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Induction of Labour and Augmentation  

- Summary Clinical Guideline 
 

Reference No.: IP/01:18/I1 

 

Prior to IOL the following should be discussed with the woman: 

 Reason for induction. 

 When, where and how induction will take place. 

 Pain relief options as IOL may be more painful than spontaneous labour.  

 Alternative management options. 

 Risks and benefits of IOL. 

 Individual management plan in the case of unsuccessful IOL. 

 Supporting written information to be given – IOL leaflet and if applicable 
Outpatient IOL leaflet 

 

 Prolonged Pregnancy: IOL to be offered to take place at 41+3 weeks.  
 
Outpatient induction of labour can be offered to women at the RDH in case of: 
Uncomplicated pregnancy requiring induction of labour for prevention of prolonged 
pregnancy at 41+3 weeks gestational age 

Or Uncomplicated pregnancy requiring induction of labour for other low risk reasons as 
per discretion of consultant (GA 38-41+3) 

These women need to meet all inclusion criteria as outlined in the checklist (appendix 
B). See page 14 section 15 for additional outpatient induction of labour guidance. 

  Women who Decline IOL for Prolonged Pregnancy should be fully supported in their 
decision once the risks have been clearly discussed and documented. Increased antenatal 
fetal monitoring must be offered, including as a minimum:- 

 twice weekly CTG 

 Ultrasound estimation of liquor volume at term. 
 

  Membrane Sweeping 
 

Prior to IOL in uncomplicated pregnancies, membrane sweeping should be offered;  

 38 weeks AN visit: Discuss IOL and membrane sweep + provide PIL 

 40 weeks AN visit: Membrane sweep nulliparous women 

 41 weeks AN visit: Membrane sweep nulliparous and multiparous women 
To be decided at senior registrar or consultant level in other cases 

 
Care of Women having IOL 

 

 Women should be admitted between 08:00 and 18:00 in 2 hourly slots. 

 Full set of observations to be completed on the Labour risk assessment form (Pink) 

 CTG to be completed 

 Consultant/registrar: review and decide on the appropriate method of IOL. 
Recommended method of induction: Vaginal Propess (unless contraindicated) 

 Vaginal examination to assess Bishops Score 

 Score suggestive of an unfavourable cervix: insert Propess if normal CTG 

 Score suggestive of a favourable cervix: consider an ARM 

 Complete Propess Induction form, prescribe and insert Propess i/a 
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Assessment of fetal wellbeing: 
 

Following administration of Propess, ALL women will require: 

 a CTG for a minimum of 30 minutes 

 if the CTG is normal  and no other risk factors are present, the CTG may be 
discontinued.  

 if in doubt refer to a senior clinical midwife or obstetric registrar 

 Intermittent Auscultation (IA) at 12 hourly intervals in case of low risk induction 

 CTG monitoring at 6 or 12 hourly intervals as per instructions consultant 
 

When contractions begin, (uterine activity which is painful and regular, occurring every 3 
minutes (3:10) with cervical change) fetal wellbeing should be assessed with continuous 
electronic fetal monitoring. 

 

Assessment of maternal wellbeing: 
 

Women who are induced for post maturity with no other risk factors require 12 hourly 
observations until in established labour. 

 
 

When to Remove Propess®:  
 

 Where cervical dilatation has reached 4 cms 

 Significant PV bleeding  

 Uterine hyperstimulation or hypertonic uterine contractions 

 Evidence of fetal compromise 

 Evidence of maternal adverse dinoprostone effects  

 At least 30 minutes prior to starting an intravenous infusion of oxytocin 
 

 
 

After 24 hours: 

 Perform a CTG for at least 30 minutes 

 Perform a VE to assess suitability for ARM 

 If suitable for ARM, oxytocin can be commenced 30 minutes after removal of 
Propess 

 If unsuitable for ARM, further management should be discussed with a senior 
obstetrician. Propess can be left in situ for a further 6 hours if no other 
contraindications.  This must be discussed with a senior obstetrician. 

   
  Use of Oxytocin for IOL 

  IV Oxytocin alone should not be used for induction of labour 

  Oxytocin infusion should not be started for 30 minutes after Propess removal. 
 

  Use of Oxytocin for Augmentation of Labour 

 To be as part of an individual management plan by registrar or consultant 

 Augmentation of a woman with a history of previous Caesarean section or shoulder 
dystocia should only be decided at consultant level. 

 Vaginal examination:  4 hours after starting oxytocin or if near to full dilatation it 
would be more usual to reassess in 1-2 hours.   

 If there is less than 2cm progress after 4 hours of oxytocin, the woman must be seen 
by the obstetric registrar.  

 If there is 2cm or more progress, vaginal examinations should be advised 4-hourly.   
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Augmentation in the Second Stage of Labour with Oxytocin Infusion 

 

There are circumstances where oxytocin augmentation is commenced in the second 
stage of labour. This will be the decision of the registrar or consultant and, as in the 
guidance for the first stage of labour, potential obstructed labour must be considered 
when oxytocin use would not be advised.  

 
Outpatient Induction of Labour 

For a selected group (about 1000 per year), based on pre agreed inclusion/exclusion 
criteria, outpatient Induction of labour will be suitable.  

Women will be given an appointment to attend the induction lounge for outpatient 
induction if they meet the eligibility criteria when they are booked for induction. 

They will attend for fetal and maternal monitoring, the administration of the induction 
medication and post administration monitoring.  At this time they will be allowed to go 
home to await the onset of labour with an appointment to attend the labour suite on their 
booked campus around 24 hours after administration. 

Outpatient induction requiring induction of labour for prevention of prolonged pregnancy 
at 41+3 weeks gestational age can be offered to women by the community midwife for 
low risk women meeting the inclusion criteria. If the woman is happy with this plan an 
outpatient appointment for IOL can be booked.  

All other reasons will be per discretion of the consultant and should therefore be clearly 
documented. Timing of IOL needs to be between 38- 41+3 gestational age.  

On admission: 

 Change care pathway to CLC if still under MLC and to notify registrar/consultant 

 Registrar/consultant to confirm continuation as outpatient procedure appropriate 
and to prescribe propess following completion of pink risk assessment form 
including observations and CTG 

 Follow Outpatient Induction of Labour tool 

Any woman contacting labour ward and requiring a review should be invited in without 
delay  
 
A woman should be asked to come in promptly in the presence of: 

 Suspected uterine hyperstimulation (contracting frequency of 5 or more per 10 
minutes or contractions lasting 2 minutes or more) 

 Vaginal bleeding 

 Severe abdominal pain  
The midwife may consider on these (rare) occasions to ask the woman to remove the 
Propess® pending her journey into hospital and medical review. 
 

In case of suspected imminent birth the community midwife and ambulance need to be 
requested to attend in the same way as if the woman was in spontaneous labour. 

 


