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1.0  INTRODUCTION 
 
1.1 The clinical requirement for induction of labour arises from circumstances in which 

it is believed that the outcome of the pregnancy will be better if it is artificially 
interrupted rather than being left to follow its natural course. Induction of labour is 
perhaps unique in medicine because it seeks to advance a process which in the 
natural course of events is inevitable unless the pregnancy is terminated by 
caesarean section. 

 
1.2 Induced labour has an impact on the birth experience of women. It may be less 

efficient and is generally more painful than spontaneous labour. It is also more 
likely to require epidural analgesia and assisted birth. Induction of labour is a 
relatively common procedure. In 2004–05, 19.8% of all deliveries in the UK were 
induced. This includes induction for all medical reasons. Where labour was 
induced by drugs, whether or not surgical induction was also attempted, fewer than 
two-thirds of women gave birth without further intervention, with about 15% having 
instrumental births and 22% having emergency caesarean sections. 

 
 
2.0 UNCOMPLICATED POST-DATES PREGNANCY MANAGEMENT AND 

INDUCTION 
 
2.1 Dates should be confirmed by the booking ultrasound scan 
 
2.2 A vaginal examination to assess favourability for induction should be performed by 

the community midwife to enable appropriate counselling of a mother regarding the 
decision to induce and the timing. Cervical favourability defined as Modified 
Bishop’s score > 6. 

 
2.3 Membrane sweep/s should be offered prior to formal induction of labour (from 40 

weeks for primips and 41 weeks for multips) as they are associated with 
• reduced time between treatment and spontaneous labour 
• reduced incidence of prolonged pregnancy 
• reduced need for formal methods of induction 
• increased maternal discomfort and bleeding 

 Membrane sweeps are not associated with maternal or neonatal infection 
 
2.4 If the cervix is unfavourable and it is not possible to undertake a membrane sweep, 

women should be advised that the induction process may be prolonged and may 
result in caesarean section due to failed induction. Deferment of induction until the 
cervix is more favourable (but not after 42 weeks) should be discussed as an 
alternative. 

 
2.5 Admission for induction of labour may be booked by community midwives at 

Term+12. Low risk inductions will occur seven days a week. 
 
2.6 An obstetrician (SpR, Staff Grade or Consultant) should review women seeking 

earlier induction.  
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2.7 For women declining induction after term +14, an appointment to see their 
consultant should be made (for midwife booked women refer to consultant in 
antenatal clinic that day). 

 
2.8 Fetal health assessment (as directed by Consultant) on FMAU should be offered 

twice weekly, to include AFI & Doppler from 42 weeks. Women to be reviewed in 
antenatal clinic at 43 weeks if not delivered. 

 
2.9 The decision to induce labour, except in cases of uncomplicated post-dates 

pregnancies or PROM at term, should not be made without discussion with an 
experience obstetrician. Vaginal examination to assess favourability for induction is 
an important part of this decision. NICE advise that induction of labour is not 
recommended for maternal request alone, breech presentation, history of 
precipitate labour or suspected large for dates baby.   

 
2.10 A decision to induce is a decision to deliver.  Women should not be sent home 

once an induction has begun without discussion with a Consultant. 
 
2.11 All inductions should be booked in the computerised induction diary. 
 
2.12 The indications and arrangements for induction should be discussed with the 

woman and ideally her partner in the antenatal clinic. The indication for induction, 
the person authorising the induction and any specific management plan clearly 
documented in the notes.  

 
 
3.0 INDUCTION FOR PRE LABOUR RUPTURE OF MEMBRANES 
 
3.1 Women with PROM at term who do not choose a ‘wait and see’ approach should 

be induced as soon as possible following 24 hours. See PROM guideline. 
 
 Women with PROM and known Group B strep should be commenced on IV 

antibiotics and induction of labour commenced immediately. 
 
3.2 If a patient is admitted with SROM and contractions and has a vaginal examination 

but is not in established labour, they should be admitted and commence IOL within 
24hrs.  

 
3.3 The process for IOL with PROM is detailed below in the algorithm 9.0.  Propess is 

the only prostaglandin licensed for the use in PROM, but should be used with 
caution due to the increased risk of hyperstimulation. 

