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Patient Information

Induction of Labour

Why might my induction be postponed or delayed?

Introduction

Midwives and doctors understand that when your induction of
labour is either postponed in the first place or delayed whilst you
are in hospital, that you may be very upset, disappointed or
frightened. Please be assured that the safety of you and your
baby is paramount and a delay may be the safest option.

This leaflet is designed to give you information on what induction
of labour (IOL) is, how and why it is performed and some of the
benefits and disadvantages. If you have any other questions
please ask your midwife or doctor for further explanations.

What is Induction of labour?
Induction is a process designed to start labour, so that your baby
is born earlier than if you waited for labour to start naturally.
There are different methods of induction and the
recommendations for each will vary depending on your personal
circumstances. The differing methods are discussed in more
detail further in this leaflet.

Your induction of labour may be postponed if:
 The work load on Labour ward means there is no midwife
available to care for you at the time and provide safe care
 The midwives and doctors have to prioritise mothers and
babies for induction of labour, and another mother/birthing
person may have a greater need at the time than you due
to their clinical risks
Should you have any concerns please in the first instance raise
these with the Matron, Senior Midwife, or Manager on duty.

What are the benefits of induction of labour?
• IOL may relieve certain medical conditions which may
otherwise worsen with continuation of the pregnancy.
Other situations where IOL may be recommended are
discussed further in this information leaflet.
• IOL at or beyond term, which is from 37-42 weeks, may
reduce the already small risk of perinatal death, although
the optimal timing for offering IOL remains unclear
• There is some evidence associating IOL with a reduced
incidence of caesarean birth for women who are at or
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Further Information
We endeavour to provide an excellent service at all times, but should you have
any concerns please, in the first instance, raise these with the Clinical Nurse
Leader, Senior Nurse or Manager on duty. If they cannot resolve your concern,
please contact our Patient Experience Team on 01932 723553 or email asptr.patient.advice@nhs.net. If you remain concerned, the team can also advise
upon how to make a formal complaint.
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The following are likely to be more beneficial than harmful
 Methods to encourage release of natural prostaglandins;
nipple and/or clitoral stimulation, sexual intercourse.
 Stimulation of the muscles of the uterus; acupuncture on
points which link to the uterus, raspberry leaf tea.

beyond term, when compared with expectant management
(waiting for labour to start naturally)
• Some women may feel more prepared when they have a
planned date for IOL

What are the disadvantages of induction of labour?
Can I choose not to be induced?
Your decision whether to be induced or not remains with you and
is completely your choice. Should you not wish to be induced your
midwife or doctor will discuss this with you and may make some
recommendations for monitoring both you and your baby's wellbeing. This may entail checking your baby's heartbeat with a
monitor and may involve a scan to check the water around the
baby. How often you may be invited to come to the hospital will be
dependent on individual circumstances and the midwife or doctor
will discuss this with you.

What happens on the day of my induction?
Your midwife or doctor will have given you a date for your
induction of labour. Unless advised otherwise (as in the case with
an outpatient induction of labour) Please phone the Joan
Booker ward Antenatal bay at 10.30am on the morning of
your induction.
Joan Booker ward Antenatal bay
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01932 722378

• There may be a slightly increased risk of an assisted
vaginal delivery (using forceps or ventouse) with IOL at or
beyond term, when compared with expectant
management. This includes the associated increased risks
of obstetric anal sphincter injury (for example, third- or
fourth-degree perineal tears)
• Induction is a medical intervention and it is important to
consider that it may affect your birth options and your
experience of the birth process
• There is a need for vaginal examinations to assess the
cervix before and during induction, to determine the best
method of induction and to monitor progress
• Choice of place of birth may be limited as there may be
recommended interventions (for example, synthetic
oxytocin infusion or continuous fetal heart rate monitoring)
that are not available at home or in midwife-led birth units
• There may be limitations on the use of a birthing pool
• An induced labour may be more painful than a
spontaneous labour
• Whilst on Joan Booker ward, your birth partner may stay
with you for visiting hours (10am to 8pm) but they are not
able to stay overnight unless your labour starts and you
are transferred to Labour ward
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• Your hospital stay may be longer than with a spontaneous
labour. The average length of stay at ASPH from being
admitted for induction of labour to going home after your
baby is born is 84 hours (3.5 days).

