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Summary 

This guideline aims to provide a safe and quality service to pregnant women who present at 
booking with a BMI that is greater than 30, to enable maternity staff to: 

• Plan appropriate care for women with a raised BMI 

• Minimise the clinical risks for the women and their fetus/es 

• Minimise the occupational health and safety risks for staff 

• Maintain dignity and self-esteem of the patient. 

(throughout this guideline the term women will be used to encompass all birthing people) 

 

Key Points 

• BMI should be calculated at booking for all pregnant women and recorded in the Electronic 
Patient Record within the observations tab. 

Formula: weight (kg) / [height (m)]2 

• Women are advised to take 5mg Folic acid up to 12 weeks of pregnancy and Vitamin D 10 
micrograms daily for the duration of pregnancy and if breastfeeding. 

• Pre-eclampsia risk assessment should be performed at booking via assessment tab. 

• A Venous Thromboembolism risk assessment performed at booking within the booking tab 
under VTE. 

• Blood pressure monitoring should be carried out at each maternity appointment using the 
appropriately sized cuff.  

• Arrange screening for gestational diabetes.  

• Growth scans should be performed 4 weekly from 32 weeks in women with BMIU>35 
unless other risks for FGR are determined. 

• Community Midwife can refer to the Anaesthetic clinic any women who are high risk or 
BMI ≥45. 

• The duty Anaesthetist and duty obstetric registrar should be informed when a woman with 
a BMI ≥40 is admitted to the Labour ward. 

• All women with a BMI ≥35 should be recommended to have active management of the 
third stage of labour. With consideration of the use of the Deltoid muscle.  

• Women with a BMI ≥40 should have IV access early in labour with FBC, group and save.  

Clinical Guideline for: 

Management of Women with a Raised Body Mass 
Index (BMI) 

Northern and Eastern Maternity Services 
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1.0 INTRODUCTION 

1.1 A BMI above 25 in pregnancy is associated with an increased risk of adverse outcomes 
for mothers and babies this includes thrombosis, gestational diabetes, high blood 
pressure and pre-eclampsia, stillbirth and miscarriage. 

1.2 The MBRRACE-UK report (2023) notes that 34% of women who died in this triennium 
were obese and 24% were overweight. 

1.3 Obesity is defined by the World Health Organisation (WHO) as a Body Mass Index 
(BMI) ≥30 (kg/m2). However, those individuals with a BMI ≥40 are defined as having 
Morbid/Level III obesity and defined as Bariatric. The standard WHO classification is 
shown in the table below: 
 

Classification   BMI (kg/m2)  Risk of obstetric/anaesthetic complications 

Normal range 18.5-24.9 No increased obstetric or anaesthetic risk 

Overweight 25-29.9 No increased obstetric or anaesthetic risk 

Obese I 30-34.9 Mildly increased obstetric and anaesthetic risk 

Obese II 35-39.9 Moderately increased obstetric and anaesthetic risk 

Obese III >40 Significantly increased obstetric and anaesthetic risk 

 

1.4 BMI should be calculated at booking or as early as possible in the pregnancy for all 
pregnant women and recorded in the Electronic Patient Record. Self-reported weights 
and heights should not be used as a substitute for accurate weight and BMI assessment. 

Formula: weight (kg) / height (m)2 

Example: Weight = 68 kg, Height = 165 cm (1.65 m) 
Calculation: 68 ÷ (1.65)2 = 24.98 

1.5 BMI should not be recalculated later in pregnancy but weights can be remeasured if 
required for manual handling and safe equipment use. 

2.0  PURPOSE 

2.1 To provide a safe and quality service to pregnant women who present at booking with a 
raised BMI that is greater than 30. 

Plan appropriate care for raised BMI pregnant women: 

• Minimise the clinical risks for the women and the fetus 

• Minimise the occupational health and safety risks for staff 

• Maintain dignity and self-esteem for the patient. 

3.0 SCOPE 

3.1 This guideline covers all pregnant women who book for maternity care with the Royal 
Devon University Healthcare Trust North and East sites and its associated Birth Centres. 
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4.0 RISKS OF OBESITY IN PREGNANCY  

 

Maternal (RCOG, 2018) Infant (RCOG, 2018) 

Miscarriage Early neonatal death 

Gestational diabetes Increased birth weight / macrosomia  

Hypertension / Pre-eclampsia Prematurity  

Mental health problems  Hypoglycaemia 

Pre-term labour Meconium aspiration 

Induced labour  Child adiposity  

Prolonged  Fetal congenital abnormality 

Venous thromboembolism  Difficulty in assessment of fetal 

growth by both palpation and 

ultrasound  

Difficulty monitoring the foetus  Increased risk of developing obesity 

and metabolic disorders in childhood 

Increased rate of Caesarean section / instrumental 

deliveries  

 

Anaesthetic complications   

Shoulder Dystocia   

PPH   

Post caesarean section wound infection   

Mortality   

Intrauterine death / Stillbirth  

Lower breastfeeding rate   

5.0 ANTENATAL CARE 

5.1 Women should be informed that most individuals with a raised BMI have straightforward 
pregnancies and healthy babies. Whilst women should be provided with the risks of 
raised BMI in pregnancy, in order to make informed decisions and choices, any 
discussions should be sensitive, empowering women to actively engage with health 
professionals and the services available to them. The use of language in such 
conversations is an important factor that contributes to the holistic approach to care and 
the experience women will have of maternity care.  

5.2 Women with BMI ≥30 ideally should commence 5mg folic acid supplementation daily 
prior to conception and continue until 12 weeks gestation.  

5.3 Advise the woman to take Vitamin D 10 micrograms daily in the form of a pregnancy 
vitamin for the duration of pregnancy and breastfeeding. 

5.4 A pre- eclampsia risk assessment should be performed at the booking appointment 
Women with at least two moderate risk factors or one high risk factor should be advised 
to take aspirin 150 mg/day from 12 weeks until 36 weeks see appendix 2. 
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5.5 A venous Thromboembolism risk assessment should be performed at the booking 
appointment. Women BMI >30 or greater prior to pregnancy have a pre-existing risk 
factor for developing VTE during pregnancy. 

5.6 A risk assessment for FGR and preterm birth should be conducted. Serial growth scans 
will be required for all pregnant women with a BMI ≥35 from 32 weeks. All women will 
require a symphysis fundal height measurement at 28 weeks prior to serial growth 
scans. If other risk factors see Clinical Guideline for Fetal Growth and Risk Assessment 
for fetal growth restriction and preterm birth. 

5.7 A fasting Blood Glucose Test (GTT) should be conducted for all women BMI ≥30 
between 24 and 28+6 weeks gestation. Refer to Diabetes in pregnancy - antenatal care 

5.8 An appropriately sized arm cuff should be used for taking a blood pressure 
measurement at the booking appointment and for all subsequent consultations. 

6.0 BMI 30-39.9 

6.1 If no additional risk factors then consultant referral not required and antenatal care can 
be midwife led. Discussion regarding the risk of shoulder dystocia should be part of the 
routine birth planning discussions and documented within the EPR. 

7.0 BMI 40-44.9 

7.1  A consultant referral is required. 

8.0 BMI ≥45  

8.1 Refer for an anaesthetic review. The discussion and management plan must be clearly 
documented in the EPR. This should include consideration of the ability to perform a   
Category 1 Unplanned caesarean birth out of hours and any particular individual 
characteristics that may exist. 

 

9.0 INTRAPARTUM MANAGEMENT 

9.1 Discussion about place of birth should be undertaken by 36/40. Multiparous women with 
a BMI up to 39.9 can be offered the Midwifery led room in North and the Exeter Birth 
Centre in East.  

9.2     Carry out a risk assessment, and when developing the birth plan, in conjunction with the 
woman, consider: 

• Their preferences,  

• Their mobility, 

• Any Comorbidities. 

9.3 The duty anaesthetist and duty obstetric registrar should be informed when a woman 
with a BMI ≥40 is admitted to the labour ward as part of the multidisciplinary review. 

9.4 Women with a BMI ≥40 should have IV access early in labour with FBC and group and 
save taken. 

9.5 Thromboembolic stockings to be used for women with a BMI ≥35, consider venaflow calf 
compression devices for all women with BMI ≥40. 

https://royaldevonstaff.nhs.uk/maternity-resources-east?media_item=9328&media_type=10#file-viewer
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9.6 Women receiving prophylactic (low) dose thromboprophylaxis should wait 12 hours after 
last dose before spinal / epidural catheter insertion or removal. Allow 4 hours after 
insertion / removal of catheter before next dose. 

9.7 Women on twice daily low dose Heparin or therapeutic dose may not have regional 
anaesthesia (epidural or spinal) until 24 hours after the last dose, therefore should stop 
low dose heparin prior to induction or as soon as labour begins or when membranes 
rupture.  

9.8 Women on prophylactic dose cannot have regional anaesthesia for 12 hours after the 
last prophylactic dose. Therefore, women should be advised to stop taking antenatal 
LMWH the evening prior to induction, as soon as labour begins or when membranes 
rupture. If in doubt, they should discuss with Maternity Triage. 

9.9 Women with a BMI ≤35 can use the birth pool in any birth setting, those with a BMI 36-
39.9 may use the birth pool of the Exeter Birth Centre or on Labour Ward.  It is not 
recommended that women with a BMI >40 use the birth pool due to increased risks 
especially with manual handling. 

9.10 Assess pressure areas in labour 4 hourly (as raised BMI increases risk) and documented 
within the skin risk assessment and maintain skin integrity to reduce risk of pressure 
sores. 

9.11 Perform bedside ultrasound scan to confirm fetal presentation at the start of labour if the 
baby’s presentation is uncertain. 

9.12 Be alert to the increased risk of shoulder dystocia. 

9.13 All women with a BMI ≥35 should be recommended to have active management of the 
third stage of labour. Women with BMI>40 should be given intramuscular 
Syntometrine or oxytocin in their deltoid muscle to improve absorbance.  

10.0 FETAL MONITORING  

10.1 Raised BMI alone is not an indication for continuous fetal monitoring in labour. If there 
are no other co-morbidities, medical or obstetric complications. Intermittent fetal heart 
auscultation should be used as per NICE CG190 Intrapartum care for healthy women 
and babies.  

10.2 Be aware of the difficulties of fetal monitoring. If loss of contact with fetal heart is an 
issue, a fetal scalp electrode should be considered. 

11.0 PLANNED AND UNPLANNED CAESAREAN BIRTH 

11.1 Ensure manual handling policy followed when transferring people from bed to operating 
table. 

11.2 Site of Skin incision should be discussed with person prior to operation and planned to 
avoid areas of skin under a pannus that will be at higher risk of infection post-partum.  A 
higher transverse incision may be necessary to achieve this. 

11.3 Good Operative exposure and lighting is essential.  Consideration should be made to 
use a retractor such as an O ring. 

11.4 Consider closing the rectus sheath with PDS rather than vicryl. If over 2cm of sub 
cutaneous tissue then use a dissolvable suture to close this space. 
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11.5 Consider supplying a negative pressure dressing. It is best practice to discuss this with 
the person prior to the procedure to explain the postoperative presence of the device 
and how to care for the wound at home. 

