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Note:
This Clinical Guideline has been adapted with permission from:
Queensland Clinical Guidelines. Induction of labour. Guideline No. MN22.22-V9-R27. Queensland Health. 2023. Available from: http://www.health.qld.gov.au/qcg/

Background
Induction of labour (IOL) is the initiation of labour in a pregnant woman who is not already in labour (artificially initiated labour).2.
IOL is indicated when the maternal and/or fetal risks of continuing the pregnancy outweigh the risks of IOL and birth. A woman’s individual circumstances and preferences will influence the timing and method of IOL.  Women with uncomplicated pregnancies should be given the opportunity to labour spontaneously.2 
A large Australian retrospective cohort study found that IOL for non-medical reasons was associated with higher birth intervention when compared with spontaneous onset of labour. For primigravid women this included an increased risk for instrumental birth (28.0% vs 23.9%), intrapartum caesarean section (29.3% vs 13.8%), epidural (71.0% vs 41.3%), episiotomy (41.2% vs 30.5%) and post-partum haemorrhage (PPH) (2.4% vs 1.5%). Similar trend outcomes were reported for multiparous women.6

Key Objective
The purpose of this document is to provide clinical guidance on indications for and timing of IOL for midwives and medical team members caring for women undergoing an induction of labour.
Back to Table of Contents
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[bookmark: _Toc76676014]This document applies to team members who are working within their scope of practice including:
· [bookmark: _Toc76676015]Medical Officers
· [bookmark: _Toc76676016]Midwives 
· [bookmark: _Toc76676017]Midwifery and Medical working under direct supervision.
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[bookmark: _Toc76676019][bookmark: _Toc76676519]Alerts 
Induction of labour is contraindicated in the following circumstances: 
· Placenta Praevia
· Vasa praevia
· Malposition

Induction of Labour booking process
Table 1 below outlines both administrative processes and clinical practice points. 

Table 1.1 Booking an IOL
	Aspect
	Administrative practice point

	IOL Booking
	· The decision for IOL (excluding postdates) is to be made by an obstetric medical officer. 
· The ‘Labour Induction’ order is to be completed in the woman’s Digital Health Record (DHR) at time of consultation for IOL. 
· If the reason for IOL deviates from indications in this Guideline, justification must be documented in the comments section of the ‘Labour Induction’ order and in the antenatal notes in her DHR record.
· [bookmark: _Hlk132996683]Women should be waitlisted onto the Canberra Hospital for Women and Children (CHWC) “Induction of Labour Snapboard”. Waitlist booking must include indications identified in her ‘Labour Induction’ order on DHR.
· Choice for mode of induction must include alternative options for cervical priming (For example, ‘Balloon as first line, clinically suitable for Cervidil’)
· This documentation allows for Maternity Clinical Care Co-ordinator (MCCC) to initiate 2nd line IOL options if required. If 2nd line options require prescription of cervical ripening medication, this must be prescribed by a medical officer on the woman’s medication chart in DHR before administration. 
· When booking an IOL, the clinician should discuss the following points with the woman and document the same in her DHR record:
· Indication for IOL and recommended gestation
· Method of IOL
· Potential risks and benefits
· Discussion with woman regarding options for pain relief
· Options if unsuccessful
· Informed consent/choice
· Options if IOL declined.
· A vaginal examination / Bishop Score may be offered as part of the IOL booking process. If term, and clinically appropriate membrane sweeping can be offered at this time. 
Documentation of vaginal assessment must include:
· Presentation
· Position on palpation
· Engagement
· Length of cervix / effacement
· Station in relation to ischial spines
· Dilatation
· Cervical consistency
· Cervical position
Do not ask the woman to attend Maternity Assessment Unit for the sole purpose of a vaginal examination/bishop score or for membrane sweeping.
All care provided must be documented in the woman’s pregnancy card and DHR record.


	The IOL Window
	· Women requiring IOL are booked across a window of dates (i.e., 39+4 – 40 weeks). 
· Explanation of the IOL booking system can help manage a woman’s expectations. Discussion should include the following points: 
· Range of dates increases chance of spontaneous labour 
· Window period allows for prioritisation 
· Communication process during booking window
· What will happen if window is extended.
· Some women will require booking of a smaller window such as women with babies requiring higher level Neonatal Intensive Care Unit (NICU) planning, or women with clinical conditions that mean their IOL must occur in a short window. Exact dates are only for women who require coordination of complex care.

	The IOL labour order and CHWC Induction of Labour Snapboard
	Do not place bookings on the CHWC Induction of Labour Snapboard greater than 7 days prior to IOL.
· [bookmark: _Hlk132993848]Women should be waitlisted onto the CHWC Induction of Labour Snapboard via the induction of labour order on DHR
· Follow the instructions on the screen and allocate primary and/or secondary reason for induction.
· Book on the first day of window, ensure appropriate days/ week is selected, regardless of how many women are already booked there. If requires expiry date, please put 1 month.

	Consumer Handout
	· Women should be given the consumer information handout (Health Information Sheet(HIS)  on booking of IOL Induction of labour part 1. This HIS explains the process involved for IOL and will assist to manage expectations with the window system.


[bookmark: _Toc76676020][bookmark: _Toc76676520]
[bookmark: _bookmark2]Communication and information
Discuss the risks and benefits of IOL as they pertain to each individual woman. Consider individual needs and preferences, to enable the woman to make an informed decision in consultation with her health care provider.

Table 1.2 Communication and information




	Aspect
	Good practice points

	Maternal experience
	· It is imperative that clinicians provide women with adequate time for questions and shared decision making
· Take into consideration the woman’s previous experiences and current preferences
· Provide written information - consumer handouts (HIS):
· Induction of Labour part 1 and part 2
· Royal Australian and New Zealand College of Obstetricians and Gynaecologists (RANZCOG) - Induction of Labour.

	IOL discussion points
	· Indication for IOL
· Method of IOL
· Potential risks and benefits of IOL individualised for the woman
· Options for pain relief
· Options if IOL unsuccessful
· Options if declined
· The ‘Booking Window’ process for IOL, including the possibility of an unavoidable delay in commencing IOL due to acuity in the birthing suite
· Length of IOL process, may take several days if multiple induction methods required.

	Written/online information
	· Consider the use of decision aids to assist the woman make informed choices
· Prioritise the use of an interpreter where required to assist the woman to make informed choices.

	Documentation
	· Clear and contemporaneous documentation is required in the woman’s electronic health record and her Maternity Handheld Record including:
· indication for IOL
· content and outcome of discussions 
· informed consent/choice
· care provided (e.g., Vaginal Examination, Bishop Score, membrane sweep, observations)
· clinician name, signature, and designation.


[bookmark: _Toc76676021][bookmark: _Toc76676521]
[bookmark: _bookmark4]IOL declined or postponed

Table 1.3 IOL postponed or declined.
	Aspect
	Good practice points

	Communication
	If a woman chooses not to have an IOL (per recommendations in this guideline), her decision should be respected. In partnership with the woman, appropriate maternity care team members should make a plan for ongoing management42. 
Ensure the woman has been given appropriate information and time to make an informed choice, especially where delay may result in concerns for the safety of the baby or the mother. 

In non-emergent situations, where recommended care is declined for first time and a moderate to very high clinical risk is identified, Clinicians may consider use of the ‘Inclusion of Declining Recommended Maternity Care Discussion Form’.

