with others reporting that high-quality support,
from clinicians and personal companions alike, helps
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women cope with labor and birth pain [27, 28]. Clear,
timely communication and shared decision-making not
only enhance women'’s experience of membrane sweep-
ing but also promote a more positive childbirth journey
as a whole. To that end, healthcare professionals should
remain attentive to women'’s preferences, offer person-
alised counselling, and provide psychologically support-
ive care throughout the induction process.

Study limitations

First, all membrane sweeps were performed exclu-
sively by obstetricians, so the study does not capture
potential differences in technique or counselling that
midwives might bring; this limits the transferability
of our findings across different professional groups.
Moreover, since our research was conducted in a single
maternity unit in Italy, its applicability to settings with
different resources, protocols, or populations may be
limited.

CONCLUSIONS

To our knowledge, this is the first qualitative study to
examine women’s subjective experiences of membrane
sweeping rather than its clinical success alone in Italy.
Given that most women described the procedure posi-
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