11.6 All women with a BMI >40 require the appropriate clinician to perform the procedure.  
This will be either a consultant or a doctor in training who has demonstrated competency 
as per RCOG training framework. 

11.7 All women with a BMI >50 must have a consultant Obstetrician in attendance for their 
caesarean birth. 

12.0 POSTNATAL MANAGEMENT 

12.1 Women with a BMI ≥30 should be encouraged to mobilise as early as practicable 
following childbirth to reduce the risk of thromboembolism. 

12.3 Women with a BMI ≥40 will need prophylactic low molecular weight heparin dependant 
on booking weight see appendix 1. 

12.4 TED stockings or calf compression devices to be worn throughout hospital stay 
regardless of mode of delivery for women with BMI ≥35. 

12.5 An Additional 24 hours of IV antibiotics should be considered for women with a booking 
BMI of >40 who undergo a caesarean section. 

13.0 PREVIOUS BARIATRIC SURGERY 

13.1 A minimum waiting period of 12–18 months after bariatric surgery is recommended 
before attempting pregnancy to allow stabilisation of body weight and to allow the correct 
identification and treatment of any possible nutritional deficiencies that may not be 
evident during the first months. 

13.2 Women with previous bariatric surgery have high-risk pregnancies and should have 
consultant-led antenatal care. 

13.3 Women with previous bariatric surgery should have nutritional surveillance and 
screening for deficiencies during pregnancy. 

13.4 Women with previous bariatric surgery should be referred to a dietician for advice with 
regard to their specialised nutritional needs. 
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14.0 EQUIPMENT 

 The maternity unit has access to bariatric equipment to protect patients and staff from 
injury. The weight limit for equipment in use in the maternity unit is as follows: 

 

Equipment  Weight limit Eastern Services Weight Limit Northern 
Services 

ANC Couches 225Kgs (35 stone) 260kg 

APN Ward beds 

250Kgs (39 stone) 

There are 2 bariatric beds in the Trust which 
can take up to 458Kgs (72 stone) 

185kg 

Delivery beds 180Kgs (28 stone) 227kg 

Operating Table 450Kgs (70 stone) 300kg 

Easy chairs 

Regular easy chairs take up to 127Kgs (20 
stone). For women over this weight a 
bariatric easy chair can be borrowed from 
Trust 

 

Wheelchairs 
A regular hospital wheelchair takes up to 
203 Kgs (32 stone). Over 203Kgs a bariatric 
wheelchair can be borrowed from Trust 

100kg 

Commodes 
A bariatric commode can be borrowed from 
the trust and will take up to 170Kgs (26.7 
stone).  

 

Shower chair 
A bariatric shower chair for weights up to 
170Kgs (26.7 stone) can be borrowed from 
the Trust 

 

Hoist 

Maternity hoist kept in the bathroom (APN 
11) takes up to 228Kgs (35 stone). For 
women over 250 Kg (39 stone) a hoist can 
be borrowed from Trust 

160kg 

Toilets  
Toilet pan takes up to 3000kg (472 stone) if 
no cracks in the pan 

 

 Toilet seat takes up to 28 stone  

15.0 MONITORING COMPLIANCE WITH THIS GUIDELINE  

15.1 Any concern or non-compliance with this guideline that is identified through the 
investigation of clinical incidents, claims or complaints will be reviewed as per the Trust 
Policies regarding Incidents, Claims and Complaints, and may result in an audit and/or 
amendment to the guideline. 
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Appendix 1 - Antenatal prophylactic & therapeutic doses of low-molecular 
weight heparin 

 
 
 

Weight (Kg) Standard Dalteparin Dose  
(International Units) 

Enoxaparin Dose 

<50 2500 units daily, S/C 20mg daily 

50-90 5000 units daily, S/C 40mg daily 

91-130 7500 units daily  S/C  60mg daily 

131-170 10,000 units daily S/C (given in 
2 divided doses) 
Hence 5000iu BD (0800 &2000)  

80mg daily 

>170           75 units/kg/day (given in 2 
divided doses) 

0.6mg/kg/day  

 
 
 
 
 
 

Appendix 2 - Assessment for low dose aspirin in pregnancy 
 
 

 
 
 
 
 
 
 
 
 
 

High Moderate 

Hypertensive disease during a 

previous pregnancy 

Nulliparous 

Chronic kidney disease Age 40 or over 

Autoimmune disease such as SLE 10 years or more since a previous 

pregnancy 

Type 1 or Type 2 diabetes Family history of pre-eclampsia 

Chronic hypertension BMI 35kg/m² or more at booking 

Placental histology confirming 

placental dysfunction in a previous 

pregnancy 

Multiple pregnancy 

PAPP-A less than 0.415 MoM Sickle cell disease 
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Summary 
 

This guideline outlines indications for and process of IOL. 
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1.0 INTRODUCTION 

1.1 The clinical requirement for Induction or Labour (IOL) 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. IOL 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. 

2.0 IOL BOOKING PROCESS 

2.1 Dates should be confirmed by the booking ultrasound scan 

2.2 The decision to induce labour, except in cases of uncomplicated post-dates 
pregnancies, PROM at term, low PappA (in normally grown baby) should not be 
made without discussion with an experienced Obstetrician.  

2.3 Membrane sweeps may be offered from 38/40 in women with intact 
membranes if she has a formal induction booked at 39 weeks and to all 
women (planning vaginal birth) with intact membranes from 39 weeks if 
feasible.  

2.4 Membrane sweeps are associated with 

• reduced time between treatment and spontaneous labour 

• reduced incidence of prolonged pregnancy 

• reduced need for formal methods of IOL 

• increased maternal discomfort and bleeding 

Membrane sweeps are not associated with maternal or neonatal infection 

2.5 A decision to induce is a decision to deliver.  Women should not be sent home 
once an IOL has begun with propess without discussion with a Consultant. Home 
induction is an option for low risk women, see point 6. 

2.6 Each IOL should be booked on the FMAU snap board. Low risk IOL takes place 
every day. Recommended information required: patient name, hospital number, 
parity, gestation, indication for IOL, method of IOL and any other important risk 
factors (e.g. previous Caesarean Section). Information can be added in the 
comments section of the IOL order.  

2.7 Low risk women being induced for certain indications – see section 6.1 can be 
offered inpatient propess induction or outpatient induction with mechanical 
methods – see section 6.1 

2.8 The IOL medication and analgesia should be prescribed when booking an IOL. 
Propess® 10mg PV and terbutaline 250mcg S/C can be ordered through the IOL 
order set. Analgesia, usually paracetamol 1g PO/IV QDS and dihydrocodeine 
30mg PO QDS (for 48 hours) should also be ordered in addition to Group B 
Streptococcus intra-partum antibiotic prophylaxis if appropriate. 

2.9 The indications and arrangements for IOL should be discussed with the woman 
and ideally her partner. The indication for IOL, the person authorising the IOL 
and any specific management plan should be clearly documented in the notes.  
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2.10 A patient information leaflet, including details of admission should be given or 
shared electronically with the patient when an IOL is booked. 

2.11 All women for IOL should be admitted to the Fetal and Maternal Assessment Unit 
(Monday to Friday) and Triage (Saturday and Sunday) upon arrival for IOL. 
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3.0 PROLONGED PREGNANCY FROM 41 WEEKS 

3.1 Induction of labour for postmaturity can be offered from 41+0 weeks and is 
recommended at 42 weeks – low risk women can remain low risk if the labour 
by T+14. 

3.2 Inform women that some risks associated with pregnancy continuing beyond 41 
weeks may increase over time and these include: 

• An increased likelihood of caesarean section 

• An increased likelihood of the baby needing admission to NICU 

• An increased likelihood of stillbirth and neonatal death 

Induction of labour from 41 weeks may reduce these risks but they will also need 
to consider the impact of induction on their birth experience.  

3.3 Detailed breakdown of the risks and benefits of IOL for prolonged 
pregnancy is highlighted in Appendix 4  

3.4 For IOL for prolonged pregnancy: If the cervix is unfavourable and it is not 
possible to undertake a membrane sweep, women should be advised that the 
IOL process may be prolonged and may result in Caesarean Section due to 
unsuccessful IOL. Deferment of IOL until the cervix is more favourable (but not 
after 42 weeks) should be discussed as an alternative. 

3.5 Post mature women who are otherwise low risk can be offered out-patient IOL 
with mechanical methods – see point 6.3. 

3.6 For women declining IOL at term +14, an appointment to see their Consultant 
should be made (for low risk women refer to Consultant in ANC that day).  Fetal 
health assessment (as directed by Consultant) on FMAU should be offered twice 
weekly, to include CTG, AFI & Doppler at term +14. Women to be reviewed in 
ANC at 43 weeks if not delivered. 

3.7 Inform women that monitoring only gives a snapshot of the current situation and 
cannot predict reliably adverse events and when these events might happen. 

4.0  PRE-LABOUR RUPTURE OF MEMBRANES (PROM) AT TERM 

4.1 Women with PROM at term, who have clear liquor and are not known to have a 
risk factor for GBS, offer either induction as soon as reasonably possible or 
expectant management for up to 24 hours following SROM.  Induction of labour 
is then recommended at 24 hours.  

4.2 Women with PROM and known risk factor for Group B Streptococcus should be 
commenced on IV antibiotics and IOL commenced immediately. Propess® may 
be used if the cervix is unfavourable BS<6  

4.3 Women with PROM and thick (significant) meconium should be transferred to 
Labour Ward and IOL commenced immediately with oxytocin. If meconium is 
thin, IOL should still be commenced but Propess® may be used if the cervix is 
unfavourable (BS<6). 
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4.4 Please refer to Pre-labour Rupture of Membranes (PROM) at term guideline and 
Group B streptococcal sepsis early onset prevention - Maternity and NNU 
guideline for further details. 

4.5 If a patient is seen with SROM and contractions and has a digital vaginal 
examination but is found not to be in established labour; the patient should 
remain as an inpatient. A review and intervention is recommended if not in 
established labour within 6 hours of VE, due to the increased risk of infection 

4.6 Propess® is the only prostaglandin licensed for the use in PROM but should be 
used with caution due to the increased risk of hyperstimulation. To reduce 
this risk, 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 IOL with oxytocin.  