	 Plan care
	· If IOL is declined or postponed, consider:
· individual clinical circumstances and preferences
· indication for IOL
· local service capabilities and priorities.
· Perform an assessment of maternal and fetal wellbeing.
· Develop a plan with the woman for continued care including:
· increased monitoring for mother and baby
· plan to return for IOL (if postponed due to service capacity)
· Advise the woman to contact her health care provider/facility as soon as possible if concerned about her wellbeing or that of her baby. 
· Provide information about fetal movements. Refer woman to the Centre of Research Excellence, Safer Baby in pregnancy website   https://stillbirthcre.org.au/parents/safer-baby/ 
· Document the discussion, assessment and plan in the woman’s Maternity Handheld Record and electronic health record (DHR)
· From 42 weeks offer detailed and frequent assessment of fetal wellbeing including an ultrasound assessment of liquor volume, at least twice weekly Cardiotocography (CTG) and women should be advised to be vigilant of a change (reduction) in fetal movements. 6


[bookmark: _bookmark6]
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[bookmark: _Toc76676024]
Decisions on timing of birth in the presence of pregnancy complications cannot be exact due to variations in clinical scenarios and changing evidence. This guideline follows recommendations released by the Australian Preterm Birth Prevention Alliance in the   ‘Promoting Safe Timing of Birth’ collaborative.40
Note:
Concern for fetal wellbeing may arise with factors such as Fetal Growth Restriction, decreased fetal movements, multiple pregnancy, and fetal macrosomia. Timing of birth depends on gestational age, severity of concern and results fetal wellbeing assessment. 

[bookmark: _bookmark9]




[bookmark: _Toc153284864]Prolonged pregnancy
Table 2.1 Prolonged pregnancy (see Definition of Terms)
	Prevention of prolonged pregnancy 

	Risk/Benefit
	Please refer to CHS guideline Management and Prevention of Prolonged pregnancy

	Gestation
	· For uncomplicated pregnancies, recommend IOL after 41+3 weeks2.

	IOL Clinical practice point
	· Exact timing of IOL depends on the specific risk of stillbirth, individual preferences, and local circumstances.
· Waiting after 42+0 weeks is not recommended.
· If woman declines IOL at 42+0 weeks a clear plan for ongoing pregnancy assessment. Care should be determined with Obstetric consultant including risks (to mother and baby) and benefits
· Plan should clearly be documented in the woman’s DHR record. 
· Documentation and discussion of plan and recommendations should also be completed with the woman on the Declining Recommended Maternity Care form (clinical forms register) and scanned into the woman’s DHR record.
· Ongoing prolonged pregnancy assessment and care is preferable with same Consultant.



[bookmark: _Toc153284865]Concern for Fetal Wellbeing
Table 2.2 Fetal Growth Restriction
	Fetal growth restriction (FGR)

	Risk/Benefit
	· Studies have shown there is no significant difference in:
· rate of obstetric interventions (e.g., Caesarean Section)
· maternal or neonatal morbidity and mortality
· admission to a neonatal unit if birth occurred after 38 weeks gestation.8 9 
· Severity of FGR affects decision making concerning mode and timing of birth4
Timing of the birth of a baby with suspected SGA/FGR should aim to achieve the maximum maturity possible when balanced against the risk of remaining in utero.4

	Gestation
	· 38+0 weeks – in FGR suspected on ultrasound at or near term40
· 38+0 weeks – in FGR suspected preterm on serial biometry with persistently normal UA PI, MCA PI, AFI and fetal movements40
· 37+0 weeks – if UA PI is increased but positive end-diastolic flow is present
· <37+0 weeks based on other doppler abnormalities with input from fetal medicine service.40

	Clinical practice point
	· CHS refer to the recommendations from the position statement from the Perinatal Society of Australia and New Zealand (PSANZ), 2019, regarding birth planning for women with Fetal Growth Restriction in singleton pregnancies https://stillbirthcre.org.au/wp-content/uploads/2021/03/Element-2_Fetal-Growth-Restriction-Position-Statement-1.pdf 
· If suspected FGR, close biophysical monitoring (CTG, ultrasound) should be initiated40
· If requesting expectant management, increase fetal surveillance.


[bookmark: _Toc76676028][bookmark: _Toc76676527]Table 2.3 Reduced Fetal Movements
	Reduced Fetal Movements 

	Risk/Benefit
	· Individualise care around timing of birth
· Consider regular surveillance with individual case review before 39+0 weeks with plan for earlier birth if evidence of fetal compromise.40

	Gestation
	· ≥39+0 weeks unless clinically indicated.

	Clinical practice point
	· Refer to Perinatal Society of Australia and New Zealand (PSANZ) 2019 Clinical practice guideline for the care of women with decreased fetal movements for women with a singleton pregnancy from 28 weeks’ gestation (see attachment 3).



Table 2.4 Alloimmunisation
	Alloimmunisation

	Risk/Benefit
	· Concern is for antibodies known to cause haemolytic disease of the fetus and newborn40
· Recommendation does not apply if fetus is believed to be negative for the antigen in question on basis of cfDNA or paternal testing.40

	Gestation
	· >38+0 -if titre of an antibody other than Kell are stable at <1:3240 
· If titre of antibody known to cause haemolytic disease of the newborn is 1:32 or greater, or anti-Kell antibodies present, management decisions including timing of birth should be made by fetal medicine department.40

	Clinical practice point
	As soon as significant maternal antibodies are detected, consultation with Fetal Medicine Unit is recommended (significant antibodies as per Prophylactic use of Rh D immunoglobulin in pregnancy care guideline) 



[bookmark: _Toc153284866]Twin pregnancy
Table 2.4 Twin and higher order multiple pregnancy
	Twin and higher order multiple pregnancy

	Risk/Benefit
	Most twin pregnancies (about 60 in 100) result in spontaneous birth before 37 weeks
· Based on data from the United States, for twin pregnancies, the fetal/infant mortality per additional week of expectant management at:
· 37 weeks is 4.39 per 1000 women 
· 38 weeks is 5.92 per 1000 women 16
· A Cochrane review of elective birth at 37 weeks compared to expectant management demonstrated:
· no statistically significant differences in Caesarean Section, perinatal death or serious morbidity, maternal death or serious maternal morbidity
· a significant reduction in risk of babies being born with a birth weight less than the third percentile.

	Gestation
	For uncomplicated dichorionic diamniotic twin pregnancy 
· planned birth from 37+0 weeks is not associated with an increased risk of serious neonatal adverse outcomes 
·  beyond 37+6 weeks increases the risk of fetal death
For uncomplicated monochorionic diamniotic twin pregnancy
· planned birth from 36+0 weeks does not appear to be associated with an increased risk of serious neonatal adverse outcomes 17
· continuing the pregnancy beyond 36+6 weeks increases the risk of fetal death 
For uncomplicated monochorionic monoamniotic twin pregnancy19
· planned birth between 32+0 and 33+6 weeks does not appear to be associated with an increased risk of serious neonatal adverse outcomes after a course of antenatal corticosteroids has been offered.
· continuing the pregnancy beyond 33+6 weeks increases the risk of fetal death.

	Clinical practice point
	Consider regular surveillance with individual case review before planned timing of birth.