Why is labour induced?
Inducing labour may be recommended when the benefits appear
to outweigh the risks of continuing with the pregnancy, and where
the aim is for a vaginal birth. Your midwife or doctor caring for you
will discuss the reasons why induction of labour is recommended
according to your personal situation.
You may find it useful to use the ’BRAIN’ acronym during your
conversations with your healthcare provider:

What if the induction process is unsuccessful?
The process of induction of labour may not work. Research
suggests that labour may not begin for approximately 1 in 20
women. If this happens, the midwife and doctor caring for you will
discuss the following options with you:
 Offering a rest period if clinically appropriate and then reassessing
 Waiting for labour to start by itself (expectant
management)
 Further attempts to induce labour (as outlined above)
 Caesarean birth

Are there any alternatives to Induction of Labour?
There is limited evidence about the usefulness of complementary
therapies and reflexology to start labour in a healthy pregnancy,
but there is some evidence to suggest that acupuncture may
improve cervical ripening. Hypnosis and acupressure are not
supported as effective methods of IOL according to the available
evidence.
If you intend to use complementary therapies to encourage labour
to start, it is wise to wait until at least 37 weeks of pregnancy and
reduce the risk of a preterm birth.

It is important you have the opportunity to ask questions, and if
you wish to be given time to think through and discuss the
information with others such as your partner, birthing companion
or family before making a decision.
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All treatments have benefits and disadvantages; do not use any
treatment that you do not understand fully and have not consulted
with a professional trained in their use.
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When using this method of induction your baby's heartbeat will
need to be continuously monitored.
Benefits
 Will help stimulate contractions and start labour
 Research has shown that oxytocin with artificial rupture of
membranes is more successful than other agents in
achieving a vaginal birth within 24 hours.
Disadvantages
 Monitoring the baby's heartbeat continuously may restrict
your mobility. Wireless continuous monitors are available
and may help you to be more mobile
 Can cause the contractions to occur too close together or
the duration to be too long
 Women report that the contractions are more painful and
an research suggests that women are more likely to
request an epidural

Can I choose to be induced?
Yes. All decisions related to your pregnancy and birth should be
your choice. Your doctor or midwife can advise you and make
recommendations, but the ultimate decision remains with you.
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You can decide to delay, decline or stop an induction at any point.
The midwife or doctor caring for you will discuss with you what
implications there may be in delaying, declining or stopping your
induction, but your decision will be respected.
Approximately 31% of labours are induced nationally and 38.4%
of labours are induced at Ashford & St Peter’s.
Induction of labour may be offered when:
 Your pregnancy has gone past your due date by more than
7 days (41 weeks)
 Your waters have been broken for longer than 24 hours
without labour starting. 60% of women with prelabour
rupture of membranes will go into labour within 24 hours.
(The risk of serious neonatal infection is 1% with prelabour
rupture of membranes, rather than 0.5% for women with
intact membranes)
 There are concerns about your or your baby’s health e.g.
diabetes, pre-eclampsia or your baby is smaller or larger
than expected (this list is not exhaustive)
 You have requested an induction
In most pregnancies labour starts naturally between 37 and 42
weeks, leading to the birth of the baby.
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Benefits
 The stimulation effects of the ARM may be enough to
encourage contractions to start.
 May not require any drugs
Disadvantages
 There is an increased risk of the umbilical cord presenting
in front of the baby’s head (umbilical cord prolapse). This is
an emergency situation and in most cases requires a
caesarean section
 There is an increased risk of infection if there is a
prolonged time between membrane rupture and birth
 The amniotic fluid from around the baby will drain from the
vagina so you will need to wear a sanitary towel
Some risks associated with a pregnancy continuing beyond 41+0
weeks may increase over time and these include:
• increased likelihood of caesarean birth
• increased likelihood of the baby needing admission to a
neonatal intensive care unit
• increased likelihood of stillbirth and neonatal death.
The National Institute for Clinical Evidence (NICE) updated their
guidance in 2021 to recommend that women and birthing people
are now offered the opportunity to have their labour induced at 41
weeks for post dates management. This was previously
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Synthetic oxytocin
Sometimes prostaglandin and/or breaking the waters is sufficient
to start labour, but many women require synthetic oxytocin via a
drip in the arm or hand. Oxytocin is a hormone which causes
contractions.
Synthetic oxytocin is only administered on Labour Ward. Oxytocin
is carefully administered by a pump and the dose is slowly
increased as necessary. The aim is for the uterus to contract
regularly until you give birth.
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 Abnormalities in fetal heart rate monitoring (CTG) are
reported in 2% of women undergoing a balloon induction
(in comparison to 15% with prostaglandins)
 There is a very small risk that a balloon induction can
cause the cord to present in front of the baby’s head after
the waters have broken. This is called a cord prolapse and
in most cases requires an emergency caesarean section.
 There is some evidence to suggest that a balloon induction
may be associated with inflammation of the inner lining of
the uterus (Endometritis) after birth