4.7 IOL using balloon catheter or other mechanical methods is not an option 
in PROM 

5.0 IOL Indications 

Maternal Conditions 

Indication 
Gestation that IOL may 
be offered 

Evidence 

Ante-Partum Haemorrhage 
at Term or recurrent in 
third trimester 
(unexplained) 

Consider from 37 
RCOG Green-Top 
Guideline 63: Antepartum 
Haemorrhage 

Epilepsy Not an indication for IOL 
RCOG Green-Top 
Guideline 68: Epilepsy in 
Pregnancy 

Diabetes in Pregnancy 
(Type 1 / 2 / Gestational) 
 
Macrosomia 
Controlled by insulin, 
normal fetal growth 
Controlled by diet, no 
complications 

 
 
38 
39-40 
 
By 41 weeks 

NICE Guideline NG3: 
Diabetes in Pregnancy 
 
Local RDUH East 
consensus: Diabetes in 
pregnancy - antenatal care 
Maternity guideline 

Hypertensive Disorders 
 
Essential Hypertension 
Gestational Hypertension 
Pre-eclampsia 
Eclampsia 

If severe/uncontrolled BP, 
may induce earlier 
Not before 37  
Not before 37 
Preferably not before 34 
Stabilise and deliver 

NICE Clinical Guideline 
107: Hypertension in 
Pregnancy 

IVF Pregnancy 39-40 

Local RDUH East 
consensus: IVF assisted 
reproduction treatments 
Maternity guideline 
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Maternal Age ≥40 at 
booking 

39-40 

RCOG Scientific Impact 
Paper 34: Induction of 
Labour at Term in Older 
Mothers 
 
Local RDUH East 
consensus: Age - raised 
maternal age in pregnancy 
guideline 

Maternal Request e.g. 
partner posted abroad 

40 if favourable 
NICE Clinical Guideline 
207: Inducing Labour 

Obstetric Cholestasis 

Bile Acids ≥100 – 35-
36/40 
Bile Acids 40-100 – 38-
39/40 

RCOG Green-Top 
Guideline 43: Obstetric 
Cholestasis 

Parity >4 

Not an indication for IOL 
Mechanical methods for 
Cervical ripening 
preferred as increased 
risk hyperstimulation with 
Propess® 

Local RDUH East 
consensus 

Significant Pelvic Girdle 
Pain / Symphysis pubis 
dysfunction 

From 39 if favourable  

Local RDUH East 
consensus: Pelvic girdle 
pain in pregnancy - 
Maternity guideline 

Precipitate Labour Should not be offered IOL 
NICE Clinical Guideline 
207: Inducing Labour 

Previous Caesarean 
Section 

Not an indication for IOL 
Mechanical methods for 
cervical ripening 
preferred as increased of 
risk uterine scar rupture 
with Propess®. Neither 
are licensed although in 
common use in UK. Offer 
Caesarean Section as an 
alternative. Consultant 
discussion and decision 
advised. 

RCOG Green-Top 
Guideline 45: Birth After 
Previous Caesarean Birth 
 
Local RDUH East 
consensus: Vaginal birth 
after caesarean section 
(VBAC) Maternity guideline 

Previous Stillbirth Individualise care 
Local RDUH East 
consensus 

Prolonged pregnancy From 41+0 
NICE Clinical Guideline 
207: Inducing Labour 

Red Cell Antibodies 
37-38 (if stable) 
May be earlier if unstable 
or rising titres 

RCOG Green-Top 
Guideline 65: Red Cell 
Antibodies During 
Pregnancy 
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Sickle Cell Disease 38 
RCOG Green-Top 
Guideline 61: Sickle Cell 
Disease in Pregnancy 

Venous Thromboembolism 
on treatment dose heparin. 

Not an indication for IOL. 
Consider timing of IOL to 
minimise omitted heparin 
doses 

RCOG Green-Top 
Guideline 37A: Thrombosis 
and Embolism During 
Pregnancy 

Fetal Conditions 

Indication 
Gestation that IOL may 
be offered 

Evidence 

Breech Should not be offered IOL 
NICE Clinical Guideline 
207: Inducing Labour 

Growth Restriction 
EFW <3rd centile 
Normal Umbilical Artery 
Doppler 
 
 
Abnormal Doppler 
(Umbilical, MCA or DV) 
 
 
EFW>3rd but <10th 
Centile 
Normal Umbilical Artery 
Doppler 
Abnormal Doppler 
(Umbilical, MCA or DV) 
 

 
37 
Mechanical methods for 
cervical ripening 
preferred (to prevent 
hyperstimulation) 
 
Individualised Care – 
likely section 
 
39 
 
Individualised care – 
likely section 
 

RCOG SGA Guideline and 
Saving Babies Lives v2 

Late Booker (pregnancy 
dated by USS >20/40) 

40 
Local RDUH East 
consensus 

Low Papp A <0.41 MOM Offer 39-40 Local RD&E consensus 

Macrosomia  
 

If EFW >97th centile or 
EFW >4kg at 40/40 
counsel as per LGA 
guideline and offer IOL 
38-39 weeks 

NICE Clinical Guideline 
207: Inducing Labour  
 
RCOG Green-Top 
Guideline 42: Shoulder 
Dystocia 

Multiple pregnancy 
 
Mono-chorionic twins 
Di-chorionic twins 
 

 
 
36  
37 
 

NICE Clinical Guideline 
129: Multiple Pregnancy 
 
Local RDUH East 
consensus: Multiple 
pregnancy - Maternity 
guideline 
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Polyhydramnios (AFI >25) 39 - 40 

Local RDUH East 
consensus:  
Polyhydramnios Maternity 
guideline 

Reduced fetal movements 

If presents >40/40 – 
advise IOL 
If presents >39/40- 
discuss pros/cons 
Recurrent reduced FM 
offer IOL from 39/40 
If other risk factors – for 
senior decision re timing  

Local RDUH East 
consensus: Reduced fetal 
movements Maternity 
guideline 

Stillbirth / Intra-Uterine 
Fetal Demise 

Offer mifepristone at time 
of IUD diagnosis with 
misoprostol 48 hours 
later. Propess® / oxytocin 
not routinely used. 

Local RDUH East 
consensus: Stillbirth 
Maternity guideline (greater 
than or equal to 24 weeks) 

Ruptured Membranes  
 
Pre-term (PPROM) <37 / 
40 
 
 
Term (PROM) ≥37 / 40 
AND not contracting 
 
 
 
Group B Streptococcus 
 
 
 
Meconium (thick) 
 
 
 
Meconium (thin) 
 
 
Suspected 
chorioamnionitis 
 

 
 
37 
34 if GBS +ve 
 
Offer immediate IOL and 
recommend  IOL at 24 
hrs after SROM; Propess 
if BS <6 and no 
contractions, if ≥6 then IV 
oxytocin 
Recommend IOL as soon 
as SROM confirmed, 
commence IV Antibiotics 
 
Transfer to LW as soon 
as SROM confirmed, 
commence oxytocin 
 
Offer IOL as soon as 
SROM confirmed  
 
Offer IOL, commence IV 
Antibiotics 

Preterm (less than 37 
weeks) prelabour rupture of 
membranes PPROM - 
Maternity Guideline  
 
NICE Clinical Guideline 70: 
Inducing Labour 
 
 
 
RCOG Green-Top 
Guideline 36: Group B 
Streptococcal Disease 
 
Pre labour rupture of 
membranes (PROM) at 
term guideline 
 
 
Group B streptococcal 
sepsis early onset 
prevention - Maternity and 
NNU guideline 
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6.0 OUTPATIENT IOL 

Outpatient IOL with a mechanical cervical ripening device allows women the 
opportunity to return home and await effacement and dilatation of their cervix 
prior to returning for ARM. 

6.1 Criteria for Outpatient IOL 

 Inclusion criteria: 

• Gestations between 37+0 to 41+6 weeks 

• Parity up to and including P3 

• Cephalic presentation 

• Cervix not suitable for ARM 

• Intact membranes 

• No pre-existing medical conditions (unless explicit agreement from  a consultant) 

 Induction indications include: 

• Obstetric cholestasis 

• Raised maternal age with normal growth velocity 

• Low Papp A with normal growth velocity 

• Gestational diabetes (GDM) on diet or metformin 

• Maternal choice for concern regarding large for gestational age (LGA) baby 

• IVF conception 

• Antepartum haemorrhage (APH) over 2 weeks ago 

• Pelvic Girdle pain 

• Social Indication 

6.2 Contraindications to Outpatient IOL include: 
• GDM on insulin – unless specific consultant plan for outpatient IOL with 

mechanical methods documented 

• Pregnancy induced hypertension (PIH) or pre-eclampsia (PET) 

• Multiple pregnancy 

• Reduced fetal movements 

• SGA with customised growth chart  EFW less than 10th centile. 

• Previous Caesarean section (CS) or uterine surgery 

• 42+0 weeks and above 

• Any CTG concerns on pre IOL CTG assessment 

• Free fetal head 

• APH in the last 2 weeks 

• Significant social complexity 

• Limited English 

• Women with no telephone or no form of transport 

• ≥Para4 

6.3 Women should receive clear instructions as highlighted in algorithm of when to 
call and when to return. 

  



 
 

 
 

Clinical Guideline: Induction of labour  
Maternity Governance Group 

Date Approved: 13/03/2024  Page 21 of 62 

7.0 IOL ALGORITHMS 

7.1 Propess® IOL Algorithm 

 
Prior to commencing IOL with Propess® 

 
Check gestation 

Check IOL indication in notes 
Maternal observations (P, BP, Temp) 

History of contractions / membrane rupture 
Abdominal Examination 

Presentation USS 
CTG 20-30 minutes or until meets NST 

 

Prescription Chart: 
Confirm Allergy status and sign 

Propess® 10mg PV as once only 
Terbutaline 250mcg SC as once only 

Paracetamol 1g PO/IV QDS as required 
Dihydrocodeine 30mg PO QDS as required 

IV Antibiotics if Group B Streptococcus 

 
If no evidence regular painful contractions, perform Vaginal Examination with verbal consent 

 
Membranes Intact 

 

 
Confirmed Ruptured Membranes 

 
Cervix uneffaced and 

<3cm dilated 

 
Cervix fully effaced 
and >3cm dilated 

 

 
Bishops Score ≥6 
OR regular painful 

contractions 

 
Bishops Score  

<6 

 
Propess® into 
posterior fornix 

CTG for 30 minutes 
 

   
Propess® into 
posterior fornix 

CTG for 30 minutes 

 
CTG every 6 hours 
OR when painful 
uterine activity 
commences 

   
CTG every 6 hours 
OR when painful 
uterine activity 
commences 

 
 

24 hours post insertion 
of Propess® 

 

   
24 hours post insertion 

of Propess® 

 
Transfer to Labour Ward 

VE +/- amniotomy +/- oxytocin 
 

 
  

Add 
Propess on 

Avatar 
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7.2 Cervical ripening balloon catheter or Dilapan IOL algorithm – In patient 

 
Prior to commencing IOL with a Cervical Ripening Balloon Catheter 

 
Check gestation 

Check IOL indication in notes 
Maternal observations (P, BP, Temp) 

History of contractions / membrane rupture 
Abdominal Examination 

Presentation USS 
CTG 20-30 minutes or until meets NST 

 

Prescription Chart: 
Confirm Allergy status and sign 

Paracetamol 1g PO/IV QDS as required 
Dihydrocodeine 30mg PO QDS as required 

IV Antibiotics if Group B Streptococcus 

 
If no evidence regular painful contractions, perform Vaginal Examination with verbal consent 

 
Membranes Intact 

 
 

Cervix uneffaced and <2cm dilated 
 
 

 
Cervix fully effaced and >2cm dilated 

 

 
Insert Mechanical Method – Dilapan/CRB 

CTG for 30 minutes 
 

 

 
CTG if painful uterine activity if high risk 

(IUGR/VBAC)  

 

 
 

12-24 hours post insertion of balloon/Dilapan or 
if balloon falls out or is SROM 

 

 

 
Transfer to Labour Ward 

VE + amniotomy +/- oxytocin 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Document both 
Dilapan Rods or 
balloon catheter 
on the woman’s 
AVATAR 
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7.3 Outpatient IOL – Mechanical Dilapan Rod or Cervical Ripening Balloon (CRB) 
 

