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ABSTRACT  62 

Objective High levels of experienced job autonomy are found to be beneficial for 63 

healthcare professionals and for the relationship with their patients. The aim of this 64 

study was to assess how maternity care professionals in the Netherlands perceive their 65 

job autonomy in the Dutch maternity care system and whether they expect a new 66 

system of integrated maternity care to affect their experienced job autonomy.  67 

Design A cross-sectional survey. The Leiden Quality of Work Life Questionnaire was 68 

used to assess experienced job autonomy among maternity care professionals. 69 

Setting Data were collected in the Netherlands in 2015.  70 

Participants 799 professionals participated of whom 362 were primary care midwives, 71 

240 obstetricians, 93 clinical midwives and 104 obstetric nurses.  72 

Findings The mean score for experienced job autonomy was highest for primary care 73 

midwives, followed by obstetricians, clinical midwives and obstetric nurses. Primary 74 

care midwives scored highest in expecting to lose their job autonomy in an integrated 75 

care system. 76 

Key conclusions There are significant differences in experienced job autonomy 77 

between maternity care professionals.  78 

Implications for practice When changing the maternity care system it will be a 79 

challenge to maintain a high level of experienced job autonomy for professionals. A 80 

decrease in job autonomy could lead to a reduction in job related wellbeing and in 81 

satisfaction with care among pregnant women. 82 

Keywords  83 

Maternity care professional, Job autonomy, Integrated care, Obstetrics, Midwifery 84 

 85 

 86 
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INTRODUCTION 87 
 88 

Job related wellbeing and satisfaction is of importance both for maternity care 89 

professionals and for the women they take care of. Job autonomy, defined as the degree 90 

of control a worker has over his or her own immediate scheduling and tasks  (Liu et al., 91 

2005), is one of the conditions that influence job related wellbeing and satisfaction  92 

(Katerndahl et al., 2009). Various groups of professionals show a linear relationship 93 

between experienced job autonomy and job satisfaction (Busis et al., 2017; Jerkovic-94 

Cosic et al., 2012; Katerndahl et al., 2009; Scheurer et al., 2009). Job autonomy is of high 95 

importance as it protects healthcare professionals against somatic complaints, 96 

psychological distress in their work, and burnout  (de Jonge, 1998).  97 

 98 

Besides the positive effects for the maternity care professional, a high level of job 99 

autonomy is shown to have a positive effect on the empowerment of women and has a 100 

positive influence on the professional-patient relationship  (Walsh and Devane, 2012). 101 

This can be explained by the correlation between job-autonomy, job related stress and 102 

satisfaction of professionals, with patient satisfaction and quality of care (Forster et al., 103 

2016).  104 

 105 

Maternity care services are shifting the focus of care from the professional and 106 

organizational interests to the interests of women and their family  (Watkins et al., 107 

2017). Organizational changes and job uncertainty can influence job conditions such as 108 

job autonomy  (Hodnett et al., 2013). As the Netherlands is in the process of changing 109 

the maternity care system, this may influence the level of experienced job autonomy of 110 

professionals. Shifting towards a system of integrated care provided by professionals 111 
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from multiple disciplines, will result in professionals working together in taking care of 112 

women. This might possibly influence autonomous decision making of both midwives 113 

and obstetricians in the Netherlands. 114 

 115 

Like in countries such as Canada  (Canadian Association of Midwives, 2010) and New 116 

Zealand  (Grigg and Tracy, 2013), the current maternity care system in the Netherlands 117 

is characterized by risk-selection. However, in contrast to these countries, in the 118 

Netherlands different professionals provide segmented perinatal maternity care. 119 

Primary care midwives in the Netherlands are independent practitioners with a legally 120 

defined sphere of practice and work in a community setting  (Amelink-Verburg and 121 

Buitendijk, 2010). Primary care midwives are responsible for risk selection and 122 

autonomously provide care to women at low risk for complications during pregnancy, 123 

labour and in the post-partum period. Women at low risk for complications can choose 124 

to give birth either at home, in a hospital or in a birth center. At the onset of antenatal 125 

care 86% of all women in the Netherlands receive midwife-led care  (College Perinatale 126 