[bookmark: _Toc76676029][bookmark: _Toc76676528]

[bookmark: _Toc153284867]Suspected fetal macrosomia.
[bookmark: _bookmark15]Table 2.5 Suspected fetal macrosomia
	Fetal macrosomia

	Consideration
	· While clinical and sonographic assessment of fetal weight at term has poor sensitivity, a Cochrane review, comparing IOL at 37–40 weeks to expectant management, reported:
· lower risks of shoulder dystocia, and (any) fracture (NNT=60)
· lower birth weights [178.03 g, 95% CI 40.81 to 315.26]
· no significant differences in:
· Caesarean Section rate or instrumental birth
· Measures of neonatal asphyxia 18,20
· Management should be individualised incorporating other risk factors for macrosomia (e.g., clinically large fetus, increased maternal Body Mass Index (BMI).

	Gestation
	· ≥39+0 weeks – suspected fetal macrosomia in absence of diabetes40
· ≥38+0 weeks – suspected fetal macrosomia in presence of diabetes or other risk factors.

	Clinical practice point
	· Women with suspected large for gestational age baby require clinical assessment (e.g., symphysio-fundal height) and should be offered ultrasound to determine Estimated fetal weight (EFW) 2
· IOL on the basis of clinical suspicion of macrosomia alone is not recommended.


[bookmark: _Toc76676031][bookmark: _Toc76676529][bookmark: _Toc153284868]Advanced maternal age
[bookmark: _bookmark17]Table 2.6 Advanced maternal age
	Advanced maternal age 

	Risk/Benefit
	· Advanced maternal age is an independent risk factor for stillbirth.
· IOL at 39 weeks for advanced maternal age, compared to expectant management, had no significant effect on the Caesarean Section rate and no adverse short-term effects on maternal and neonatal outcomes 21.

	Gestation
	≥39+0 weeks in women aged 40 or over and in absence of indication for earlier birth.


[bookmark: _Toc76676032][bookmark: _Toc76676530][bookmark: _Toc153284869]Obstetric cholestasis (intrahepatic cholestasis of pregnancy)
[bookmark: _bookmark19]Table 2.7 Obstetric cholestasis
	Obstetric cholestasis

	Risk/Benefit
	Refer to CHS guideline Obstetric Cholestasis

	Gestation
	· 40+0 weeks- if total bile acids 19–39 micromol/L
· 38+0-39+0 weeks – if total bile acids 40–99 micromol/L 
· 35+0- 36+0 weeks – if total bile acids >100µmol/L with close surveillance until birth and low threshold for preterm delivery for stillbirth prevention
· Plan for early delivery with maternal morbidity (jaundice and/or severely deranged transaminases) or if suspected fetal compromise43, 44.
· The presence of risk factors or co-morbidities (such as gestational diabetes and/or pre-eclampsia and/or multifetal pregnancy) appear to increase the risk of stillbirth in women with ICP and may influence decision-making around timing of planned birth.

	Clinical practice point
	· Individual circumstances—case for intervention is stronger with more severe biochemical abnormalities
· Increased risk of stillbirth 23,24,26.


[bookmark: _Toc76676033][bookmark: _Toc76676531][bookmark: _Toc153284870]Maternal ethnicity
[bookmark: _bookmark21]Table 2.8 Maternal ethnicity
	Maternal ethnicity

	Consideration
	· Differences in ethnicity have been reported in perinatal mortality data but whether this is entirely attributable to genetic factors is unclear
· In one retrospective study, South-Asian born women (country of birth India, Sri Lanka, Bangladesh, Pakistan) compared to Australian-born women:
· Had a higher antepartum stillbirth rate [2.4 times more likely, 95% CI 1.4 to 4.0] with risk increasing progressively with gestation
· Were twice as likely to have a low birthweight baby (< 2500 g).27

	Clinical practice point
	Insufficient evidence to recommend IOL based on maternal ethnicity alone. Consider a woman’s ethnicity in the context of other risk factors when determining timing of IOL.



[bookmark: _Toc153284871]Compassionate request/Maternal request
Table 2.9 Compassionate request/Maternal request
	Compassionate Request/Maternal request

	Risk/Benefit
	· A large study found that IOL for non-medical reasons was associated with higher birth intervention. For primiparous women this included increased rate of instrumental birth (28.0% vs 23.9%%), intrapartum caesarean section (29.3% vs 13.8%), epidural (71.0% vs 41.3%), episiotomy (41.2% vs 30.5%) and Post Partum Hemorrhage (PPH) (2.4% vs 1.5%). Similar trend outcomes were reported for multiparous women6 
· The same study found that children 0-16 years of women who were induced for a non-medical reason were more frequently hospitalised for all types of infection (i.e., ear, nose and throat, respiratory infections, other infections) compared with those born following a spontaneous onset of labour6
· The ARRIVE trial (2018) found that Inducing labour at 39 weeks did not improve the primary outcome of death or serious complications for babies 39
· Retrospective and population-based studies suggest a possible association of developmental / early childhood health problems 3 25 26 27 28

	Clinical practice point
	· Induction of labour is not recommended for women with an uncomplicated pregnancy.
· IOL for compassionate request is not recommend before 39+0 weeks. 



[bookmark: _Toc76676035][bookmark: _Toc76676533][bookmark: _Toc153284872]Assisted Pregnancy: IVF
Table 2.10 Assisted Pregnancy: IVF
	Assisted Pregnancy: IVF

	Risk/Benefit
	Pregnancy associated with in-vitro fertilisation have been associated with increased neonatal morbidity, however, it is thought to be multifactorial in origin as they are associated with more complicated pregnancies such as:
· Multiple conceptions and multiple births
· Preterm births
· Low Birth Weight (LBW) and Small for Gestational Age (SGA)
· Congenital anomalies
· Maternal age 21 

	Gestation
	· Consider IOL from 39+0 weeks

	Clinical practice point
	· There is no strong evidence to support routine IOL for uncomplicated pregnancies and indication for IOL should be on a case-by-case basis, considering other risk factors.
· A number of women with IVF pregnancies will develop another condition that has an indication for earlier birth.


[bookmark: _Toc76676036][bookmark: _Toc76676534][bookmark: _Toc153284873]Gestational Diabetes Mellitus
[bookmark: _Hlk90399004]Table 2.11 Gestational Diabetes Mellitus
	[bookmark: _Toc76676037][bookmark: _Hlk85659254]Gestational Diabetes Mellitus – Diet Controlled or Insulin Requiring

	Consideration
	There is insufficient evidence to clearly identify whether there are differences in health outcomes for women with Gestational Diabetes Mellitus (GDM) when comparing IOL with expectant management.34 

	Gestation
	· Diet controlled and no other perinatal concerns - IOL not indicated, manage as per women without diabetes
· Diet controlled and suboptimal glycaemic control or other complications – individualised management with aim to achieve 38+0 weeks where safe to do so
· Insulin requiring, optimal glycaemic control with normal fetal growth and no other perinatal concerns – >39+0 weeks
· Insulin requiring with suboptimal glycaemic control or reducing insulin requirements, fetal growth or other perinatal concerns - individualised management with aim to achieve 38+0 weeks where safe to do so.

	Clinical practice point
	· There is no strong evidence to support routine IOL for women with well controlled GDM and uncomplicated pregnancies
· All women who are on insulin or oral hypoglycaemic agents have their medication management documented in their clinical record per endocrine team
· Any decision to recommend IOL must be multifactorial, include discussions of the evidence with women, be personalised on a case-by-case basis, taking into account any additional risk factors
Refer to CHS Guideline Diabetes in pregnancy - includes pre-existing and gestational diabetes
· – includes pre-existing and gestational diabetes.