Prior to commencing outpatient IOL 

Confirm the patients fits criteria as outlined in point 5.1: 

Check practicalities 

Has transport  

Will not be alone at home 

Has a good understanding of English or will be with someone able to interpret at 
all times 

Has triage/ labour ward contact details for queries 

Aware to call immediately for advice if: PROM, Uterine Activity, Fetal Movement 
Concerns or Vaginal Bleeding 

 
 

 
Prior to commencing Outpatient IOL with Cervical Ripening Mechanical method 

 
Check gestation 

Check IOL indication in notes 
Maternal observations (P, BP, Temp) 

History of contractions / membrane rupture 
Abdominal Examination 

Presentation USS 
CTG 20-30 minutes or until meets NST 

 

Prescription Chart: 
Confirm Allergy status and sign 

Paracetamol 1g PO/IV QDS as required 
Dihydrocodeine 30mg PO QDS as required 

IV Antibiotics if Group B Streptococcus 

 
If no evidence regular painful contractions, perform Vaginal Examination with verbal consent 

 
Membranes Intact 

 
 

Cervix uneffaced and <2cm dilated 
 
 

 
Cervix fully effaced and >2cm dilated 

 

 
Insert Mechanical Method – Dilapan/CRB 

CTG for 30 minutes 
 

 

 
Allow home with clear advice of when and who 

to call 

 

 
 

12-24 hours post insertion of Dilapan or if 
SROM 

 

 

Document both 
Dilapan Rods or 
balloon catheter 
on the woman’s 
AVATAR 
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Transfer to Labour Ward 

VE + amniotomy +/- oxytocin 
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8.0 HYPERSTIMULATION WITH PROPESS 

8.1 Contraction frequency being more than five in 10 minutes (for at least 20 minutes) 
or contractions exceeding 2 minutes in duration. 

8.2 Hyperstimulation will not occur as a result of a cervical ripening balloon catheter 
or Dilapan. 

8.3 Hyperstimulation is more likely with Propess® in the presence of PROM. 

8.4 Terbutaline is a B2 agonist which relaxes the uterus. 

8.5 Prolonged Bradycardia: Remove Propess® and give 250 mcg terbutaline S/C 
and transfer to Labour Ward for Registrar or Consultant review 

8.6 Pathological CTG: Remove Propess® and give 250 mcg terbutaline S/C if 
needed and transfer to Labour Ward for Registrar or Consultant review 

8.7 Suspicious CTG: If in labour – remove Propess® and transfer to Labour Ward, 
continue CTG and get Registrar or Consultant review. If not in labour, leave 
Propess® in situ and transfer to Labour Ward for Registrar or Consultant review 
(the review may take place prior to transfer). Subsequent management will 
depend on Registrar or Consultant assessment 

8.8 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 the Senior Matron / Labour Ward Coordinator or 
Registrar if concerned. 

9.0 INDUCTION METHODS: ONGOING LABOUR CARE 

9.1 Women who have started in labour with Propess®in situ /mechanical 
methods: If a woman labours with Propess®/mechanical methods alone, then 
provided that the CTG remains normal for a 30 minutes post removal of 
Propess®/mechanical methods, the woman is not started on oxytocin and there 
are no fetal or maternal reasons requiring continuous electronic fetal monitoring, 
then subsequent monitoring can be by intermittent auscultation as per unit 
guideline. Low risk women may also labour in the low risk birth centre as 
induction alone is not an indication to deliver on the Labour Ward. 

9.2 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 for ongoing care.  If 
there is a delay – Propess can remain in situ for up to 30 hours. A cannula 
and bloods (FBC / G&S) are NOT required prior to amniotomy for every 
patient. 

9.3 If cervix is dilated enough to allow access to the fetal membranes an amniotomy 
will be performed and oxytocin commenced.  Please ensure there is a 30 minutes 
period between removal of Propess® and commencing oxytocin. 

9.4 If membranes have already ruptured, a baseline vaginal assessment is 
performed and the Propess® removed.  Oxytocin can then be commenced after 
30 minutes. 
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9.5 Women who have had a cervical ripening balloon catheter that has 
spontaneously fallen out should have an amniotomy performed on Labour Ward. 
No delay is necessary from amniotomy to starting oxytocin. 

9.6 Women who have had a cervical ripening balloon catheter that has remained in 
situ should have the 30mL balloon deflated, the balloon removed and an 
amniotomy performed on Labour Ward. No delay is necessary from removal of 
balloon and amniotomy to starting oxytocin. 

 

9.7 Women who have had dilapan mechanical dilatation that have remained in situ 
should have them removed, counted and documented.  An amniotomy can then 
be performed and oxytocin commenced. 

9.8 The oxytocin intravenous infusion should be prescribed on the MAR as 500mL 
0.9% Normal Saline with 30 IU Syntocinon®. See Oxytocinon (Syntocinon) - 
Maternity guideline 

9.9 If amniotomy not possible: Decision about further management should be in 
accordance with the woman’s wishes and should take account of the clinical 
circumstances.  Full discussion should occur between the Consultant and 
patient. Options include the use of a cervical ripening balloon catheter to 
mechanically dilate the cervix or a Caesarean Section. 

10.0 DECISION TO DELAY IOL DUE TO EXCESSIVE WORKLOAD 

10.1 The elective workload should be reviewed at the twice daily Labour Ward 
handover by the Labour Ward Consultant and the Senior Matron / Labour Ward 
Coordinator. All inductions should be discussed, any decision to postpone IOL 
or delay transfer to Labour Ward MUST be made by the Labour Ward Consultant 
and the Senior Matron / Labour Ward Coordinator and should be based on 
clinical need and / or priority.  This discussion should be recorded in the woman’s 
chart with a clear ongoing plan.  
The smartphrase .INDUCTIONDELAY should be used where available to aid 
documentation.  This can be found under senior ward round in notewriter.  There 
should also be a documented discussion with the woman and her partner.  

10.2 Women who have ruptured membranes should remain as inpatients and be 
treated as a priority for IOL.  They should be reviewed by the Labour Ward 
Consultant and IV Ab’s (to cover Group B Streptococcus) should be considered 
particularly if 24 hours post Vaginal examination. 

10.3 Those women who have yet to commence their IOL, will be assessed by the 
FMAU/Triage team on the day of cancelled IOL and prioritised for the next day. 
FMAU/Triage may perform a CTG, basic observations, take a history of fetal 
movements and review of maternal wellbeing where appropriate. 

10.4 Delayed inductions should also be discussed as part of the daily Huddle and 
consideration given to transferring care to neighbouring units. 

https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/2980.docx
https://hub.exe.nhs.uk/_resources/assets/attachment/full/0/2980.docx


 
 

 
 

Clinical Guideline: Induction of labour  
Maternity Governance Group 

Date Approved: 13/03/2024  Page 27 of 62 

11. MONITORING COMPLIANCE WITH THIS GUIDELINE  

11.1 Any concern or non-compliance with this guideline that is identified through the 
investigation of clinical incidents, claims or complaints will be reviewed as per 
the Trust Policies regarding Incidents, Claims and Complaints, and may result in 
an audit and/or amendment to the guideline. 

11.2 Relevant Policies: 

• Incident reporting policy and procedure 

• Claims management policy and procedure 

• Policy and Procedure for the Management of Complaints, Concerns, 
Comments and Compliments 
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12.0 ASSOCIATED CLINICAL GUIDELINES  

Specific guidelines linked to IOL indications or timings are available in the table 
in Section 4.0 

Labour - Maternity guideline care of women in labour in all care settings 
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APPENDIX 1: INDUCTION METHODS: PROPESS® 

Propess 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. 

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.  

The RCOG / NICE 2008 guideline states the following: Vaginal PGE2 is the preferred method of 
IOL 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. 

The release rate is approximately 0.3mg per hour over 24 hours in women with intact membranes, 
release being higher with PROM. If the cervical dilatation is found to be > 3cm and fully effaced, 
or Bishops score >6 in the presence of spontaneous rupture of membranes, then these women 
should be admitted to Labour Ward for amniotomy and oxytocin. 

The same protocol is used for primiparous and multiparous women with Propess®. 

Note that severe asthma is a relative contraindication to Propess® administration and therefore 
the decision to use it must be made by the senior Obstetrician in ANC.  Caution must also be 
exercised when prescribing Propess® in women with active cardiac, pulmonary, renal or hepatic 
disease.  

On arrival for IOL, 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 Senior Matron / Labour 
Ward Coordinator who will discuss the case with the Registrar 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.  

The Midwife will check maternal observations (pulse, BP and temp), perform an antenatal 
assessment including presentation USS 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 day.  A good proportion of women however 
are likely to labour within this time. 

If intrapartum antibiotic prophylaxis for Group B Streptococcus is planned, this should be 
administered at the earliest opportunity. 

If the antenatal assessment and CTG is satisfactory a vaginal examination will be performed, 
cervical assessment undertaken and the Propess® inserted as follows: 

• 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® in-between fingers and slide 
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. 

• Ensure you document placement of Propess on AVATAR 
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A CTG is to be performed for 30mins 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. 

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). 

At any time if the patient complains of significant pain, either dinoprostone induced pain or 
contractions, maternal Pulse and a CTG should be recorded. 

If contraction become strong and regular or if patient requires IM analgesia, maternal pulse, CTG 
and vaginal examination should be 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. 

If spontaneous rupture of membranes occurs but labour is not established DO NOT remove 
Propess®, perform a CTG for at least 30 mins and closely observe uterine activity. Repeat CTG  
6 hourly or before if patient is having painful contractions. Have a low threshold for removal of 
propess if concerned about hyperstimulation. If propess falls out do not reinsert. 

In women with intact membranes, if at any point the Propess® 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.  

If the Propess® falls out and becomes contaminated, a new Propess® 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 Labour Ward for oxytocin rather than inserting a new Propess®. 

Active vaginal bleeding requires urgent senior medical review, CTG and immediate removal of the 
Propess®. 

If any maternal reaction to Propess® is suspected such as: nausea, vomiting, diarrhoea, 
hypotension, maternal tachycardia, genital oedema, maternal respiratory wheeze in a known 
severe asthmatic; the Midwife must inform the Senior Matron / Labour Ward Coordinator 
immediately and the woman's care discussed with the Registrar.  
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APPENDIX 2: INDUCTION METHODS: CERVICAL RIPENING FOLEY BALLOON 
CATHETER. 

A cervical ripening balloon catheter is used as an alternative to Propess® to facilitate 
amniotomy without risk of hyperstimulation associated with Propess®.   

A cervical ripening balloon catheter should not be used in the presence of ruptured 
membranes. 

Indications for a cervical ripening balloon catheter are  

• for women who are suitable for IOL and have had one previous C/S – must remain as an 
inpatient 

• for other high-risk groups of women for whom Propess® is not preferable e.g. grand 
multiparity (Para >4) 

• patient choice 

• Outpatient IOL – indication point 5.1 

• SGA below the 3rd centile 

• for women for whom Propess® has failed to ripen the cervix for amniotomy 

The same protocol is used for primiparous and multiparous women with cervical 
ripening balloon catheters. 