 
3.3 To reduce the risk of hyperstimulation with propess in the presence of ruptured 

membranes, women should only be given propess if there is no evidence of 
regular painful contractions and the bishops score is <6.  In the event of painful 
contractions or bishops score ≥6 women should be transferred to labour ward for 
assessment and possible induction with syntocinon.  

 
3.4 Women with preterm PROM will be managed on an individual basis see PROM 

guideline. The process for IOL is detailed below. 
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4.0 DECISION TO DELAY INDUCTION DUE TO EXCESSIVE WORKLOAD 
 
4.1 The elective workload should be reviewed on a daily basis by the LW Consultant 

and the Senior Matron / LW Coordinator. Any decision to postpone induction 
MUST be made by the LW Consultant and the Senior Matron / LW Coordinator 
and based on clinical need and / or priority. The decision to delay IOL must be 
recorded in the woman’s IOL paperwork with a clear plan. There should be a 
documented discussion with the woman and her partner.  

 
4.2 Women who have ruptured membranes should remain as inpatients and be 

treated as a priority for IOL.  They should be reviewed by the LW Consultant and 
IV Ab’s (to cover group B strep) should be considered. 

 
4.3  Other women will be assessed by the FMAU team on the day of cancelled 

 induction and prioritised for induction on the next day. 
 
4.4 FMAU may perform a CTG, basic observations, take a history of fetal 

 movements and review of maternal wellbeing where appropriate. 
 
 
 
5.0 WHAT IS PROPESS ®   
 
 This is a vaginal pessary containing 10mg of Dinoprostone (Prostaglandin E2) in a 

thin flat rectangular pessary contained in a knitted polyester retrieval system. It is 
essentially equivalent to 3 Prostin tablets given in a controlled manner, over a 24 
hour period without the need for repeated vaginal examinations. The major 
advantage of Propess is that it can be easily removed in the event of 
hyperstimulation. 

 
 The release rate is approximately 0.3mg per hour over 24 hours in women with 

intact membranes, release being higher with prelabour SROM. 
 
 Prostaglandin E2 (PGE2) is a naturally occurring compound found in low 

concentrations in most tissues of the body. It plays an important role in the 
complex ripening of the cervix.  

 
5.1 Propess PGE2 10mg should be prescribed on a drug chart when the 

induction is booked as the patient will not normally see a doctor prior to the 
induction.  In addition, Terbutaline 250mcg S/C should be added to once only 
section of the prescription sheet to be used if hyperstimulation diagnosed 
(see point 5.0) 

 
5.2 A patient information leaflet including details of admission should be given to the 

patient when IOL is booked. If Propess/ Terbutaline has not been prescribed prior 
to admission (eg low risk, post dates IOL) then this should be prescribed on 
admission. 
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The RCOG/ NICE 2008 guideline states the following  
 
Vaginal PGE2 is the preferred method of induction of labour, unless there are specific 
clinical reasons for not using it (see IOL in high risk situations).  It should be 
administered as a gel, tablet or controlled release pessary. 
   
 
5.3 Therefore, women for induction (excluding those in high risk situations – see 

point 11.0) of labour should receive Propess. If however the cervical dilatation 
is found to be > 3cm and fully effaced, or Bishops score >6 in the presence of 
SROM, then these women should be admitted to labour ward for ARM and 
syntocinon. 

 
5.4 The same protocol is used for primips and multiparous women and Propess can 

be used in caution with women who have ruptured membranes (see point 3.0) 
 
5.5 Note that severe asthma is a relative contraindication to prostaglandin 

administration and therefore the decision to use it must be made by the senior 
obstetrician in ANC.   

 

6.0 PROCEDURE FOR INDUCTION OF LABOUR WITH PROPESS 

6.1 All women for IOL should be admitted to the Fetal and Maternal Assessment Unit* 
(see appointments in electronic diary). The slots will be an hour apart at 08.00, 
09.00 and 10.00. 

 * unless alternative arrangement made via FMAU team. 
  
6.2 The Midwife will check the dates and reason for IOL and check that Propess is 

prescribed.  Any concerns regarding this need to be communicated to the 
Midwifery coordinator who will discuss the case with the SpR or Consultant on 
labour ward. Provided the woman has been seen in the ANC and the IOL has 
been authorised by a senior Obstetrician the woman does not need to wait to see 
a doctor.  