[bookmark: _Toc153284874]Pre-Existing Diabetes Mellitus
Table 2.12 Pre-Existing Diabetes Mellitus
	Pre-Existing Diabetes Mellitus

	Consideration
	Avoid preterm delivery for diabetes alone.40
If the estimated fetal weight (EFW) at the time of birth is >4500g the risk of shoulder dystocia is >20%. For this reason, elective caesarean section should be considered.

	Gestation
	· 38+0 weeks – if well controlled40
· 37+0 weeks – individual case review (e.g., significantly unstable BSLs or fetal growth restriction)40

	Clinical practice point
	· All women who are on insulin or oral hypoglycaemic agents have their medication management documented in their clinical record per endocrine team
· All women with pre-existing Diabetes Mellitus have their management for intrapartum and postnatal medication recorded in their clinical record per endocrine team following the Australasian Diabetes in Pregnancy Society (ADIPS) 2020 guideline for pre-existing diabetes and pregnancy 1,34
· Refer to CHS Guideline Diabetes in pregnancy - includes pre-existing and gestational diabetes



[bookmark: _Toc76676038][bookmark: _Toc76676535]
[bookmark: _Toc153284875]Pre-labour Rupture of Membranes 
Table 2.13 Pre-labour Rupture of Membranes
	Pre-labour Rupture of Membranes

	Consideration
	· Delivery is dependent on any signs of maternal or fetal compromise40
· Consider regular surveillance with individual case review before 39+0 weeks with plan for earlier birth if evidence of maternal or fetal compromise40
· Discuss risks with woman but aim cautious expectant management with antibiotic coverage regardless of GBS status40

	Gestation
	· <34+0 weeks – expectant management with antibiotic therapy40
· 34+0-36+6 weeks – with no signs of chorioamnionitis and close surveillance with individual case review and low threshold to deliver if evidence of chorioamnionitis or fetal compromise40
· 37+0 – asymptomatic well women with no concerns prior40

	Clinical practice point
	Refer to CHS guideline Pre-labour Rupture of Membranes (PROM) Management at Term


[bookmark: _Toc76676040][bookmark: _Toc76676536]
[bookmark: _Toc153284876]Hypertension in Pregnancy & Pre-eclampsia
Table 2.14.1 Pre-eclampsia
	Pre-eclampsia

	Consideration
	· Management is individualised and considers evidence of maternal or fetal compromise40
· Consider regular surveillance with individual case review before 39+0 weeks with plan for earlier birth if evidence of maternal or fetal compromise40

	Gestation
	· <34+0 weeks – expectant management40
· 34+0-37+6 weeks – close surveillance with individual case review in severe disease with plan for early birth if evidence of maternal or fetal compromise40
· 38+0 – asymptomatic well women with adequate blood pressure control and no features of severe disease40

	Clinical practice point
	Refer to CHS guideline Hypertension in Pregnancy


[bookmark: _Toc76676042][bookmark: _Toc76676537][bookmark: _Hlk85658354]
Table 2.14.2 Hypertension in Pregnancy
	Hypertension in Pregnancy

	[bookmark: _Hlk136365197]Consideration
	· Includes pre-existing or gestational hypertension40
· Management is individualised and considers evidence of maternal or fetal compromise40
· Consider regular surveillance with individual case review before 39+0 weeks with plan for earlier birth if evidence of maternal or fetal compromise40

	Gestation
	· 39+0  – for women with well controlled, stable, uncomplicated hypertension40
· <39+0 – on an individual basis in cases of suboptimal control of blood pressure or other complications40 

	Clinical practice point
	Refer to CHS guideline Hypertension in Pregnancy


[bookmark: _Toc153284877]
Maternal Obesity
Table 2.15 Maternal Obesity
	Maternal Obesity

	Consideration
	· Risk of stillbirth in women with BMI of ≥50kg/m2 significantly increased after 38 weeks40
· Lack of high-level evidence to guide care of women with BMI of 30 – 49 kg/m2.

	Gestation
	· ≥38+0 – BMI of ≥50kg/m2 40
· ≥39+0 - BMI of 30 – 49 kg/m2

	Clinical practice point
	Refer to CHS guideline Obesity - Pregnancy, Labour, Birth and Postnatal Care


For additional information specific to circumstances below refer to associated CHS Guidelines/Policies.

See Attachment 1 for a flow chart of Booking an Induction of Labour.
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	[bookmark: _Toc76676044][bookmark: _Toc76676538][bookmark: _Toc153284878]Section 3 – Pre induction of labour assessment


Prior to starting the IOL:
· Review IOL Booking Order
· Review maternal history
· Complete Midwifery Admission
· Confirm gestation
· Attend moments of hand hygiene
· Perform baseline maternal observations 
· Perform abdominal palpation to confirm uterine size, fetal lie, presentation, position, and engagement
· In women with Body Mass Index (BMI) >35 or if any concerns regarding presentation following abdominal palpation, confirm fetal presentation by ultrasound 
· Assess fetal wellbeing:
· Fetal Heart Rate (FHR)
· Confirm Cardiotocography (CTG) is normal 
· If CTG abnormal, escalate as per CHHS Fetal Surveillance Clinical Guideline
· Confirm placental location
· Assess membrane status (ruptured or intact).
· Assess for contraindications to IOL

All women requiring IOL must be admitted by a Medical Officer in a within 2 hours of admission to maternity assessment unit/birthing suite; however, an induction may proceed prior to medical review at the discretion of the Maternity Clinical Care Co-ordinator (MCCC) and/or Medical Officer.

[bookmark: _Toc76676045][bookmark: _Toc76676539]Cervical assessment
Balloon induction is the preferred first line management for women with an unfavourable cervix. Following confirmation of consent for IOL to proceed, a vaginal examination including Bishop Score is attended. On determining the Bishop Score and confirming with the woman the appropriate induction method, the induction process should proceed in the same care episode to limit intimate procedure practice for women.
[bookmark: _Toc76676046][bookmark: _Toc76676540]
Modified Bishop Score 
[bookmark: _Toc76676047][bookmark: _Toc76676541]Table 3.1 Modified Bishop Score
	Cervical feature	
	Pelvic score

	
	0
	1
	2
	3

	Cervix dilation (cm)
	<1
	1-2
	2-4
	>4

	Length of cervix (cm)
	>4
	2-4
	1-2
	<1

	Station relative to ischial spines
	-3
	-2
	-1/0
	+1/+2

	Consistency
	Firm
	Medium
	Soft
	-

	Position
	Posterior
	Mid
	Anterior
	-



[bookmark: _Toc76676048][bookmark: _Toc76676542]Membrane sweeping
[bookmark: _bookmark28][bookmark: _bookmark14][bookmark: 2.4_Fetal_macrosomia]Membrane sweeping refers to the digital separation of the fetal membranes from the lower uterine segment during Vaginal Examination. This movement helps to separate the cervix from the membranes and stimulate the release of prostaglandins.