Zorg, 2016; Utrecht: Perined, 2016). During pregnancy and labor, women at increased 127 

risk or with a complication are referred to secondary obstetrician-led care in a hospital 128 

setting. In this setting women are assisted by obstetricians, residents, clinical midwives 129 

(midwives who work in a hospital setting) and obstetric nurses. At the onset of labour 130 

51% of all women are in midwife-led care and approximately 29% of all births 131 

eventually take place in primary midwife-led care  (Utrecht: Perined, 2016).  132 

 133 

Due to supposed relatively high perinatal mortality rates in the Netherlands  (Mohangoo 134 

et al., 2008) the Dutch maternity care system has become the subject of debate. It has 135 

been suggested that closer collaboration between primary and secondary care would 136 
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lead to better quality of care and fewer perinatal deaths  (Advies Stuurgroep 137 

zwangerschap en geboorte, 2009). Some argued that reorganizing maternity care and 138 

combining primary and secondary care into one system might result in better outcomes  139 

(Evers et al., 2010; Posthumus et al., 2013). Others pleaded for experimenting with 140 

different types of organization of care and evaluating these experiments before changing 141 

the system  (Prins et al., 2014). However, although professional organizations of both 142 

obstetricians and midwives are positive regarding the integration of maternity care, and 143 

a guideline for integrated care has been published  (College Perinatale Zorg, 2016), 144 

opinions differ with regard to the optimal organizational structure  (Perdok et al., 145 

2016b). A complicating factor is that historically there have been tensions between 146 

midwives and obstetricians in the Netherlands due to a power inbalance, which still 147 

plays part now. According to van der Lee et al., the establishment of professional 148 

boundaries has undermined effective teamwork and interprofessional collaboration  149 

(van der Lee et al., 2014). This has led to professionals not perceiving themselves as 150 

being equally part of a team  (Lee, 2014). 151 

 152 

Integrated care is expected to lead to a shift in professionals’ tasks and responsibilities, 153 

which could affect job autonomy  (Posthumus et al., 2013). For a successful 154 

implementation of integrated maternity care, it is of importance that autonomy of 155 

professionals is maintained  (Perdok et al., 2016a). To evaluate the effect of new models 156 

in the maternity care system it is vital to measure experienced job autonomy in the 157 

current system. The findings are also relevant to other countries that are in the process 158 

of changing their maternity care system.  159 

 160 
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The aims of this study were to assess how maternity care professionals in the 161 

Netherlands perceive their job autonomy and whether professionals expect to lose job 162 

autonomy in a system of integrated maternity care.  163 

 164 

METHODS 165 

Data were used from a broad survey among professionals in maternity care including 166 

midwives, obstetricians, obstetric nurses, maternity care assistants and pediatricians.  167 

For this study we used data from obstetricians, midwives and obstetric nurses in the 168 

Netherlands. We focused on these groups because we expect a shift in these 169 

professionals’ tasks and responsibilities.  170 

 171 

Data were collected using a self-administered online questionnaire (Survey Monkey, 172 

Palo, Alto, CA, USA), from February 2015 till May 2015.  173 

The questionnaire contained 126 questions on multiple aspects of maternity care. For 174 

the present study only the questions on demographic characteristics and perceived job 175 

autonomy were used.  176 

 177 

In the Netherlands a total of 3,150 midwives  (Netherlands Institute for Health Services 178 

Research (NIVEL), 2016), 959 obstetricians and 2,835 nurses are active in maternity 179 

care  (Intelligence group, 2017). The majority of midwives, 2,231 (71%), work in 180 

primary care and 919 (29%), work as clinical midwives  (Netherlands Institute for 181 