 
6.3 The midwife will check maternal observations (pulse, BP and temp), perform an 

antenatal assessment and a 20-30 minute CTG.  All procedures to be undertaken 
must be discussed fully with the woman. The women should be informed that 
Propess works over a 24 hour prior to ripen the cervix ready for labour and as such 
the next planned examination will not be performed until the next morning.  A good 
proportion of women however are likely to labour within this time. 

 
6.4 If intrapartum antibiotic prophylaxis for group B haemolytic streptococcus is 

planned, this should be administered around the time the induction is commenced. 
 
6.5 If the antenatal assessment and CTG is satisfactory a vaginal examination will be 

performed, cervical assessment undertaken and the Propess® pessary (if 
required) inserted as follows; 
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A vaginal examination will be performed, using only water based lubricant gel for 
lubrication. To prevent non intentional displacement at the time of insertion, it is advised 
to loop the tape at the pessary end. Once the cervix is located and assessed, insert the 
Propess® pessary in-between fingers and slide pessary into the posterior fornix.  
 
Turn pessary into transverse position in the posterior fornix, - withdraw fingers carefully 
allowing pessary tape to run the length of the vagina and tuck the end of the tape into 
the vagina. 
 
Instruct the woman to remain semi recumbent on the bed for 30 minutes following 
insertion. Instruct her to take care when visiting the toilet not to pull on the tape, if at all 
concerned request the woman to inform a Midwife. 
 
6.6 A CTG is to be performed for 1 hour after the pessary is inserted and 

recommenced if the woman complains of any significant painful uterine 
activity at  any time. The vaginal examination and findings should be recorded as 
normal in the patient records. 

 
6.7 Further monitoring of 6 hourly CTGs and maternal pulse will be performed either 

until labour has established or until 24 hours have passed since pessary insertion. 
 (NOTE: Between the hours of 22.00 hours and 06.00 hours, in the absence of 

uterine activity the woman does not need to be woken for fetal monitoring.. 
 
6.8 At any time if the patient complains of pain, either dinoprostone induced pain or 

contractions, maternal Pulse and a CTG should be recorded. 
 
6.9 If contraction become strong and regular or if patient requires further analgesia 

then a vaginal examination can be done WITH PROPESS IN SITU. Take care not 
to accidentally remove or displace propess. If not in labour DO NOT REMOVE 
PROPESS and continue monitoring.  If labour diagnosed i.e. the cervix is effaced, 
3cm or more dilated and the patient is having strong and regular contractions, then 
remove Propess by giving gentle traction to the protruding tape at the vulva, until 
completely removed. The patient should be transferred to labour ward for further 
management. Monitoring should be continued as detailed in the ‘Further 
Management’ section below (section 8.0). 

 
6.10 If SROM occurs but labour is not established DO NOT remove pessary, observe 

uterine activity and fetal heart at that time, followed by 6 hourly CTGs until either 
labour does establish or 24 hours has elapsed since insertion. 

 
6.11 If at any point the Propess pessary falls out or is inadvertently pulled out, or is 

removed in error before the woman is in labour then the same Propess can be 
reinserted provided it has remained clean.  

 
6.12  If the Propess pessary falls out and becomes contaminated, a new Propess 

pessary can be inserted (this does not need to be prescribed).  If reinsertion is 
required, total pessary time remains 24 hours from insertion of the first 
pessary.  In the presence of confirmed ruptured membranes – transfer the 
woman to LW for syntocinon rather than inserting a new propess pessary. 
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6.13 Active vaginal bleeding requires urgent senior medical review, CTG and    
Immediate removal of the pessary. 

 
 
7.0 HYPERSTIMULATION – contraction frequency being more than five in 10 

minutes (for at least 20 mins) or contractions exceeding 2 minutes in 
duration. 

 

 
 
7.1 If any maternal reaction to the pessary is suspected such as,  
 
 Nausea, Vomiting or Diarrhoea, 
 Hypotension, 
 Maternal tachycardia, 
 Genital oedema, 
 Uterine hyper stimulation. 
 
 the Midwife must inform the Midwifery coordinator immediately and the woman's 

care discussed with the Labour ward Obstetric Registrar. 
 