Table 3.2 Membrane sweeping
	Membrane sweeping

	Indication
	Reduce the need for IOL by encouraging spontaneous labour

	Contraindication
	· Consistent with contraindications for vaginal birth
· Preterm gestation (< 37 completed weeks)

	Risk/Benefit
	· According to a Cochrane Review, membrane sweeping reduced the need for IOL, particularly in multiparous women, however optimal gestation and frequency is unknown. 
· When performed at the onset of formal induction, membrane sweeping resulted in shorter induction to birth interval, shorter duration of Oxytocin infusion and improved birth process satisfaction. 
· There is no evidence of increased risk of maternal or neonatal infection and is as safe in Group B Streptococcus (GBS) positive women as for women whose GBS status is unknown or negative.34 

	Clinical practice point
	· Discuss the benefits of membrane sweeping in the antenatal period.
· Offer as first step of IOL process
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Clinical Practice Note:
IV Cannula and Full blood Count (FBC)/ Group and Hold must be insitu prior to and during commencement of all induction of labour procedures (Balloon insertion, Prostaglandin and Artificial rupture of membranes (ARM)



Table 4.1 Methods of IOL
	Aspect
	Recommendation

	Cervical ripening for
unfavorable cervix
	· Mechanical: balloon (transcervical) catheter 
· Pharmacological: Prostaglandin (PG E2) preparations (Prostin gel, Cervidil).

	After cervical ripening/
cervix favorable
	· ARM
· Oxytocin Infusion.

	If primary cervical ripening method is unsuccessful
	· Primary and secondary methods of IOL should be documented on the IOL Booking Form
· If primary method was:
· Balloon catheter, consider PG E2 gel/pessary.
· PG E2 gel up to 4mg, consider Balloon catheter
· PG E2 pessary, consider PG E2 gel or balloon catheter.



[bookmark: _Toc76676050][bookmark: _Toc76676544][bookmark: _Toc153284880]Balloon (transcervical) catheter
Balloon catheters (e.g., Foley, Cooks) are used to ripen the cervix by applying pressure on the internal os of the cervix, thereby increasing local prostaglandin secretion.
[bookmark: _bookmark32]
Table 4.2 Balloon catheter considerations
	Aspect
	Clinical practice point

	Indications
	· Unfavorable cervix (Bishop Score of 6 or less)
· May be considered with previous Caesarean Section
· May be preferred where a reduced risk of uterine hyperstimulation is desirable (e.g., SGA, grand multiparity, previous caesarean).

	Contraindication
	· Any contraindication to vaginal birth (e.g., malpresentation, abnormal placentation)
· Ruptured membranes
· Unexplained bleeding
· Simultaneous use of PG E2 and/or Oxytocin
· Placenta Praevia
· Polyhydramnios
· Abnormal CTG / fetal compromise.

	Relative contraindications
	· Current antepartum haemorrhage
· Lower tract genital infection
· Fetal head not engaged (4/5 or 5/5 above the pelvic brim).

	Benefit
	· When compared to PG E2:
· Less uterine hyperstimulation and tachysystole
· No difference in Caesarean Section rate
· No difference in overall number not achieving vaginal birth within 24 hours, although among multiparous women the risk of not birthing within 24 hours was higher
· No evidence of an increased risk of infection.35
· Low cost and no specific storage or temperature requirements.

	Risk
	· Device entrapment
· Fetal bradycardia due to maternal supine hypotension
· Maternal discomfort during and after insertion
· Failed dilatation and inability to perform ARM
· Cervical laceration or ischemia (if prolonged use)
· There is limited data comparing single to double balloon catheter.




[bookmark: _Toc76676051][bookmark: _Toc76676545]Balloon (transcervical) catheter insertion
[bookmark: _bookmark34]Table 4.3 Balloon catheter insertion procedure
	Aspect
	Clinical practice point

	Equipment
	· Speculum
· Light source
· Balloon catheter, either
· 20 French gauge catheter with single balloon (e.g. MDevices cervical ripening balloon)
· 18 French gauge catheter with double balloon (e.g., Cook cervical ripening balloon)
· Swabs
· Sponge forceps
· Chlorhexidine
· Sterile water 
· Syringe (60 mL)
· Sterile lubricating gel
· Tape.

	Procedure
	1. Prior to commencement:
a. ensure pre IOL assessment complete including baseline observations and normal CTG (monitoring must continue throughout procedure)
b. encourage voiding.
2. Performed by medical or midwifery staff who have completed balloon catheter insertion training and credentialling.
3. Contact senior clinician if balloon insertion is unsuccessful 

	Insertion
	1. Obtain consent for procedure.
2. Perform hand hygiene
3. Ensure cephalic presentation (abdominal palpation, US confirmation is required prior to commencing procedure if unsure of presentation or BMI >40)
4. Assist the woman into a comfortable position (lithotomy)
5. Observe aseptic technique for procedure
6. Inserting speculum and visualise the cervix prepare with chlorhexidine/normal saline
7. Pass the balloon catheter through the internal os of the cervix using sponge forceps to assist

	Double balloon inflation
	1. Ensure the catheter has passed through the cervix and the uterine balloon is just above the internal os
2. Inflate the uterine balloon with 40 mL of sterile water 
3. Apply gentle traction to ensure uterine balloon is above the internal os
4. Check correct placement of uterine balloon with VE before inflating the Vaginal balloon with 20-40 mL of sterile water
5. Remove the speculum, add water in 20 ml increments to a maximum of 80 ml per balloon. Document the inflation volume.

	Single balloon inflation
	1. Ensure the catheter has passed through the cervix and the balloon is just above the internal os
2. Inflate the balloon with 30-40 mL sterile water 
3. Once inserted visualise correct placement is through the cervix before removing speculum.
4. Perform VE to check correct placement of balloon before fully inflating to a maximum of 80mls
5. Withdraw catheter to apply gentle pressure against internal cervical os
6. Tape proximal end of the catheter to the thigh to provide constant, moderate tension of the balloon.
 Do not fix catheter with a statlock as it does not maintain traction on balloon
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Balloon (transcervical) catheter post insertion care
Table 4.4 Post balloon catheter insertion
	Aspect
	Clinical practice point

	Monitoring
	· Assess uterine activity, engagement of the fetal head and vaginal loss immediately following balloon catheter insertion and again at 30 minutes post balloon catheter insertion
· Medical review required if significant displacement of fetal presenting part out of the pelvis following procedure 
· Medical review if reporting pain or adverse symptoms
· Maternal and fetal observations as per latent Ist Stage of labour 
4th hrly maternal observations, uterine activity, vaginal loss and FHR auscultation while:
· Observations are within normal limits.
· No contractions
· Advise woman to inform midwife of pain, suspected rupture of membranes, bleeding or if she feels the catheter has fallen out.
· If membranes rupture spontaneously remove catheter.

	12 hours 
reassessment
	Consultation with Obstetric Registrar/MCCC is required before vaginal assessment and removal of balloon catheter at 12 HR review to ensure capacity of BS to provide ongoing IOL care.
· Repeat CTG and Maternal observations per Latent 1st stage Labour guidelines.
· Vaginal assessment for planning of ongoing IOL management 
· If Bishops score not appropriate for Artificial Rupture of Membranes (ARM) (Score of 6 or less) medical review and plan is required
· If bishops score > 6, removal of balloon, ARM and oxytocin 


	24 hours
reassessment
	At medical discretion, if the woman has a history of previous caesarean section, the balloon catheter may be left insitu for up to 24 hours.

	Indications for Obstetric senior MO review
	· Observations abnormal
· Persistent pain and discomfort
· If ARM is not able to be performed (cervical assessment unfavorable or high presenting part)
· Continuing IOL may involve PG E2 or reinsertion of another balloon catheter after 24 hours.

	Moderate or severe discomfort
	·  Assess for labour:
· Reduce balloon volume. 
· Foley catheter remove increments of 10 mL
· Double balloon catheter increments 10 mL from each balloon 
· Reassess and repeat ensuring a minimum of 50 mL of residual volume remains in balloon
· Document the volume removed
· Consider analgesia if woman not in labour and continues to experience moderate to severe discomfort despite balloon deflation
· If persistent pain and discomfort following oral analgesia, review by obstetric registrar.