Equipment (box in FMAU and in stock cupboard on Labour Ward) 

Foley catheter with 30ml capacity balloon. If latex allergy, latex free catheters are 
available – check for latex free sign. 
30ml sterile water 
20ml and 10ml syringe to inflate balloon with water 
2 spiggots 
Micropore or mefix tape 

The following may also be required 
Cusco speculum 
Rampley sponge holder to guide catheter through cervix 
Good light 
Stirrups 

Ask the patient to bring a skirt/sarong as jeans/leggings may be uncomfortable to wear 
after catheter insertion. 

Procedure 

On arrival for IOL, the Midwife will check the dates and reason for IOL. The Midwife 
will check maternal observations (pulse, BP and temp), perform an antenatal 
assessment including presentation USS and CTG.  All procedures to be undertaken 
must be discussed fully with the woman and verbal consent obtained. If intrapartum 
antibiotic prophylaxis for Group B Streptococcus is planned, this should be 
administered at the earliest opportunity. Ensure that analgesia is prescribed. 

If all of these are satisfactory then the Registrar or Labour Ward Consultant will attend 
to insert the cervical ripening balloon catheter. 

• Clean external genitalia 

• Perform a gentle vaginal examination 
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• If cervix fully effaced and >2cm dilated then for amniotomy on Labour Ward, otherwise 
proceed 

• Insert the catheter into the cervix and beyond the internal os.  If this is not possible then 
try under direct vision using a speculum and sponge holders to guide the catheter 
though cervix.  The silastic catheter has the advantage of being more rigid and slightly 
slimmer than the latex catheter. However, it is more expensive so should only be used if 
it is not possible to place the latex catheter or in cases of sensitivity to latex. 

• Inflate balloon with 30ml sterile water using syringe.  This should not be painful.  If 
painful then reconsider placement and check balloon of catheter is above internal os. 

• Tape catheter to leg under tension 

• Place spiggots in ends of catheter to prevent mess 

• Document balloon insertion on the AVATAR 

Admit (if remaining an inpatient) and encourage her to keep the catheter with tension 
on her leg, re-taping if necessary 

Instruct the woman to remain semi recumbent on the bed for 30 minutes following 
insertion.  

A CTG is to be performed for 30mins after the balloon catheter 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. 

At any time if the patient complains of significant pain or contractions, maternal Pulse 
and a CTG should be recorded. 

Reassure the woman that she can go to the toilet, mobilise and wash as normal. 
Reassure her that the catheter may fall out spontaneously. 
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APPENDIX 3 – OUTPATIENT INDUCTION WITH CERVICAL RIPENING DILAPAN 
RODS 

Indications for a Dilapan Rod mechanical induction cervical ripening balloon catheter 
are: 

• for women who are suitable for IOL and have had one previous C/S – must remain as an 
inpatient 

• for other high-risk groups of women for whom Propess® is not preferable e.g. grand 
multiparity (Para >4) 

• patient choice 

• Outpatient IOL – indication point 5.1 

• Consider for SGA below the 3rd centile dependant on dopplers 

• for women for whom Propess® has failed to ripen the cervix for amniotomy 

Dilapan Rod mechanical induction should not be used in the presence of ruptured 
membranes 

The same protocol is used for primiparous and multiparous women. 

 

THE RECOMMENDED DILAPAN-S® ADMINISTRATION TECHNIQUE 

Instructions for insertion  

1. Ask the patient to empty her bladder.  

2. Insert a vaginal speculum and wipe the vagina with an aseptic solution.  

3. Remove the Dilapan-S from the pack using the sterile technique. The device is 
delivered in a single pouch.  

4. The best results can only be obtained if employing the correct technique of 
device insertion (see Figures 1 and 2).  

a) A speculum can be used to visualize the cervix, the dilator can be grasped 
with a tenaculum for easier insertion in the cervical canal.  

b) Prior to insertion, moisten the Dilapan-S with sterile saline to lubricate 
its surface.  

c) Grasp the holder of the Dilapan-S (see  Figure  1). Start inserting the 
Dilapan-S steadily and without use of strong force to pass through the 
external and internal os of the cervix (see Figure 2).  

d) DO  NOT INSERT/PUSH THE DILAPAN-S BEYOND THE HOLDER. 
The  end of the holder should remain outside the external os (see Figure 2).  

e) When using several dilators, repeat steps (b) through (d) for each Dilapan-
S device.  

5. Clearly document the number of Dilapan inserted on the AVATAR  

Post Dilapan-S insertion – monitoring of maternal and fetal well-being 

CTG monitoring should commence for 30 mins after Dilapan-S insertion.  
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The woman should be instructed to inform the midwife if: 

• Contractions become regular (every 5 minutes or more frequent) 

• She becomes uncomfortable with contractions 

• She has fresh active bleeding 

 
 

 
 
When to remove Dilapan-S 

Dilapan-S can remain in the vagina for up to 24 hours, however, it should be 
removed immediately in the following instances: 

• When labour is established (regular uterine activity of 3 contractions in 10 minutes 
or more frequent for at least 2 hours and / or cervical dilatation of 4cm or more) 

• PV bleeding (not just blood stained show) 

• Evidence of fetal compromise 

• Following 24 hours, even if labour is not established 

• SROM 

Eighty percent of expansion occurs in 6-8 hours. Dilapan-S can be removed from 
the 12 hour onwards for assessment. Optimum time for removal is between 12-16 
hours.  

To remove Dilapan-S, either pull on the attached sting and pull gently to remove the 
rods Alternatively, gently grasp the plastic handles with forceps or by hand. Do not 
rotate Dilapan-S when removing. Document time of removal and number of 
Dilapan-S rods on the AVATAR.  

Note: In the unlikely event that the total number of Dilapan-S rods cannot be 
identified, an ultrasound can be undertaken to identify or rule out Dilapan-S 
rod location. Dilapan-S is not radiopaque.  
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APPENDIX 4: RISKS ASSOCIATED WITH TIMING OF INDUCTION OF LABOUR 
AT DIFFERENT STAGES  

Nulliparous – Outcomes for women that may be more likely with induction 40-
42 weeks 

Outcomes 
 

Induction of 
labour at 39 
weeks 

Induction of 
labour at 40-42  

Risk difference 

Caesarean 
Section 
 

1860 per 10,000 
women would be 
expected to have 
a CS 
 

2200 per 10,000 
would be 
expected to have 
a CS 

About 360 
women more per 
10,000 who 
labour was 
induced at 40-42 
weeks, compared 
to 39 weeks, 
would be 
expected to have 
a Caesarean 
Birth 

NICU Admission 
 

1170 per 10,000 
babies expected 
to be admitted to 
NICU  
 

1300 per 10,000 
babies per 10,000 
expected to be 
admitted to NICU 

About 130 more 
babies per 10,000 
who mother was 
induced at 40-42 
weeks, compared 
to 39 weeks, 
would be 
expected to be 
admitted to NICU  

Outcomes like to be the same with IOL at 39 to 41-42 weeks 
• Maternal Death 

• Perinatal death 

• Meconium Aspiration Syndrome (MAS) 

• Hypoxic Ischaemic Encephalopathy (HIE) 

• Assisted Vaginal Birth 

Mixed Parity – Outcomes for women that may be more likely with induction at 
42 weeks 

Outcomes 

 

Induction of 
labour at 41 
weeks 

Induction of 
labour at 42 
weeks 

Risk difference 

Perinatal death 

 

About 4 per 
10,000 babies 
would be 
expected to die 

 

About 35 per 
10,000 babies 
would be 
expected to die 

About 31 more 
babies per 10,000 
mothers who 
gave birth at 42 
weeks, compared 
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to 41 weeks 
would be 
expected to die 

NICU Admission 

 

300 per 10,000 
babies would be 
expected to be 
admitted to NICU  

 

440 per 10,000 
babies per 10,000 
expected to be 
admitted to NICU 

About 140 more 
babies per 10,000 
whose mothers 
gave birth at 42, 
compared to 41 
weeks, would be 
expected to be 
admitted to NICU  
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Outcomes like to be the same with IOL at 41 to 42 weeks 
• Maternal Death 

• Caesarean Birth 

• Assisted Vaginal Birth 

• Unassisted vaginal birth 

• Meconium Aspiration syndrome (MAS) 

• Hypoxic-ischaemic encephalopathy (HIE) 

Mixed Parity - Outcomes for women who undergo IOL at 42 weeks compared 
to 43 weeks 

 

Clinical Guideline for: 

Induction of Labour (IOL) 
Northern Services 

 

Summary 

This guideline outlines indications for and process of IOL. 

Contents 

 

Section Page 

1 Introduction 2 

Outcomes Induction of 

labour at 42 

weeks 

Induction of 

labour at 43 

weeks 

Risk difference 

Caesarean Birth 

 

 

About 1330 per 

10,000 women 

would be 

expected to have 

a Caesarean 

Birth 

About 2040 per 

10,000 women 

would be 

expected to have 

a Caesarean 

Birth 

About 710 more 

women per 10,000 

would be expected 

to have a 

Caesarean Birth 

Outcomes like to be the same with IOL at 42 to 43 weeks 

• Perinatal Death 

• Assisted Vaginal Birth 

• Unassisted vaginal birth 

• Neonatal Intensive Care Unit Admission 

• Meconium Aspiration syndrome 

• Hypoxic-ischaemic encephalopathy 
 

 
The Devon LMS shared principles have been agreed through the Devon Local Maternity 
System Safety and Governance Work Stream to promote consistency in evidence based 
clinical care and personalised decision-making throughout Devon. 

Management of Induction of Labour Agreement 

Date:5/5/22 

Date for review: 

 

1 Induction of labour for post- maturity to be offered from 41+0 

2 Women who choose expectant management can continue to birth at home 

or in a birth centre until they reach term+15 

3 Continue to use low dose misoprostol cautiously for induction of women 

with stillbirth/termination in the presence of a uterine scar. 

 

APPENDIX 5 
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Induction of Labour (IOL) 
Northern Services 
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1.0 INTRODUCTION 

1.1 The clinical requirement for Induction or Labour (IOL) 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. IOL 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. IOL is a relatively common 
procedure. In 2021-22, 33% of all deliveries in the UK were induced. This 
includes IOL 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 IOL BOOKING PROCESS 

2.1 Dates should be confirmed by the booking ultrasound scan. 

2.2 The decision to induce labour, except in cases of uncomplicated post-dates 
pregnancies, PROM at term, low PappA (in normally grown baby) should not be 
made without discussion with an experienced Obstetrician.  

2.3 Membrane sweeps may be offered from 38/40 in women with intact 
membranes if she has a formal induction booked at 39 weeks and to all 
women (planning vaginal birth) with intact membranes from 39 weeks if 
feasible.  

2.4 Membrane sweeps are associated with: 

• reduced time between treatment and spontaneous labour 

• reduced incidence of prolonged pregnancy 

• reduced need for formal methods of IOL 

• increased maternal discomfort and bleeding 

Membrane sweeps are not associated with maternal or neonatal infection. 

2.5 A decision to induce is a decision to deliver.  Women should not be sent home 
once an IOL has begun with Propess® without discussion with a Consultant.  