recommended between 41 weeks and 3 days of pregnancy to 42
weeks of pregnancy.
The below table explains the difference in outcomes between
induction at 41 weeks and 42 weeks:

Breaking the waters and synthetic oxytocin Infusion
Artificial Rupture of Membranes (ARM)
This is also known as breaking the waters and can be used when
the cervix has started to ripen and dilate either by itself or by
using prostaglandin.
The procedure involves an internal vaginal examination during
which a small plastic hook is passed through the vagina and a
hole is made in the membranes surrounding the baby, releasing
the amniotic fluid (waters). This process stimulates the release of
natural prostaglandins and encourages the baby's head to make
close contact with the cervix, promoting more effective
contractions.
An ARM will not harm you or your baby although it might be
uncomfortable. The procedure will usually only be carried out on
our Labour ward.
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NICE Inducing Labour (NG207), 4th November 2021, Appendix A

Induction of labour from 41+0 weeks may reduce these risks and
for this reason Ashford & St Peter’s are now offering induction of
labour when you are around 7 days over your due date.
Evidence suggests that there is no difference in the following
outcomes between induction at 41 weeks or 42 weeks:
 Caesarean birth
 Instrumental vaginal birth
 Unassisted vaginal birth
 Meconium aspiration syndrome (MAS)
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 Hypoxic-ischaemic encephalopathy (HIE)
 Maternal death
How is labour induced?
The following methods can be used to induce your labour:






Membrane sweep
Propess (prostaglandin pessary)
Prostaglandin gel
Cervical ripening balloon
Artificial rupture of the fetal membranes (breaking the
waters, also known as ARM)
 Synthetic Oxytocin
You will usually be offered a membrane sweep as the first step in
your induction process, this is done as part of a vaginal
examination. Women who have a sweep are 20% more likely to
go into spontaneous labour and less likely to have an IOL. There
may be pain during the procedure and light vaginal bleeding and
cramps afterwards but research does not suggest there is any
harm to your baby.
The suitability of each method of induction depends on your
personal situation and what is happening to the cervix; a vaginal
assessment is needed to provide this information. In certain
situations, some methods are less suitable and the midwife /
obstetrician will inform you of those which are inadvisable in your
particular circumstances.
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saline (salt water) fluid. Once the balloon has been inserted into
the opening of the cervix and inflated, it remains in place for
approximately 24 hours. The balloon rubs against and stretches
the cervix to produce prostaglandin. The prostaglandin causes the
cervix to become shorter and soften (ripening). This helps open
the cervix ready for your midwife or doctor to perform an ARM.
The balloon catheter may fall out by itself or will be removed by a
midwife or doctor the following day.
Benefits
 Softening of the cervix in 96% of women
 No increase in caesarean section risk
 Spontaneous vaginal delivery within 24 hours in 69% of
women
 A positive birth experience is reported by 90% of women
 Lower risk of uterine hyperstimulation
Disadvantages





Requires a speculum examination
Can be uncomfortable
Need to remain in hospital
This procedure can currently only be carried out on Labour
ward
 Uterine hyperstimulation is rare but reported to occur in 5%
of women undergoing a balloon induction (in comparison to
17% of women requiring prostaglandins)
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care when wiping yourself after going to the toilet, after washing
and getting on and off the bed.