	Indications for early removal of balloon catheter
	· Spontaneous rupture of membranes (SROM)
· Uterine hyperstimulation
· Fetal distress
· Maternal request.

	Difficulty passing urine
	· If unable to void, consider removing water from the balloon in 10ml increments
· Assess that catheter is in correct position.

	If balloon catheter falls out
	· Perform Vaginal Examination
· Plan ARM and Oxytocin infusion as soon as possible (due to the temporary dilatory effect of balloon catheters).
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Prostaglandins promote cervical ripening and stimulate uterine contractions. PG E2 is the most used prostaglandin agent in third trimester IOL. PG E2 preparations include:
· Vaginal gel (Prostin®) 1 mg and 2 mg
· Controlled release vaginal pessary (Cervidil®) 10mg 33

[bookmark: _bookmark38]Table 4.5 PG E2 considerations and dose
	Aspect
	Clinical practice point

	Indication
	· Unfavorable cervix (Bishops Score of 6 or less)
· May be used following balloon catheter when there has been no/minimal effect on cervical ripening and Artificial Rupture of Membranes (ARM) is not possible.

	Contraindication

	· Previous Caesarean Section or uterine surgery (hysterotomy or myomectomy)
· Known hypersensitivity to PG E2
· Grand multiparity
· Malpresentation
· Unexplained PV bleeding during current pregnancy
· Abnormal CTG/fetal compromise.

	Relative 
Contraindication
	· Ruptured membranes, relative contraindication in the presence of ruptured membranes at term. However, there is evidence that it can be beneficial in reducing induction delivery times 
· In discussion with Obstetric Consultant, 1 mg Prostin gel may be administered for induction of labour with Term Pre-labour Rupture of Membranes (PROM) when the cervix is unfavourable. This should be followed by Oxytocin infusion 6 hours later if labour has not commenced. 

	Cautions
	· Multiple pregnancy
· Asthma, chronic obstructive pulmonary disease – may cause bronchospasm
· Cardiovascular disease
· Raised intraocular pressure, glaucoma
· Avoid combining with Oxytocin [refer to Section 4  Oxytocin].

	Risk/benefit
	· Nausea, vomiting and diarrhoea may occur soon after insertion
· Vaginal prostaglandin compared to a placebo or expectant management:
· Increased vaginal birth within 24 hours with repeated doses
· Increased hyperstimulation with FHR changes.

	Before administration
	· Ensure IOL Booking Form and pre IOL assessment complete
· Encourage to empty bladder
· Perform IV Cannulation and FBC/ Group and Hold.

	PG E2 gel (prostin) dose
	Initial dose:
· Nulliparous: 2 mg PV
· Multiparous: 1-2 mg PV

Repeat dose: (if clinically indicated and only after 6 hours)
· Nulliparous: 1-2 mg
· Multiparous: 1–2 mg

Do not administer repeat doses within 6 hours of the initial dose (i.e. so the maximum dose of 3mg in a 6 hour period is not exceeded)

	PG E2 pessary (cervidil) dose
	· 10 mg PV (released at a rate of approximately 4 mg in 12 hours)
· A second dose is not recommended
· The pessary may be left in situ for 24 hours. Requires review at 12 hours
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PG E2 administration
[bookmark: _bookmark40]Table 4.6 PG E2 administration
	Aspect
	PG E2 administration

	Administration
	· Pessary (Cervidil) use may avoid repeated application of the gel
· Gel (Prostin)may be more appropriate for multiparous woman with favourable cervix (bishop Score less than 6).

	PG E2 gel
	· Use water soluble lubricants (not obstetric cream)
· Remove from refrigeration and stand at room temperature for at least 30 minutes prior to use
· Insert high into the posterior fornix of the vagina
· Not for intracervical administration
· Continue CTG during insertion procedure
· Advise the woman to lie in a semi-recumbent or left lateral position for 30 minutes after insertion.

	PG E2 pessary
	· Remove from freezer or fridge immediately prior to use
· Can be stored in the refrigerator for up to one month after removal from the freezer
· Warming is not required
· Open only after decision has been made to use the pessary
· Use water soluble lubricant (not obstetric cream)
· To maximise absorption, position pessary transversely in the posterior fornix of the vagina.
· Ensure sufficient tape outside vagina to allow removal
· Continue CTG during insertion procedure
· Advise the woman to lie in a semi-recumbent or left lateral position for 30 minutes after insertion.
· Advise to report if pessary falls out.
· Document procedure in patient’s record.

	Monitoring post insertion
	Ongoing Maternal and fetal Observations
· Maternal and fetal observations as per latent Ist Stage of labour 
4th hrly maternal observations, uterine activity, vaginal loss, and FHR auscultation while:
· Observations are within normal limits.
· No contractions
CTG re- assessment
· 6 hourly for both gel and pessary (prior to vaginal assessment) 

Recommence CTG immediately if woman experiences abdominal pain/labour, suspected rupture of membranes or vaginal bleeding 

	Assessment of progress
	Consultation with Obstetric Registrar/MCCC is required before vaginal assessment and ARM to ensure capacity of BS to provide ongoing IOL care.
· gel–wait at least 6 hours after insertion.
· pessary–wait at least 12 hours after insertion.
· For ARM if bishops score >6 
· If ARM not possible, for medical review to determine appropriate management 

	Indications for removal: PG E2 pessary
	· Onset of regular, painful uterine contractions, occurring every three minutes irrespective of any cervical change
· Membrane’s rupture (spontaneous or ARM)
· Fetal distress
· Uterine hyperstimulation or hypotonic uterine contractions
· Maternal systemic adverse PGE2 effects (e.g. nausea, vomiting, hypotension, tachycardia)
Wait 30 minutes after removal of PG E2 pessary before ARM and commencing Oxytocin infusion. 
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Table 4.7 Artificial rupture of membranes
	Aspect
	Clinical practice point

	Indication
	· Favourable cervix (Bishop Score of 6 or more)
· ARM alone is not recommended as time to onset of contractions is unpredictable, particularly in nulliparous women 
· To observe the colour and amount of liquor.

	Relative contraindication
	· Poor application of the presenting part/unstable lie
· Fetal head not engaged (5/5 above the pelvic brim)

	Risk/benefit
	· Risk of: cord prolapse or compression, rupture of vasa praevia, pain and discomfort
· ARM and immediate Oxytocin compared to ARM and delayed Oxytocin (commenced 4 hours post ARM) showed shorter ARM to birth interval in nulliparous and parous women
· Compared to amniotomy alone, ARM and Oxytocin resulted in fewer women not birthing vaginally at 24 hours
· Following cervical priming, early ARM has been associated with a decrease in IOL to birth interval and no difference in other outcomes.

	Before procedure
	· If no other IOL procedure before ARM, perform pre IOL assessment
· Encourage to empty bladder
· IVC must be insitu prior to an ARM
· Perform hand hygiene
· Abdominal palpation to determine fetal lie, presentation, position and engagement
· Vaginal Examination to determine stage of labour, Bishop Score, presentation, position and descent, possible cord or malpresentation, identify membranes
· CTG to confirm fetal wellbeing
Consult obstetrician if:
· the head is not engaged
· cord presentation
· malpresentation
· unstable lie 
· polyhydramnios.