2.6 Each IOL should be booked on the DAU snapboard.  Low risk IOL takes place 
every day. Recommended information required: patient name, hospital number, 
parity, gestation, indication for IOL, method of IOL and any other important risk 
factors (e.g. previous Caesarean Section). Information can be added in the 
comments section of the IOL order.  

2.7 Low risk women being induced for certain indications – see section 6.1 can be 
offered inpatient Propess® induction or induction with mechanical methods – see 
point 5. 
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2.8 The IOL medication and analgesia should be prescribed when booking an IOL. 
Propess® 10mg PV and terbutaline 250mcg S/C can be ordered through the IOL 
order set. Analgesia, usually paracetamol 1g PO/IV QDS and dihydrocodeine 
30mg PO QDS (for 48 hours) should also be ordered in addition to Group B 
Streptococcus intra-partum antibiotic prophylaxis if appropriate. 

 

2.9 The indications and arrangements for IOL should be discussed with the woman 
and ideally her partner. The indication for IOL, the person authorising the IOL 
and any specific management plan should be clearly documented in the notes.  

2.10 A patient information leaflet, including details of admission should be given or 
shared electronically with the patient when an IOL is booked. 

2.11 All women for IOL should be admitted to Day Assessment Unit or Bassett ward 
as per acuity. 

3.0 PROLONGED PREGNANCY FROM 41 WEEKS 

3.1 Induction of labour for post maturity can be offered from 41+0 weeks and is 
recommended at 42 weeks – low risk women can remain low risk if they 
labour by T+14. 

3.2 Inform women that some risks associated with pregnancy continuing beyond 41 
weeks may increase over time and these include: 

• An increased likelihood of caesarean section 

• An increased likelihood of the baby needing admission to NICU 

• An increased likelihood of stillbirth and neonatal death 

3.3 Induction of labour from 41 weeks may reduce these risks but they will also need 
to consider the impact of induction on their birth experience.  

3.4 Detailed breakdown of the risks and benefits of IOL for prolonged 
pregnancy is highlighted in Appendix 4. 

3.5 For IOL for prolonged pregnancy: If the cervix is unfavourable and it is not 
possible to undertake a membrane sweep, women should be advised that the 
IOL process may be prolonged and may result in Caesarean Section due to 
unsuccessful IOL. Deferment of IOL until the cervix is more favourable (but not 
after 42 weeks) should be discussed as an alternative. 

3.6 For women declining IOL at term +14, an appointment to see their Consultant 
should be made (for low risk women refer to the Consultant Obstetrician on call). 

3.7 Fetal health assessment (as directed by Consultant) on DAU should be offered 
twice weekly, to include CTG, AFI & Doppler at term +14. Women to be reviewed 
in ANC at 43 weeks if not delivered. 

3.8 Inform women that monitoring only gives a snapshot of the current situation and 
cannot predict reliably adverse events and when these events might happen. 
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4.0  PRE-LABOUR RUPTURE OF MEMBRANES (PROM) AT TERM 

4.1 Women with PROM at term, who have clear liquor and are not known to have a 
risk factor for GBS, offer either induction as soon as reasonably possible or 
expectant management for up to 24 hours following SROM.  Induction of labour 
is then recommended at 24 hours.  

4.2 Women with PROM who are known to carry, or suspected as carrying Group B 
Streptococcus should be commenced on IV antibiotics and IOL commenced 
immediately. Propess® may be used if the cervix is unfavourable BS<6. 

4.3 Women with PROM and thick (significant) meconium should be transferred to 
Labour Ward and IOL commenced immediately. If meconium is thin, IOL should 
still be commenced but  Prostaglandins may be used if the cervix is unfavourable 
(BS<6). 

4.4 Please refer to Pre-labour Rupture of Membranes (PROM) at Term guideline and 
Group B Streptococcal Sepsis Early Onset Prevention - Maternity and NNU 
guideline for further details. 

4.5 If a patient is seen with SROM and contractions and has a digital vaginal 
examination but is found not to be in established labour; the patient should 
remain as an inpatient. A review and intervention is recommended if not in 
established labour within 6 hours of VE, due to the increased risk of infection. 

4.6 Propess® is the only prostaglandin licensed for the use in PROM but should be 
used with caution due to the increased risk of hyperstimulation. To reduce 
this risk, 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 IOL with oxytocin.  
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5.0 IOL INDICATIONS 

Maternal Conditions 

Indication 
Gestation that IOL may be 
offered 

Evidence 

Ante-Partum 
Haemorrhage at Term or 
recurrent in third trimester 
(unexplained) 

Consider from 37 
RCOG Green-Top Guideline 
63: Antepartum 
Haemorrhage 

Epilepsy Not an indication for IOL 
RCOG Green-Top Guideline 
68: Epilepsy in Pregnancy 

Diabetes in Pregnancy 
(Type 1 / 2 / Gestational) 
 
Macrosomia 
Controlled by insulin, 
normal fetal growth 
Controlled by diet, no 
complications 

 
 
38 
39-40 
 
By 41 weeks 

NICE Guideline NG3: 
Diabetes in Pregnancy 
 
Local RDUH consensus: 
Diabetes in pregnancy - 
antenatal care Maternity 
guideline 

Hypertensive Disorders 
 
Essential Hypertension 
Gestational Hypertension 
Pre-eclampsia 
Eclampsia 

If severe/uncontrolled BP, 
may induce earlier 
Not before 37  
Not before 37 
Preferably not before 34 
Stabilise and deliver 

NICE Clinical Guideline 107: 
Hypertension in Pregnancy 

IVF Pregnancy 39-40 

Local RDUH consensus: 
IVF assisted reproduction 
treatments Maternity 
guideline 

Maternal Age ≥40 at 
booking 

39-40 

RCOG Scientific Impact 
Paper 34: Induction of 
Labour at Term in Older 
Mothers 
 
Local RDUH consensus: 
Age - raised maternal age in 
pregnancy guideline 

Maternal Request e.g. 
partner posted abroad 

40 if favourable 
NICE Clinical Guideline 207: 
Inducing Labour 

Intrahepatic Cholestasis of 
Pregnancy 

Peak Bile Acids ≥100 – 35-
36/40 
Peak Bile Acids 40-100 – 38-
39/40 
Peak Bile Acids 19-39: 
Consider delivery by 40 
weeks 

RCOG Green-Top Guideline 
43: Intrahepatic Cholestasis 
of Pregnancy 

Parity >4 
Not an indication for IOL 
Mechanical methods for 
Cervical ripening preferred 

Local RDUH consensus 
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as increased risk 
hyperstimulation with 
Propess® 

Significant Pelvic Girdle 
Pain / Symphysis pubis 
dysfunction 

From 39 if favourable  

Local RDUH consensus: 
Pelvic girdle pain in 
pregnancy - Maternity 
guideline 

Precipitate Labour Should not be offered IOL 
NICE Clinical Guideline 207: 
Inducing Labour 

Previous Caesarean 
Section 

Not an indication for IOL 
Mechanical methods for 
cervical ripening preferred as 
increased of risk uterine scar 
rupture with Propess®. 
Dilapan is licensed in UK. 
Offer Caesarean Section as 
an alternative. Consultant 
discussion and decision 
advised. 

RCOG Green-Top Guideline 
45: Birth After Previous 
Caesarean Birth 
 
Local RDUH consensus: 
Vaginal birth after 
caesarean section (VBAC) 
Maternity guideline 

Previous Stillbirth Individualise care Local RDUH consensus 

Prolonged pregnancy From 41+0 
NICE Clinical Guideline 207: 
Inducing Labour 

Red Cell Antibodies 
37-38 (if stable) 
May be earlier if unstable or 
rising titres 

RCOG Green-Top Guideline 
65: Red Cell Antibodies 
During Pregnancy 

Sickle Cell Disease 38 
RCOG Green-Top Guideline 
61: Sickle Cell Disease in 
Pregnancy 

Venous 
Thromboembolism on 
treatment dose heparin. 

Not an indication for IOL. 
Consider timing of IOL to 
minimise omitted heparin 
doses 

RCOG Green-Top Guideline 
37A: Thrombosis and 
Embolism During Pregnancy 

Fetal Conditions 

Indication 
Gestation that IOL may be 
offered 

Evidence 

Breech Should not be offered IOL 
NICE Clinical Guideline 207: 
Inducing Labour 

Growth Restriction 
EFW <3rd centile 
Normal Umbilical Artery 
Doppler 
 
 
Abnormal Doppler 
(Umbilical, MCA or DV) 
 
 

 
 
37 
Mechanical methods for 
cervical ripening preferred 
(to prevent hyperstimulation) 
 
Individualised Care – likely 
Caesarean section 
 
 

RCOG SGA Guideline and 
Saving Babies Lives v3 
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EFW>3rd but <10th 
Centile 
Normal Umbilical Artery 
Doppler 
Abnormal Doppler 
(Umbilical, MCA or DV) 
 

 
39 
 
Individualised care – likely 
section 
 

Late Booker (pregnancy 
dated by USS >20/40) 

40 Local RDUH consensus 

Low Papp A <0.41 MOM Offer 39-40 Local RDUH consensus 

Macrosomia  
 

If EFW >97th centile or EFW 
>4kg at term counsel as per 
LGA guideline and offer IOL 
38-39 weeks 

NICE Clinical Guideline 207: 
Inducing Labour  
 
RCOG Green-Top Guideline 
42: Shoulder Dystocia 

Multiple pregnancy 
 
Mono-chorionic twins 
Di-chorionic twins 
 

 
 
36  
37 
 

NICE Clinical Guideline 129: 
Multiple Pregnancy 
 
Local RDUH consensus: 
Multiple pregnancy - 
Maternity guideline 

Polyhydramnios (AFI >25) 39 - 40 
Local RDUH consensus:  
Polyhydramnios Maternity 
guideline 

Reduced fetal movements 

If presents >40/40 – advise 
IOL 
If presents >39/40- discuss 
pros/cons 
Recurrent reduced FM offer 
IOL from 39/40 
If other risk factors – for 
senior decision re timing  

Local RDUH consensus: 
Reduced fetal movements 
Maternity guideline 

Stillbirth / Intra-Uterine 
Fetal Demise 

Offer mifepristone at time of 
IUD diagnosis with 
misoprostol 48 hours later. 
Propess® / oxytocin not 
routinely used. 