Health Services Research (NIVEL), 2016).  The majority of Dutch obstetricians provide 182 

obstetric care but 298 are member of the NVOG working group perinatology and 183 

maternal diseases and have obstetrics as their main field of practice.  184 
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In order to reach an appropriate sample of primary care midwives for this study, 185 

invitations were sent by e-mail to 452 midwifery practices of whom the e-mail address 186 

could be obtained from their website of a total of 532 practices  (Netherlands Institute 187 

for Health Services Research (NIVEL), 2016) in the Netherlands in 2015. 188 

To reach obstetricians, clinical midwives and obstetric nurses an e-mail was sent to a 189 

contact person of all 91 Dutch hospitals with an obstetric department.  The e-mail 190 

contained information on the study and a link to the survey. Addressees in midwifery 191 

practices and obstetric departments were asked to distribute the invitation e-mail 192 

among colleagues.  193 

In addition to this, the Royal Dutch Organization of Midwives (KNOV) of whom 84% of 194 

all midwives are a member, placed a notification on their website asking midwives to 195 

participate in this study. There was no restriction on the number of participants per 196 

hospital or practice. 197 

 198 

All midwifery practices and obstetric departments received a reminder by e-mail in 199 

March 2015. Only non-identifiable information was available for the researchers who 200 

analyzed the data. 201 

 202 

Measures 203 

Job conditions were assessed with the Leiden Quality of Work Life Questionnaire for 204 

Nurses (LQWLQ-N) developed by van der Doef  (van der Doef and Maes, 1999). This 205 

questionnaire is a validated instrument to examine job satisfaction, of which “decision 206 

authority” is a characteristic, among nurses. The formulations of the questions were 207 

adjusted for maternity care professionals in consultation with the author of the 208 

instrument. 209 
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 210 

Job conditions were measured on a 4-point Likert-like scale ranging from 1 (totally 211 

disagree) to 4 (totally agree). Higher scores correlate with better job conditions. For the 212 

purpose of this study the domain “decision authority” was used to measure experienced 213 

job autonomy, which was defined as the mean of the five questions in this domain. This 214 

domain has five statements: 215 

 I continuously have to perform tasks I am ordered to do 216 

 In my work I am allowed to make decisions myself 217 

 I have a say in decisions related to work 218 

 I am free to choose when to do client related and non-client related tasks 219 

 I am free to perform my tasks according to my own insight. 220 

 221 

Regarding the demographic characteristics information was collected on age, number of 222 

years of work experience and the number of working hours per week. 223 

A steering group with representatives from obstetricians, midwives, obstetric nurses, 224 

paediatricians, clients and researchers was consulted and advised on all steps during the 225 

research process. 226 

 227 

Ethical considerations 228 

The study was submitted to the medical ethics committee of VU University Medical 229 

Center (reference number 2014/030).  Ethical approval was not considered necessary 230 

according to Dutch legislation  (METc-VUmc, 2015).  231 

 232 

Data analysis  233 
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The data were analyzed using SPSS version 24.0 (SPSS, Inc., Chicago, IL, USA). 234 

Descriptive statistics were computed and normality of the distribution of the outcome 235 

measure was examined. The scores were calculated as the mean of the items in the 236 

domain’s subscale. Participants with more than one missing value within a subscale 237 

were excluded  (van der Doef and Maes, 1999). 238 

Independent ANOVA was used to examine the level of job autonomy of the professionals 239 

and their future perspective of job autonomy. A p-value of 0.05 or lower was considered 240 

statistically significant. 241 

Multivariable linear regression analyses were performed to adjust for age, years of work 242 

experience and number of working hours per week, which might be associated with 243 

experienced job autonomy. 244 

 245 

FINDINGS  246 

A total of 1,896 professionals responded to the questionnaire of whom 799 completed at 247 

least four questions of the domain “decision authority”. Of the 91 obstetric hospital 248 

departments who were approached, respondents came from 88 departments. The 249 

number of midwifery practices from whom midwives participated was 242 (54% of the 250 

invited practices) and all provinces were represented in our sample.  Analysis of 251 

incomplete responses in SPSS showed that data were missing completely at random 252 