 

PROPESS MUST NOT BE REMOVED IN CASE OF UTERINE CONTRACTIONS 
EXCEPT WHEN THE PATIENT IS CONFIRMED TO BE IN LABOUR OR 

UTERINE HYPERSTIMULATION IS DIAGNOSED BY MEANS OF ABNORMAL 
CTG 
 

If Hyperstimulation is suspected 
 
If the patient is not on a CTG then this must be commenced immediately 
and the midwifery coordinator must be informed.  If  fetal bradycardia – 
remove Propess immediately and give 250mcg Terbutaline s/c, and call 
labour ward to organise transfer.   
 
If CTG is pathological then again the Propess is removed, Terbutaline given 
and the patient transferred to labour ward. 
 
If CTG is suspicious transfer to labour ward immediately or obtain advice 
from SpR, which ever is the quicker. A vaginal examination should be done 
(with water based lubricant) - If NOT in established labour and fetal heart is 
subsequently felt to be normal DO NOT remove pessary. If however patient 
is in established labour (i.e. the cervix is effaced, 3cm or more dilated and 
regular painful contractions are present) remove Propess. If the CTG 
continues to be suspicious the advice of the SpR must be sought. 
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8.0 FURTHER MANAGEMENT: 
 
8.1 Women who have started in labour with Propess. 
 
• If a women labours with Propess alone then provided that :- 

o The CTG remains normal for an hour post removal of Propess 
o The woman is not started on syntocinon 
o And there are no fetal or maternal reasons requiring continuous monitoring then 

subsequent monitoring can be by intermittent auscultation as per unit guideline. 
 

8.2 Women who have not laboured in the 24 hour period post Propess 
 insertion 

• Any patient who has not laboured over the 24 hours following Propess insertion 
needs to be transferred to Labour ward the following morning and a CTG 
commenced, cannula inserted and FBC and G&S sent. 

 
• If cervix is dilated enough to allow access to the fetal membranes an ARM will be 

performed and syntocinon commenced.  Please ensure there is a 30 minutes 
period between removal of Propess and commencing syntocinon however 
syntocinon should not be delayed longer than this regardless of parity. 

 
 If membranes have already ruptured, a baseline vaginal assessment is performed 

and the Propess removed.  Syntocinon can then be commenced after 30 minutes. 
 
8.3 If ARM not possible:- 
• Decision about further management should be in accordance with the woman’s 

wishes, and should take into account of the clinical circumstances.  Full discussion 
should occur between the Consultant and patient. 

 
• Options include the use of a foley catheter to manually dilate the cervix or 

caesarean section. 
 
 If there is a delay in transferring the women to labour ward the consultant must be 

informed of the reasons and should try to facilitate transfer. In this situation, 
Propess may be left in until transfer is possible.   
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10.0 TREATMENT OF SUSPECTED HYPERSTIMULATION 
 
10.1 Prolonged Bradycardia 
 Remove Propess and give 250 mcg Terbutaline S/C and transfer to labour ward 

for SpR/consultant review 
 
10.2 Pathological CTG 
 Remove Propess and give 250 mcg Terbutaline S/C if needed and transfer to 

labour ward for SpR/consultant review 
 
10.3 Suspicious CTG 
 If in labour – remove Propess and transfer to labour ward, continue CTG and get 

SpR/consultant review 
 
 If not in labour, leave Propess in situ and transfer to labour ward for 

SpR/consultant review (the review may take place prior to transfer). Subsequent 
management will depend on SpR/consultant assessment 

 
10.4 Normal CTG 
 Diagnosis of hyperstimulation not confirmed – leave Propess in and continue CTG. 

Women may remain on APNW provided adequate midwives to monitor CTG. 
Discuss with midwifery coordinator/SpR if concerned.  

 
 
11.0 HIGH RISK SITUATIONS 
 
 In certain specific clinical situations, PGE2 (propess) may not be the preferred 

method of choice for induction of labour: 
 
11.1 PROM with Bishops Score ≥6 
 To reduce the risk of hyperstimulation with propess in the presence of ruptured 

membranes, women should only be given propess if there is no evidence of 
regular painful contractions and the bishops score is <6.  In the event of painful 
contractions or bishops score ≥6 women should be transferred to labour ward for 
assessment and possible induction with syntocinon.  