Local RDUH consensus: 
Stillbirth Maternity guideline 
(greater than or equal to 24 
weeks) 

Ruptured Membranes  
 
Pre-term (PPROM) <37 / 
40 
 
 
Term (PROM) ≥37 / 40 
AND not contracting 
 
 
 
Group B Streptococcus 

 
 
37 
Consider from 34 weeks if 
GBS +ve 
 
Offer immediate IOL and 
recommend IOL at 24 hours 
after SROM; Propess® if BS 
<6, if ≥6 then IV oxytocin 
 

Preterm (less than 37 
weeks) prelabour rupture of 
membranes PPROM - 
Maternity Guideline  
 
NICE Clinical Guideline 70: 
Inducing Labour 
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Meconium (thick) 
 
 
 
Meconium (thin) 
 
 
Suspected 
chorioamnionitis 
 

Recommend IOL as soon as 
SROM confirmed, 
commence IV Antibiotics 
 
Transfer to LW as soon as 
SROM confirmed, 
commence oxytocin 
 
Offer IOL as soon as SROM 
confirmed  
 
Advise IOL, commence IV 
Antibiotics 

RCOG Green-Top Guideline 
36: Group B Streptococcal 
Disease 
 
Pre labour rupture of 
membranes (PROM) at term 
guideline 
 
 
Group B streptococcal 
sepsis early onset 
prevention - Maternity and 
NNU guideline 

 
 
 

 

 

6.0 IOL ALGORITHMS 

6.1 Propess® IOL Algorithm 



 

Clinical Guideline: Induction of labour  
Maternity Governance Group 

Date Approved: 13/03/2024  Page 48 of 62 

  

 
Prior to commencing IOL with Propess® 

 
Check gestation 

Check IOL indication in notes 
Maternal observations (P, BP, Temp) 

History of contractions / membrane rupture 
Abdominal Examination 

Presentation USS 
CTG 20-30 minutes or until meets NST 

 

Prescription Chart: 
Confirm Allergy status and sign 

Propess® 10mg PV as once only 
Terbutaline 250mcg SC as once only 

Paracetamol 1g PO/IV QDS as required 
Dihydrocodeine 30mg PO QDS as required 

IV Antibiotics if Group B Streptococcus 

 
If no evidence regular painful contractions, perform Vaginal Examination with verbal consent 

 
Membranes Intact 

 

 
Confirmed Ruptured Membranes 

 
Cervix uneffaced 
and <3cm dilated 

 
Cervix fully effaced 
and >3cm dilated 

 

 
Bishops Score ≥6 
OR regular painful 

contractions 

 
Bishops Score  

<6 

 
Propess® into 
posterior fornix 

CTG for 30 
minutes 

 

   
Propess® into posterior 

fornix 
CTG for 30 minutes 

 
CTG every 6 

hours OR when 
painful uterine 

activity 
commences 

 
 
 
 

 

  
CTG every 6 hours OR 

when painful uterine 
activity commences 

 

 
 
 

24-30 hours post 
insertion of 
Propess® 

 

   
24-30 hours post insertion 

of Propess® 

Transfer to Labour Ward 
VE +/- amniotomy +/- oxytocin 

 

Add 
Propess® 
on Avatar 
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6.2 Cervical ripening balloon catheter or Dilapan IOL algorithm – Inpatient 

 
Prior to commencing IOL with a Cervical Ripening Balloon Catheter 

 
Check gestation 

Check IOL indication in notes 
Maternal observations (P, BP, Temp) 

History of contractions / membrane rupture 
Abdominal Examination 

Presentation USS 
CTG 20-30 minutes or until meets NST 

 

Prescription Chart: 
Confirm Allergy status and sign 

Paracetamol 1g PO/IV QDS as required 
Dihydrocodeine 30mg PO QDS as required 

IV Antibiotics if Group B Streptococcus 

 
If no evidence regular painful contractions, perform Vaginal Examination with verbal consent 

 
Membranes Intact 

 
 

Cervix uneffaced and <2cm dilated 
 
 

 
Cervix fully effaced and >2cm dilated 

 

 
Insert Mechanical Method – Dilapan/CRB 

CTG for 30 minutes 
 

 

 
CTG if painful uterine activity if high risk 

(IUGR/VBAC)  

 

 
 

12-24 hours post insertion of balloon/Dilapan or 
if balloon falls out or is SROM 

 

 

 
Transfer to Labour Ward 

VE + amniotomy +/- oxytocin 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Document both 
Dilapan Rods or 
balloon catheter 
on the woman’s 
AVATAR 
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7.0 HYPERSTIMULATION  

7.1 Tachysystole: Contraction frequency being more than five in 10 minutes (for at 
least 20 minutes) or contractions exceeding 2 minutes in duration. 

7.2 Hyperstimulation: Tachysystole with an abnormal fetal heart assessment. 
Hyperstimulation will not occur as a result of a cervical ripening balloon catheter 
or Dilapan. 

7.3 Hyperstimulation is more likely with Propess® in the presence of PROM. 

7.4 Terbutaline is a B2 agonist which relaxes the uterus. 

7.5 Prolonged Bradycardia: Remove Propess® and give 250 mcg terbutaline S/C 
and transfer to Labour Ward for Registrar or Consultant review 

7.6 Pathological CTG: Remove Propess® and give 250 mcg terbutaline S/C if 
needed and transfer to Labour Ward for Registrar or Consultant review 

7.7 Suspicious CTG: If in labour – remove Propess® and transfer to Labour Ward, 
continue CTG and get Registrar or Consultant review. If not in labour, leave 
Propess® in situ and transfer to Labour Ward for Registrar or Consultant review 
(the review may take place prior to transfer). Subsequent management will 
depend on Registrar or Consultant assessment 

7.8 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 the Senior Matron / Labour Ward Coordinator or 
Registrar if concerned. 

8.0 INDUCTION METHODS: ONGOING LABOUR CARE 

8.1 Women who have started in labour with Propess® in situ /mechanical 
methods: If a woman labours with Propess®/mechanical methods alone, then 
provided that the CTG remains normal for a 30 minutes post removal of 
Propess®/mechanical methods, the woman is not started on oxytocin and there 
are no fetal or maternal reasons requiring continuous electronic fetal monitoring, 
then subsequent monitoring can be by intermittent auscultation as per unit 
guideline. Low risk women may also labour in the low risk birth centre as 
induction alone is not an indication to deliver on the Labour Ward. 

8.2 Women who have not laboured in the 24-hour period post Propess® insertion: 
Propess® can remain in situ for up to 30 hours. A cannula and bloods (FBC / G&S) are 
NOT required prior to amniotomy for every patient. 

8.3 If cervix is dilated enough to allow access to the fetal membranes an amniotomy will 
be performed and oxytocin commenced.  Please ensure there is a 30 minutes period 
between removal of Propess® and commencing oxytocin. 

8.4 If membranes have already ruptured, a baseline vaginal assessment is performed and 
the Propess® removed.  Oxytocin can then be commenced after 30 minutes. 
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8.5 Women who have had a cervical ripening balloon catheter that has spontaneously 
fallen out should have an amniotomy performed on Labour Ward. No delay is 
necessary from amniotomy to starting oxytocin. 

8.6 Women who have had a cervical ripening balloon catheter that has remained in situ 
should have the 30mL balloon deflated, the balloon removed and an amniotomy 
performed on Labour Ward. No delay is necessary from removal of balloon and 
amniotomy to starting oxytocin. 

8.7 Women who have had Dilapan mechanical dilatation that have remained in situ should 
have them removed, counted and documented.  An amniotomy can then be performed 
and oxytocin commenced. 

8.8 The oxytocin intravenous infusion should be prescribed on the MAR as 500mL 0.9% 
Normal Saline with 30 IU Syntocinon®. See Oxytocinon (Syntocinon) - Maternity 
guideline 

8.9 If amniotomy not possible: Decision about further management should be in 
accordance with the woman’s wishes and should take account of the clinical 
circumstances.  Full discussion should occur between the Consultant and patient. 
Options include the use of Prostin® 3mg per vagina, a cervical ripening balloon 
catheter or Dilapan (to mechanically dilate the cervix) or a Caesarean Section. 

9.0 DECISION TO DELAY IOL DUE TO EXCESSIVE WORKLOAD 

9.1 The elective workload should be reviewed at the Labour Ward handover by the Labour 
Ward Consultant and the Senior Matron / Labour Ward Coordinator. All inductions 
should be discussed, any decision to postpone IOL or delay transfer to Labour Ward 
MUST be made by the Labour Ward Consultant and the Senior Matron / Labour Ward 
Coordinator and should be based on clinical need and / or priority. This discussion 
should be recorded in the woman’s chart  with a clear ongoing plan. The smartphrase 
INDUCTION DELAY should be used where available to aid documentation. This can 
be found under senior ward round in notewriter. There should also be a documented 
discussion with the woman and her partner.  

9.2 Women who have ruptured membranes should remain as inpatients and be treated as 
a priority for IOL.  They should be reviewed by the Labour Ward Consultant and IV 
Antibiotics (to cover Group B Streptococcus) should be considered particularly if 24 
hours post Vaginal examination. 

9.3 Those women who have yet to commence their IOL will be assessed by the DAU team 
on the day of cancelled IOL and prioritised for the next day. DAU staff should perform 
a CTG, basic observations, take a history of fetal movements and review of maternal 
wellbeing where appropriate. 

9.4 Delayed inductions should also be discussed as part of the daily Huddle and 
consideration given to transferring care to neighbouring units. 

10. MONITORING COMPLIANCE WITH THIS GUIDELINE  

10.1 Any concern or non-compliance with this guideline that is identified through the 
investigation of clinical incidents, claims or complaints will be reviewed as per 
the Trust Policies regarding Incidents, Claims and Complaints, and may result in 
an audit and/or amendment to the guideline. 

10.2 Relevant Policies: 
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• Incident reporting policy and procedure 

• Claims management policy and procedure 

• Policy and Procedure for the Management of Complaints, Concerns, Comments and 
Compliments 

11.0 ASSOCIATED CLINICAL GUIDELINES  

• Specific guidelines linked to IOL indications or timings are available in the table in 
Section 4.0 

• Labour - Maternity guideline care of women in labour in all care settings 
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APPENDIX 1   INDUCTION METHODS: PROPESS® 

Propess® 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. 

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.  

The RCOG / NICE 2008 guideline states the following: Vaginal PGE2 is the preferred 
method of IOL 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. 

The release rate is approximately 0.3mg per hour over 24 hours in women with intact 
membranes, release being higher with PROM. If the cervical dilatation is found to be > 
3cm and fully effaced, or Bishops score >6 in the presence of spontaneous rupture of 
membranes, then these women should be admitted to Labour Ward for amniotomy and 
oxytocin. 

The same protocol is used for primiparous and multiparous women with Propess®. 

Note that severe asthma is a relative contraindication to Propess® administration and 
therefore the decision to use it must be made by the senior Obstetrician in ANC.  Caution 
must also be exercised when prescribing Propess® in women with active cardiac, 
pulmonary, renal or hepatic disease.  

On arrival for IOL, 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 
Senior Matron / Labour Ward Coordinator who will discuss the case with the Registrar 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.  

The Midwife will check maternal observations (pulse, BP and temp), perform an antenatal 
assessment including presentation USS 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 day.  A good proportion of 
women however are likely to labour within this time. 

If intrapartum antibiotic prophylaxis for Group B Streptococcus is planned, this should be 
administered at the earliest opportunity. 

If the antenatal assessment and CTG is satisfactory a vaginal examination will be 
performed, cervical assessment undertaken and the Propess® inserted as follows: 

• 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® in-between fingers and slide 
into the posterior fornix.  
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• 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. 

• Ensure you document placement of Propess® on AVATAR 

A CTG is to be performed for 30mins 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. 

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. 

At any time if the patient complains of significant pain, either dinoprostone induced pain or 
contractions, maternal Pulse and a CTG should be recorded. 

If contraction become strong and regular or if patient requires IM analgesia, maternal pulse, 
CTG and vaginal examination should be 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. 