(MCAR).  253 

 254 

Table 1 shows the characteristics of maternity care professionals.  255 

In total 799 participants were included of whom 362 were primary care midwives, 93 256 

clinical midwives, 240 obstetricians and 104 obstetric nurses.  257 

 258 
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The mean age of obstetric nurses was the highest with 46.5 years and the primary care 259 

midwives had the lowest mean age of 38.2 years. In line with this, the obstetric nurses 260 

had the longest work experience with nearly 20.7 compared to 13.1 years for primary 261 

care midwives. The obstetricians scored highest in the mean number of working hours 262 

with 47.2 hours of work per week.  263 

In Table 2 the experienced job autonomy scores are presented for the different 264 

maternity care professionals. Adjustment for age, number of years of work experience 265 

and number of working hours per week showed minor changes in the regression 266 

coefficients compared to the bivariable analysis. Primary care midwives had a 267 

significantly higher score (mean 2.94 on a 4-point scale) for experienced job autonomy 268 

compared to obstetricians (mean 2.73), clinical midwives (mean 2.70) and obstetric 269 

nurses (2.61).  270 

 271 

Table 3 shows the item (statement) means and total subscale score of experienced job 272 

autonomy for the different professionals. The lowest score given by all professionals 273 

was for the statement “I am free to choose when to do client related and non-client 274 

related tasks”.  275 

In table 4 the scores for the statement “In the future I expect to lose autonomy” are 276 

presented. Primary care midwives scored highest (mean 2.43), followed by obstetric 277 

nurses (mean 2.06), obstetricians (mean 1.99) and clinical midwives (mean 1.92). 278 

  279 
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 280 
DISCUSSION 281 
 282 

In our study, which relates to the current model of midwifery care in the Netherlands, 283 

primary care midwives had a significantly higher score for job autonomy compared to 284 

obstetricians, clinical midwives and obstetric nurses. Primary care midwives also scored 285 

highest with regards to their future perspective of losing job autonomy, in a system of 286 

integrated maternity care.  287 

 288 

Literature suggests that working outside a hospital setting is related to higher job 289 

satisfaction, primarily due to higher experienced job autonomy  (McCourt et al., 2014a; 290 

McCourt et al., 2014b; Pron, 2013). This is in line with our study, which shows that self-291 

employed primary care midwives, who work outside the hospital, experienced the 292 

highest level of job autonomy. This corresponds with specialists in the Netherlands who 293 

are self-employed (mostly peripheral hospitals) experiencing a higher level of job-294 

autonomy compared to specialists employed by hospitals (mostly academic hospitals)  295 

(Hugen, 2016). 296 

 297 

In the current system primary care midwives score highest in expecting to lose job 298 

autonomy in a new, integrated maternity care system. This is in contrast to clinical 299 

midwives who have a lower expectation to lose their job autonomy. An explanation for 300 

this could be that, since clinical midwives already work under the supervision of an 301 

obstetrician in the current system, they do not expect much change in job autonomy. 302 

Surprisingly, the obstetric nurses who also work under supervision, score second 303 

highest in the expectation to lose their job autonomy. This could be caused by the fact 304 

that nurses seem to be highly satisfied with their job, and they generally attributed this 305 



14 

satisfaction to the autonomy they were granted through delegation of tasks (meaning an 306 

intentional transfer of clinical tasks from one professional to another healthcare 307 

professional). (Riisgaard et al., 2016). Possibly, their expectation to lose job autonomy is 308 

caused by their expectation of a change in task delegation. 309 

 310 

The obstetricians, clinical midwives and nurses in our study scored lower on 311 

experienced job autonomy compared to the primary care midwife. This could be caused 312 

by the widespread use of protocols and a more prescriptive form of maternity care in 313 

hospitals leading to a more regulated form of practice  (Coyle et al., 2001).  314 

 315 

Even though there were differences in experienced job autonomy between the 316 

professionals, in our study all professionals scored at least 2.7 on a scale of 4. A sense of 317 

job autonomy is of importance for professionals themselves as it can protect them from 318 

burnout  (de Jonge, 1998). As well as this, a higher sense of job autonomy among 319 

midwives in midwife-led care settings is shown to have a positive effect on the 320 

empowerment of women and has a positive influence on the professional-patient 321 

relationship  (Walsh and Devane, 2012).  322 

Therefore, care must be taken to maintain a high level of job autonomy amongst all 323 

professionals when moving to a system of integrated maternity care.  324 

 325 

Successful implementation of new staffing models requires fulfillment of certain 326 

preconditions. One of these conditions is that staff must be empowered and supported 327 

to establish their own ways of working which can increase professional autonomy  (NHS 328 