	Procedure (continuing on from assessment Vaginal Examination)
	· Continue CTG during procedure
· Maintain digital contact with presenting part
· Insert amnihook/amnicot, using examining finger as guard to hook
· Rupture forewaters–avoid ARM over fontanelle or face
· Remove amnihook/amnicot, guarding it against index finger
· Confirm passage of fluid and check for presence of blood or meconium
· Sweep membranes from presenting part
· Ensure good application of presenting part before completing Vaginal Examination
· Following ARM for IOL, recommend commencement of Oxytocin immediately
· Document abdominal palpation and Vaginal Examination findings

	Post ARM monitoring
	· Continue CTG until normal
· Monitor uterine activity, and vaginal loss (liquor amount, colour and consistency) immediately after ARM
· Oxytocin should be commenced within 60 minutes of ARM, as this shortens the IOL to birth interval. 
· If FHR or liquor abnormalities (e.g. meconium/blood stained or no liquor):
· Commence CTG
· Discuss/refer/consult as indicated
· Encourage mobilisation to promote onset of uterine contractions.
· Complete documentation in DHR notes and appropriate flowsheets
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[bookmark: _bookmark44]Table 4.8. Oxytocin
	Aspect
	Clinical practice point

	Indication
	IOL in the setting of ruptured membranes

	Cautions
	· Due to the additive uterine effects, do not commence Oxytocin within:
· Six hours of PG E2 vaginal gel administration
· 30 minutes of removal of PG E2 vaginal pessary
· Discuss with an obstetric consultant prior to commencement of oxytocin with:
· Planned Vaginal birth After Caesarean (VBAC)—maintain vigilance for uterine dehiscence and rupture. 
· previous uterine surgery 
· multiple pregnancy
· greater than four previous vaginal births
· cardiovascular disease

	Risks
	· Tachysystole or hypertonus 
· Nausea and vomiting (0.1 to 1%)
Rare Complications:
· Arrhythmias (less than 0.1%)
· Anaphylactoid reaction
· Severe (tetanic) uterine contraction leading to uterine rupture.
· Electrocardiograph (ECG) changes (including prolonged QT interval)
· Transient hypotension
· Reflex tachycardia (common with rapid IV injection).33

	Medication safety
	· The standard Oxytocin preparation and administration regimen as outlined in Table 4.9 below Oxytocin administration regimen.
· If required, the same infusion solution can be continued for PPH management and as PPH prophylaxis following Caesarean Section.

	Before administration
	· Confirm CTG normal.
· Perform IV Cannulation and FBC/ Group and Hold
· If membranes are not ruptured, perform ARM prior to Oxytocin infusion.
· If augment with Spontaneous Rupture of Membranes (SROM) ensure forewaters are ruptured.

	Monitoring
	· Provide one-to-one midwifery care.
· Ensure contemporaneous completion of labour flow sheet in DHR.
· Attend maternal and fetal observations per CHS Guideline Labour and Birth Care during First, Second, Third and Fourth Stage
· Continuous CTG monitoring 
· Maternal pulse and FHR must be assessed and documented prior to any increase in oxytocin infusion rate.
· Ensure accurate completion of fluid balance flowsheet (water intoxication/hyponatraemia may result from prolonged oxytocic administration) 
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[bookmark: _bookmark46]Table 4.9. Oxytocin administration
	Aspect
	Clinical practice point

	Administration
	· Add Oxytocin 30 International units to a 500 mL bag of either 0.9% sodium chloride or compound sodium lactate (Hartmann’s solution)
· 1 milliunit/minute = 1 mL/hour
· Use a volumetric pump to ensure an accurate rate of infusion.
· Program delivery pumps for correct infusion concentrations
· Administer Oxytocin by sideline/secondary IV access (as Oxytocin infusion initiated at low volume)

· Increase dose at 30 minute or longer intervals as per table 4.10.
· Aim for 3–4 contractions in a 10-minute period with duration of 40–60 seconds and resting period not less than 60 seconds.
· Titrate dose against uterine contractions and FHR
· Use the minimum dose required to establish and maintain active labour
· Mark changes to dose clearly and contemporaneously on the intrapartum record and/or CTG
· There is no need to stop infusion during procedures such as epidural insertion, consider decreasing rate if needed.37

	Discontinue/ recommence
	· After labour is established Oxytocin infusion may be electively discontinued:
· reduced incidence of FHR abnormalities and uterine hyperstimulation reported
· Inconsistent evidence about effect on active phase duration (possibly increased)
· If recommencing infusion, use the following guide:
· if ceased for less than 30 minutes, recommence at half previous rate
· if ceased for longer than 30 minutes, recommence at initial starting dose (due to short half-life)

	Obstetrician review
	· Prior to exceeding 20 milliunit/minute (manufacturer recommended maximum)
· At the maximum regimen dose of 32 milliunit/minute and labour not commenced
· If infusion ceased or recommenced.

	Variation to regimen
	· Only vary the regimen (milliunit/minute, rate of increase and/or maximum dose) following an assessment by an obstetrician of the individual clinical circumstances and progress of labour processes and systems that facilitate routine variation are not recommended



Table 4.10. Oxytocin regimen
	Infusion: Oxytocin
(30 International units in 500 mL)
1 milliunit/minute is equal to 1 mL/hour

	Dose (milliunit/minute)
	Volume mls/hour

	1
	1

	2
	2

	4
	4

	8
	8

	12
	12

	16
	16

	20
	20

	Prior to exceeding 20 milliunit/minute:
Obstetrician review required

	24
	24

	28
	28

	32
	32



Refer to Attachment 2 for flow chart of Methods of Induction of Labour.
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Table 5.1. Risks and benefits associated with IOL
	Risk
	Clinical practice point

	Unsuccessful IOL
	· Review the individual clinical circumstances
· Assess fetal wellbeing using CTG
· Discuss options for care
· If appropriate, consider:
· an alternative IOL method, and/or
· discharge home for 24 hours followed by second attempt at IOL
· Caesarean Section.

	Tachysystole or hypertonus (without FHR abnormalities)
OR
Uterine hyperstimulation (with FHR abnormalities)
	Excessive uterine activity in the absence of evidence of fetal compromise is an indication for tocolysis.
· Escalate as required to Registrar/ Consultant
· Record full set of maternal observations
· Continuous CTG
· Vaginal Examination to assess cervical dilation and exclude cord prolapse.
· Remove PG E2 pessary if still in situ
· Cease/reduce rate of Oxytocin infusion 
· Reposition left lateral.
If persists, consider use of tocolytic: Terbutaline: 250 micrograms subcutaneously.
· If clinically indicated, prepare for instrumental birth or Caesarean Section (e.g., FHR does not return to normal).

	Cord prolapse
	· A potential risk at the time of membrane rupture especially when the membranes are ruptured artificially
· To reduce the likelihood of cord prolapse:
· before ARM, assess engagement of the presenting part
· avoid ARM with high head
· palpate for umbilical cord presentation during the Vaginal Examination
· avoid dislodging the baby’s head during the Vaginal Examination

	Uterine rupture
	· An uncommon event with IOL
· A life-threatening event for mother and baby
· If suspected, prepare for an emergency Caesarean Section, uterine repair or hysterectomy

	PPH
	IOL with Oxytocin has been associated with an increased risk of PPH

	Increased intervention
	· Compared with spontaneous labour, IOL may be associated with a higher incidence of additional interventions (e.g. electronic fetal monitoring, analgesia usage), although there is no increase in instrumental births or Caesarean Sections in randomised controlled trials
· Compared with expectant management, no association found between IOL and increased rates of adverse perinatal outcomes of neonatal unit admission, maternal death, or meconium-stained amniotic fluid

	Benefits
	· When performed for a valid indication, IOL may result in a reduction in perinatal morbidity/mortality
· Limited evidence suggests women may prefer IOL to expectant management (serial antenatal monitoring) beyond 41 weeks
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Outcome
· Women who require induction of labour are provided with safe and effective care as per this Guideline. 