Prostaglandin

Prostin Gel

Prostaglandin is a naturally occurring female hormone which is
used to induce labour by encouraging the cervix to soften and
shorten. Prostaglandin can be given in the form of either a
pessary (Propess) or gel (Prostin)

Prostin is a gel which contains prostaglandin. Prostin gel is
inserted via a vaginal examination by the Midwife. Your baby's
heartbeat will be monitored for 30 minutes prior to insertion and
for another hour following.
Sometimes one dose of Prostin is sufficient to start your labour. If
labour has not started and your cervix does not start to open the
process may need to be repeated. In some cases even after two
or three doses of Prostin, it may not be possible to break the
waters and the obstetrician will discuss a plan of care with you.

Cervical Ripening Balloon
A non-pharmacological (not requiring drugs) method of inducing
labour is called a ‘mechanical’ induction of labour. At Ashford & St
Peter’s we use a small silicone balloon for this procedure. A
balloon induction may be offered where the use of vaginal
prostaglandins is either not recommended e.g. in the presence of
a uterine scar, or has been unsuccessful or declined. The purpose
of this method of induction is to encourage the cervix to soften
and shorten.
The procedure involves a catheter (a soft silicone tube) being
inserted through your vagina into the cervix. It has a balloon near
the tip and when it is in place the balloon is filled with a sterile
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Benefits
 The prostaglandin may encourage the cervix to become
softer and open, this can allow for your waters to be
broken
 Sometimes the prostaglandins can encourage labour to
start. You will be re-examined after 6 hours if you have the
gel or tablet and 24 hours if you have the pessary
 The prostaglandin is absorbed into the tissues around the
cervix and not into the blood stream. There is no direct
effect to the baby
 It may be possible for you to have the prostaglandin
pessary inserted and then go home for a period of 24
hours, this is called an ‘Outpatient Induction of Labour’.
Unfortunately this isn’t suitable for everyone so your
midwife or doctor will discuss this with you according to
your personal circumstances
Disadvantages
 You will need to lie down for one hour to encourage the
prostaglandin to be absorbed
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 You will need to have the baby monitored closely for the
first hour after the prostaglandin is given. This may restrict
your mobility during monitoring
 Sometimes more than one dose of prostaglandin is
required, so it may take some time for labour to start
 Unless you have an outpatient induction, you will need to
stay in hospital from the time that the first dose of
prostaglandin is given
 Period type pains are common, these can be managed
with methods such as pain relief medication, warm baths
and TENS machines.
 There is a small chance that your body reacts to the
hormonal methods of induction of labour too strongly,
resulting in contractions which occur too close together
(uterine hyperstimulation). Hyperstimulation occurs in 17%
of women requiring prostaglandins. This can result in
changes in fetal heart rate and result in fetal compromise
(the baby becoming distressed). The team caring for you
can give you medication to help the uterus relax and stop
the contractions being too frequent.
 CTG abnormalities occur in 15% of women who are given
prostaglandins to induce labour

Propess
Propess is a small flat pessary which contains prostaglandin. The
propess is inserted into the vagina and will remain in place for
about 24 hours whilst it slowly releases the hormone to soften and
thin out the neck of the uterus. It is attached to a small tape so
that it can be easily removed.
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After the Propess is inserted you will need to lie in bed for 1 hour
with a continuous CTG (Cardiotocograph) monitoring of your
baby's heart. During this time the Propess will absorb moisture
from your vagina like a tampon which makes it swell slightly and
settle into place. This reduces the chance of it falling out.
When the CTG recording has completed the midwife will assess
the monitoring. If it is a normal recording you will be monitored
every 6-8 hours. The Propess will be removed after 24 hours and
your midwife will ask if they can examine you to see if it would be
possible to break your waters or whether you require Prostin gel.
Sometimes it is necessary to remove the Propess before 24
hours.
The Propess string will lie just outside of your vagina and it is
important that you do not pull or drag on it. You will need to take
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