National maternity review report, 2016). One example of a successful, alternative model 329 

is a self-directed nursing service “Buurtzorg” (neighbourhood care) in the Netherlands, 330 
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which provides patient-centered home care.  Under this model the organization values 331 

professional autonomy and delivers care through small local self-managing nursing 332 

teams. Buurtzorg clients appreciate the consistent, compassionate and autonomous 333 

care. This is reflected in the high levels of satisfaction in national surveys  (Kreitzer et al., 334 

2015). A recent study among nursing staff confirms that a higher degree of self-direction 335 

(self-perceived autonomy over patient care) leads to higher satisfaction  (Maurits et al., 336 

2017).  Another example is caseload midwifery, as a model of care in which childbearing 337 

women receive their ante-, intra- and postnatal care from one midwife, which leads to 338 

higher levels of experienced autonomy and increased job satisfaction among 339 

professionals  (Edmondson and Walker, 2014). As well as this caseload midwifery 340 

increases women's satisfaction with antenatal, intrapartum and postpartum care  341 

(Forster et al., 2016).   342 

 343 

Although it is shown that job autonomy is of importance in different maternity care 344 

systems  (Forster et al., 2016; Lavender and Chapple, 2004), there seems to be tension 345 

between job autonomy and collaboration between professionals  (van der Lee et al., 346 

2016). Literature shows that good collaboration of maternity care professionals, 347 

improves the quality of care  (Hunter et al., 2008). Therefore, the challenge lies in 348 

finding the balance between maintaining a high level of job autonomy among 349 

professionals and good collaboration between professionals based on the needs of 350 

women. Lack of clear a definition, consensus and coordination between practitioners, 351 

researchers and policy leaders in relation to the concept of collaboration  (Perdok et al., 352 

2014; Perdok et al., 2016a) adds to the challenge of finding this balance. 353 

  354 
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 355 

Strengths and limitations 356 

A strength of this study is that different maternity care professionals were included 357 

whereas most studies focus on only one professional group  (Pron, 2013). In addition, 358 

we received responses from the majority of primary care midwifery practices and 359 

hospitals with an obstetric department, therefore giving a reliable picture of the views of 360 

professionals. 361 

A limitation of this study is that the exact response rate of the participants cannot be 362 

established due to the method of (snowball) sampling. Midwifery practices and obstetric 363 

departments were invited by e-mail. Individuals did not receive a personalized link to 364 

the survey and therefore no information could be traced back from the respondents. In 365 

addition with the anonymity of the respondents, no information is available on the non-366 

respondents and possible selection bias. Due to snowball-sampling the distribution of 367 

the recruitment e-mail depended on the willingness of the person who was responsible 368 

for the practices’ e-mail.  However, this was mitigated by the invitations on the 369 

professional groups’ websites to participate. 370 

 371 

 372 

Furthermore, the LQWLQ was validated to measure overall job-satisfaction among 373 

nurses whereas we limited our research to the domain of job autonomy for all maternity 374 

care professionals.  As the LQWLQ does include the characteristic decision-authority, we 375 

consider this a reliable instrument for our study. 376 

Future research considering individual elements of job satisfaction may examine a 377 

separate validation of each the domains within the questionnaire. 378 

 379 
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More research is needed to explore how to optimize collaboration between 380 

professionals in order to improve the quality of maternity care and maintain the high 381 

level of job satisfaction. 382 

 383 

CONCLUSIONS 384 

This study shows that there is a significant difference in experienced job autonomy 385 

between maternity care professionals. Primary care midwives working in the 386 

community experienced the highest level of job autonomy and scored highest in 387 

expecting to lose their job autonomy in an integrated maternity care system.  388 

Since a decrease in job autonomy could have a negative impact on job related wellbeing 389 

and satisfaction among professionals and the women for whom they care, the challenge 390 

is to maintain a high level of experienced job autonomy when changing the maternity 391 

care system. Further research is needed to evaluate experienced job autonomy in a 392 

system of integrated maternity care and its effect on the wellbeing of professionals 393 

involved as well as on patient care.  394 

 395 
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Table 1. Characteristics of participating maternity care professionals  400 
 401 
 402 

 Total 

population 

n = 799 

(100%) 

Primary care 

midwives  

n = 362 

(45.3%) 