Measures
· Incidence of neonatal morbidity and mortality related to induction of labour processes will be presented at 3 monthly Neonatal Morbidity & Mortality meetings to ensure appropriate intrapartum management has occurred.
· Incidence of maternal morbidity and mortality related to induction of labour processes will be discussed at the Maternity Morbidity and Mortality meetings to ensure appropriate intrapartum management has occurred.
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Policies
Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice
Informed Consent – Clinical
Patient Identification and Procedure Matching

Procedures
Admission to Discharge Procedure (adults and children)
Infection Prevention and Control
Fetal surveillance
Patient Identification and Procedure Matching

Guidelines 
Diabetes in pregnancy - includes pre-existing and gestational diabetes
Fasting Guidelines for Patients Requiring Sedation or Anaesthesia
Hypertension in pregnancy
Obesity - Pregnancy, Labour, Birth and Postnatal care
Vaginal birth After Caesarean VBAC Management
Early onset Group B Streptococcal disease (EOGBSD) - Maternity
Pre-labour Rupture of Membranes (PROM) Management at Term
Preterm pre-labour rupture of membranes (PPROM)
Termination of Pregnancy (TOP) Miscarriage or Fetal Death
Labour and Birth Care during First, Second, Third and Fourth Stage
Management and Prevention of Prolonged pregnancy
Obstetric Cholestasis
Prophylactic use of Rh D immunoglobulin in pregnancy care

Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011

[bookmark: _Hlk147914915]Other
Australian Charter of Health Care Rights
Inclusion of Declining Recommended Maternity Care Discussion Form
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	Term
	Definition

	Amniotomy
	Artificial rupture of membranes to initiate or speed up labour.

	Balloon catheter
	A flexible tube with an inflatable balloon at one end. This can be introduced through the cervix and the balloon inflated, holding the catheter in place. Also known as transcervical catheter

	Cervical ripening
	A prelude to the onset of labour whereby the cervix becomes soft and compliant. This allows its shape to change from being long and closed, to being thinned out (effaced) and starting to open (dilate). It either occurs naturally or as a result of physical or pharmacological interventions.

	Expectant management
	Allowing labour to develop and progress under supervision without intervention, unless clinically indicated.

	Favourable cervix
	The cervix is said to be favourable when its characteristics suggest there is a high chance of spontaneous onset of labour, or of responding to interventions made to induce labour.

	Fetal growth restriction
	Also known as intrauterine growth restriction (IUGR). Fetal growth restriction (FGR) indicates the presence of a pathophysiological process occurring in utero that inhibits fetal growth.

	Grand multipara
	A woman who has given birth to five or more babies.

	Induction of labour
	The process of artificially initiating labour.

	Mechanical method
	Non-pharmacological method of inducing labour.

	Obstetrician
	Local facilities may differentiate the roles and responsibilities assigned in this document to an “Obstetrician” according to their specific practitioner group requirements; for example to General Practitioner Obstetricians, Specialist Obstetricians, Consultants, Visiting Medical Officers, Senior Registrars, Obstetric Fellows or other members of the team as required.

	Prolonged pregnancy
	A pregnancy past 42 weeks gestation.

	Transcervical catheter
	Refer to the definition for balloon catheter.

	Uterine hyperstimulation
	Either uterine tachysystole or uterine hypertonus with FHR abnormalities.

	Uterine hypertonus
	Contractions lasting more than two minutes in duration or contractions occurring within 60 seconds of each other, without fetal heart rate abnormalities.

	Uterine tachysystole
	More than 5 contractions in 10 minutes without FHR abnormalities
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Decreased Fetal Movement (DFM) Care Pathway

for women with singleton pregnancies from 28+0 weeks’ gestation

Safer Baby Bundle

INITIAL RESPONSE + All women who report a concern of decrease in a
Strength and/or frequency of fetal movements should

undergo immediate assessment.

Presentation should not be delayed through efforts to
stimulate the baby by food or drink, or by requesting
‘women to phone back after a period of concentrating

on fetal movements.

&

Shﬂbmh.

€%1f no fetal heart hear:

CLINICAL ASSESSMENT - Listen to fetal heart by hand held or cardiotocography.

(CTG) Doppler.

+ Detailed fetal movement history, ascertained from the +

‘conditions and symptoms such s bleeding and pain.
Riskcfactors for stilbirth should be identified. (see list)

+ Ciincal history and examination to assess for co-existing  =fp|

+ Seek urgent obstetrc review
+ Confirm fetal death with ultrasound

+ Manage as per Clinical Practice
Guidelines for Care Around Stlbirth
and Neonatal Death

hitps://bitly/2WzoSnF.

—

CARDIOTOCOGRAPHY (CTG) *

Interpretation of antenatal CTG racings should be in accordance with local guidelines.

Medical consultation is required in the
presence of any concerning findings.
ncluding pre-existing medical conditions

- No furnernvestgations e requrdfor women () normal CTG and cicol assessment: nd (2) o sk actors e and mamf
(3)first presentation for DFM; and (4) no matemal concerns of DFM at time of assessment.

FMH testing should be considered f clinical concens (partcularly with

history of sustained of recurrent DFM).

- Utrasound shouid be considered to assess for undetected fetal growth
esticion (f no pior ltzasound in the past 2 weeks).

+ Utrasound assessment should include fetal biometry, estimated fetal
‘weight, umbilical atery Doppler and amniotic fluid volume.

+The timing of ultzasound wil depend on the woman'’s preferences,
clinical urgency, presence o rsk factors and service capabilty.

FURTHER INVESTIGATION  *

1 CTG findings are abnormal, seek urgent
obstetric review.

Risk factors for stillbirth

a

' ultrasound findings are abnormal or
FMH resuits >1mL seek obstetric review

BIRTH PLANNING + Individualise care, taking into consideration the woman's  «

preferences ensuring informed shared decision- making.
around timing of birth

+ Wnere possible,birth shoud not be planned prior to 39
weeks' gestation uniess clinically indicated.

‘Wnen returning to routine care: confrm the importance
of eporting DFM and reassure the woman that she ‘did
the right thing’ and not o hesitate to report any further
‘concers of DFM to her healthcare provider, even ifitis
onthe same day.
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» Matemal age >35 years

» Maternal smoking.

» Overweight and obesity

» Nulipartty

» Assisted reproductive technology

» Alcohol and other drug use.

» Aboriginal or Torres Staitsiander, Pacifc,
Afican and South Asian ethnicites

» No antenatal care

» Low education

» Low socioeconomic status.

» Previous stlbith

» Pre-edsting diabetes

» Pre-existing hypertension

» Preecampsia

+ Smalfor gestational age (<10th centie)

» Postterm pregnancy (41 weeks)
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WORKING TOGETHER TO REDUCE STILLBIRTH @ g

Fetal Growth
Resriction (FGR)

Smoking Cessation

The Safer Baby Bundie resources are based on five 2
Koy areas to support healthcare professionals with
new strategies to hlp recuce stlbirths.
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