 
11.2 PROM and Group B Strep 
 Women who are being treated as group B strep positive should be admitted for 

immediate IOL with syntocinon as soon as ROM is confirmed. 
 
11.3 Previous Caesarean Section 
 The decision to induce a woman with a uterine scar should be made by a 

Consultant.  Women should be aware that there is an increased risk of uterine 
rupture following IOL.  This is more common following use of prostaglandins.  
Although prostaglandins (including propess) are not licensed in women with a 
history of a previous caesarean section, they have been used in UK practice for 
years.  If ARM is not possible, NICE support the use of propess, but advise 
informed consent should be obtained and documented in these circumstances.  
Caesarean Section should be offered as an alternative to induction of labour. 
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11.4 Multiparity 
 The decision to induce a para >4 should be made by a consultant. Due to the 

increased risk of hyperstimulation and possible uterine rupture it is advisable to 
avoid propess and induce these women with an ARM and syntocinon. If propess is 
required this should be used in caution and prescribed only by a consultant. 

 
11.5 Multiple Pregnancies 
 Propess is not contraindicated for the use in multiple pregnancies. The decision to 

induce these women should be Consultant led. 
 
11.6 Severe IUGR 
 If the indication for induction is severe IUGR or any other fetal concerns, then 

induction on the labour ward and more thorough monitoring should be considered. 
This decision should be made by a senior Obstetrician and communicated 
accordingly. 

 
11.7 Maternal Diabetes 
 The decision to induce a woman with diabetes will be made by the multidisciplinary 

team.  Details regarding the process are highlighted in the Diabetes guideline. 
 
11.8 Intrauterine Death (IUD) 
 In the event of an IUD, propess is not the preferred method of IOL.  For more 

details see stillbirth guideline.  
 

 Caution must be exercised when prescribing Prostaglandins in women with 
active cardiac, pulmonary, renal or hepatic disease.  

 
 
12.0 MATERNAL REQUESTS FOR IOL  
 
12.1 NICE advise that induction of labour is not recommended for maternal request 

alone.  In the event of a woman requesting IOL, she should be reviewed and 
counselled by an experienced obstetrician and an individual management plan 
documented. 

 
 
13.0    MONITORING COMPLIANCE OF THIS GUIDELINE 
  
 In order to monitor compliance with this guideline, the auditable standards will be 

monitored as follows: 
 

 Minimum Requirements Evidenced by:- CNST 
standard 

A The reason for induction of labour is 
documented for prolonged pregnancy. 

Pregnancy / Birth 
Notes & medical notes 2.7 

B The decision to induce a woman with a 
uterine scar is made by a Consultant. 

Pregnancy / Birth 
Notes 2.7 
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C 

Maternal observations were performed 
during the induction process prior to 
established labour were as outlined in 
this policy. 

A/N admission notes 2.7 

D 

A CTG was performed 6 hourly was 
performed either until labour was 
established or until 24 hours have 
passed since pessary insertion. 

A/N admission notes 2.7 

E A CTG was performed for 1 hour after 
the pessary was inserted. A/N admission notes 2.7 

F Documentation of discussion on 
maternal requests for induction of labour. Pregnancy Notes 2.7 

 
Frequency 
An annual audit of Induction of Labour will be undertaken and a formal report will 
be written and presented at the Maternity Governance Forum.  
 
Undertaken by 
Multidisciplinary team 
 
Dissemination of results 
At the Maternity Governance Forum which is held monthly, at the O&G audit 
session which is held monthly and in the Maternity Governance Newsletter which 
is produced monthly 
 
Recommendations/ Action Plans 
Implementation of the recommendations and action plan will be monitored by the 
Maternity Governance Forum, which meets monthly.  
 
Any barriers to implementation will be risk assessed and added to local risk 
register.  
 
Any changes in practice will be highlighted to maternity unit staff via the monthly 
maternity risk newsletter, community midwifery & support staff will be informed by 
their team leaders via email, and the medical staff by the labour ward lead 
consultant obstetrician via email. 
 

 

14.0 ASSOCIATED CLINICAL GUIDELINES  
 Care of Women in Labour 
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 National Institute for Health and Clinical Excellence July 2008 Induction of labour. 

NICE. London 
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