Obstetricians 

n = 240 

(30.0%) 

Clinical 

Midwives  

n = 93 

(11.6%) 

Obstetric 

nurses 

n = 104  

(13.1%) 

Age in years    

Mean (SD) 

41.5 

(10.68) 
38.2 

(10.65) 

 

44.1  

(10.01) 
42.1 

(9.66) 

46.5 

(9.63) 

 

Years of work 

experience 

    Mean (SD) 

14.7 

(9.60) 
13.1 

(8.96) 

 

14.0 

(9.96) 
16.3 

(8.91) 
20.7 

(9.02) 

 

Working 

hours/week 

(SD) 

40.6 

(14.00) 
43.4  

(14.84) 

 

47.2 

(9.85) 
28.8 

(5.53) 

 

26.3 

(5.66) 

 403 
 404 
 405 
Table 2. Experienced job autonomy scores by professional group (means (±SD) 406 
and adjusted means with 95% Confidence Interval (CI)) 407 
 408 

 Experienced autonomy  
Mean (SD) 

Experienced autonomy  
Adjusted mean*  

(95% CI) 

Primary care midwives 
(n=362) 

3.07 (0.40) 
 

2.94 
(2.77-3.11) 

Obstetricians  
(n= 240) 

2.88 (0.37) 2.73 
(2.53-2.92) 
 

Clinical midwives  
(n= 93) 

2.82 (0.39) 2.70 
(2.53-2.88) 

Obstetric nurses (n=104) 2.73 (0.38) 2.61 
(2.44-2.79) 

 409 
 410 
Mean score (1=strongly disagree, 2=disagree, 3=agree, 4=strongly agree) 411 
 412 
* Adjusted for age, work experience, working hours per week 413 
 414 
 415 
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Table 3. Item and total subscale scores of experienced job autonomy (means and 416 
SD) 417 
 418 

  
Primary care 
midwives n=362 

 
Obstetricians 
n=240 

 
Clinical midwives  
n= 93 

 
Obstetric nurses 
n=104 

I continuously 
have to perform 
tasks that I am 
ordered to do* 
  

3.10 
(0.56) 

3.15 
(0.50) 

3.00 
(0.44) 

2.84 
(0.58) 

In my work I am 
allowed to make 
decisions myself  
 

3.20 
(0.53) 

3.27 
(0.49) 

3.11 
(0.50) 

2.96 
(0.42) 

I have a say in 
decisions related 
to work  
 

3.16 
(0.56) 

3.22 
(0.46) 

2.97 
(0.60) 

2.86 
(0.53) 

I am free to 
choose when to 
do client related 
and non-client 
related tasks  

2.85 
(0.67) 

2.11 
(0.69) 

2.25 
(0.64) 

2.22 
(0.61) 

I am free to 
perform my tasks 
according to my 
own insight. 
 

3.04 
(0.53) 

2.65 
(0.62) 

2.78 
(0.57) 

2.74 
(0.48) 

Total scale score 3.07 
(0.40) 

2.88 
(0.37) 

2.82 
(0.39) 

2.73 
(0.38) 

 419 
Mean score (1=strongly disagree, 2=disagree, 3=agree, 4=strongly agree) 420 
* For analysis the score for this negatively formulated question was reversed. 421 
  422 
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 423 
 424 
Table 4. Scores on questionnaire item “Future perspective: I expect to lose 425 
autonomy in an integrated care system” by professional group (means (±SD) and 426 
adjusted means with 95% Confidence Interval (CI))  427 
 428 

  Mean 
 (SD) 

Adjusted mean* 
(95% CI) 

Primary care midwives  
(n=362) 

2.61 (0.78) 2.43 (2.13-2.73) 

Obstetricians (n=240) 2.19 (0.64) 1.99(1.65-2.34) 

Clinical midwives (n= 93) 2.11 (0.64) 1.92 
(1.61-2.22) 

Obstetric nurses (n=104) 2.30 (0.50) 2.06 
(1.76-2.38) 

 429 
Mean score (1=strongly disagree, 2=disagree, 3=agree, 4=strongly agree) 430 
* Adjusted for age, work experience, working hours per week 431 
 432 
 433 
 434 
  435 
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