If spontaneous rupture of membranes occurs but labour is not established DO NOT remove 
Propess®, 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. 

If at any point the Propess® 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.  

If the Propess® falls out and becomes contaminated, a new Propess® 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 Labour Ward for oxytocin rather than inserting a new 
Propess®. 

Active vaginal bleeding requires urgent senior medical review, CTG and immediate 
removal of the Propess®. 

If any maternal reaction to Propess® is suspected such as: nausea, vomiting, diarrhoea, 
hypotension, maternal tachycardia, genital oedema, maternal respiratory wheeze in a 
known severe asthmatic; the Midwife must inform the Senior Matron / Labour Ward 
Coordinator immediately and the woman's care discussed with the Registrar. 
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APPENDIX 2 

INDUCTION METHODS: CERVICAL RIPENING FOLEY BALLOON CATHETER 

A cervical ripening balloon catheter is used as an alternative to Propess® to facilitate 
amniotomy without risk of hyperstimulation associated with Propess®.   

A cervical ripening balloon catheter should not be used in the presence of ruptured 
membranes. 

Indications for a cervical ripening balloon catheter are:  

• for women who are suitable for IOL and have had one previous C/S – must remain as 
an inpatient 

• for other high-risk groups of women for whom Propess® is not preferable e.g. grand 
multiparity (Para >4) 

• patient choice 

• Out-patient IOL – indication point 5.1 

• SGA below the 3rd centile 

• for women for whom Propess® has failed to ripen the cervix for amniotomy 

The same protocol is used for primiparous and multiparous women with cervical 
ripening balloon catheters. 

Equipment (box in FMAU and in stock cupboard on Labour Ward): 

Foley catheter with 30ml capacity balloon. If latex allergy, latex free catheters are 
available – check for latex free sign. 

30ml sterile water 

20ml and 10ml syringe to inflate balloon with water 

2 spiggots 

Micropore or mefix tape 

The following may also be required 

Cusco speculum 

Rampley sponge holder to guide catheter through cervix 

Good light 

Stirrups 

Ask the patient to bring a skirt/sarong as jeans/leggings may be uncomfortable to wear 
after catheter insertion. 

Procedure 

On arrival for IOL, the Midwife will check the dates and reason for IOL. The Midwife 
will check maternal observations (pulse, BP and temp), perform an antenatal 
assessment including presentation USS and  CTG.  All procedures to be undertaken 
must be discussed fully with the woman and verbal consent obtained. If intrapartum 
antibiotic prophylaxis for Group B Streptococcus is planned, this should be 
administered at the earliest opportunity. Ensure that analgesia is prescribed.  



 

Clinical Guideline: Induction of labour  
Maternity Governance Group 

Date Approved: 13/03/2024  Page 57 of 62 

If all of these are satisfactory then the Registrar or Labour Ward Consultant will attend 
to insert the cervical ripening balloon catheter. 

• Clean external genitalia. 

• Perform a gentle vaginal examination. 

• If cervix fully effaced and >2cm dilated then for amniotomy on Labour Ward, 
otherwise proceed. 

• Insert the catheter into the cervix and beyond the internal os.  If this is not possible 
then try under direct vision using a speculum and sponge holders to guide the 
catheter though cervix.  The silastic catheter has the advantage of being more rigid 
and slightly slimmer than the latex catheter. However, it is more expensive so should 
only be used if it is not possible to place the latex catheter or in cases of sensitivity to 
latex. 

• Inflate balloon with 30ml sterile water using syringe.  This should not be painful.  If 
painful then reconsider placement and check balloon of catheter is above internal os. 

• Tape catheter to leg under tension. 

• Place spiggots in ends of catheter to prevent mess. 

• Document balloon insertion on the AVATAR. 

Admit (if remaining an inpatient) and encourage her to keep the catheter with tension 
on her leg, re-taping if necessary 

Instruct the woman to remain semi recumbent on the bed for 30 minutes following 
insertion.  

A CTG is to be performed for 30mins after the balloon catheter 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. 

At any time if the patient complains of significant pain or contractions, maternal Pulse 
and a CTG should be recorded. 

Reassure the woman that she can go to the toilet, mobilise and wash as normal. 
Reassure her that the catheter may fall out spontaneously. 
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APPENDIX 3 

 
INDUCTION WITH CERVICAL RIPENING DILAPAN RODS 

Indications for a Dilapan Rod mechanical induction cervical ripening balloon catheter are: 

• for women who are suitable for IOL and have had one previous C/S – must remain as 
an inpatient 

• for other high-risk groups of women for whom Propess® is not preferable e.g. grand 
multiparity (Para >4) 

• patient choice 

• Out-patient IOL – indication point 5.1 

• SGA below the 3rd centile 

• for women for whom Propess® has failed to ripen the cervix for amniotomy 

Dilapan Rod mechanical induction should not be used in the presence of ruptured 
membranes 

The same protocol is used for primiparous and multiparous women. 

THE RECOMMENDED DILAPAN-S® ADMINISTRATION TECHNIQUE 

Instructions for insertion  

2. Ask the patient to empty her bladder.  

3. Insert a vaginal speculum and wipe the vagina with an aseptic solution.  

4. Remove the Dilapan-S from the pack using the sterile technique. The device is 
delivered in a single pouch.  

5. The best results can only be obtained if employing the correct technique of device 
insertion (see Figures 1 and 2).  

a) A speculum can be used to visualize the cervix, the dilator can be grasped with 
a tenaculum for easier insertion in the cervical canal.  

b) Prior to insertion, moisten the Dilapan-S with sterile saline to lubricate 
its surface.  

c) Grasp the holder of the Dilapan-S (see Figure 1). Start inserting the Dilapan-S 
steadily and without use of strong force to pass through the external and 
internal os of the cervix (see Figure 2).  

d) DO NOT INSERT/PUSH THE DILAPAN-S BEYOND THE HOLDER. The end 
of the holder should remain outside the external os (see Figure 2).  

e) When using several dilators, repeat steps (b) through (d) for each Dilapan-
S device.  

6. Clearly document the number of Dilapan inserted on the AVATAR  
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Post Dilapan-S Insertion – Monitoring of Maternal and Fetal Well-Being 

CTG monitoring should commence for 30 mins after Dilapan-S insertion.  

The woman should be instructed to inform the midwife if: 

• Contractions become regular (every 5 minutes or more frequent) 

• She becomes uncomfortable with contractions 

• She has fresh active bleeding 

 

 

 

When to remove Dilapan-S 

Dilapan-S can remain in the vagina for up to 24 hours, however, it should be removed 
immediately in the following instances: 

• When labour is established (regular uterine activity of 3 contractions in 10 
minutes or more frequent for at least 2 hours and / or cervical dilatation of 4cm 
or more) 

• PV bleeding (not just blood-stained show) 

• Evidence of fetal compromise 

• Following 24 hours, even if labour is not established 

• SROM 

Eighty percent of expansion occurs in 6-8 hours. Dilapan-S can be removed from the 
12-hour onwards for assessment. Optimum time for removal is between 12-16 hours.  

To remove Dilapan-S, either pull on the attached sting and pull gently to remove the rods 
Alternatively, gently grasp the plastic handles with forceps or by hand. Do not rotate 
Dilapan-S when removing. Document time of removal and number of Dilapan-S rods 
on the AVATAR. 
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Note: In the unlikely event that the total number of Dilapan-S rods cannot be 
identified, an ultrasound can be undertaken to identify or rule out Dilapan-S 

rod location. Dilapan-S is not radiopaque. 

 

APPENDIX 4 

RISKS ASSOCIATED WITH TIMING OF INDUCTION OF LABOUR AT 
DIFFERENT STAGES 

Nulliparous – Outcomes for women that may be more likely with induction 40-
42 weeks 

Outcomes 
 

Induction of 
labour at 39 
weeks 

Induction of 
labour at 40-42  

Risk difference 

Caesarean 
Section 
 

1860 per 10,000 
women would be 
expected to have 
a CS 
 

2200 per 10,000 
would be 
expected to have 
a CS 

About 360 
women more per 
10,000 who 
labour was 
induced at 40-42 
weeks, compared 
to 39 weeks, 
would be 
expected to have 
a Caesarean 
Birth 

NICU Admission 
 

1170 per 10,000 
babies expected 
to be admitted to 
NICU  
 

1300 per 10,000 
babies per 10,000 
expected to be 
admitted to NICU 

About 130 more 
babies per 10,000 
who mother was 
induced at 40-42 
weeks, compared 
to 39 weeks, 
would be 
expected to be 
admitted to NICU  

Outcomes likely to be the same with IOL at 39 to 41-42 weeks 
• Maternal Death 

• Perinatal death 

• Meconium Aspiration Syndrome (MAS) 

• Hypoxic Ischaemic Encephalopathy (HIE) 

• Assisted Vaginal Birth 

Mixed Parity – Outcomes for women that may be more likely with induction at 
42 weeks 

Outcomes 
 
 

Induction of 
labour at 41 
weeks 

Induction of 
labour at 42 
weeks 

Risk difference 

Perinatal death 
 

About 4 per 
10,000 babies 

About 35 per 
10,000 babies 

About 31 more 
babies per 10,000 
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would be 
expected to die 
 

would be 
expected to die 

mothers who 
gave birth at 42 
weeks, compared 
to 41 weeks 
would be 
expected to die 

NICU Admission 
 

300 per 10,000 
babies would be 
expected to be 
admitted to NICU  
 

440 per 10,000 
babies per 10,000 
expected to be 
admitted to NICU 

About 140 more 
babies per 10,000 
whose mothers 
gave birth at 42, 
compared to 41 
weeks, would be 
expected to be 
admitted to NICU  

Outcomes like to be the same with IOL at 41 to 42 weeks 
• Maternal Death 

• Caesarean Birth 

• Assisted Vaginal Birth 

• Unassisted vaginal birth 

• Meconium Aspiration syndrome (MAS) 

• Hypoxic-ischaemic encephalopathy (HIE) 

Mixed Parity - Outcomes for women who undergo IOL at 42 weeks compared 
to 43 weeks 

Outcomes 
 
 

Induction of 
labour at 42 
weeks 

Induction of 
labour at 43 
weeks 

Risk difference 

Caesarean Birth 
 
 
 

About 1330 per 
10,000 women 
would be 
expected to have 
a Caesarean 
Birth 
 

About 2040 per 
10,000 women 
would be 
expected to have 
a Caesarean 
Birth 

About 710 more 
women per 
10,000 would be 
expected to have 
a Caesarean 
Birth 
 

Outcomes like to be the same with IOL at 42 to 43 weeks 
• Perinatal Death 

• Assisted Vaginal Birth 

• Unassisted vaginal birth 

• Neonatal Intensive Care Unit Admission 

• Meconium Aspiration syndrome 

• Hypoxic-ischaemic encephalopathy 

APPENDIX 5   LMS SHARED PRINCIPLES 

The Devon LMS shared principles have been agreed through the Devon Local 
Maternity System Safety and Governance Work Stream to promote consistency in 
evidence based clinical care and personalised decision-making throughout Devon.  
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Management of Induction of Labour Agreement 

Date:5/5/22 

Date for review: 

 

1 Induction of labour for post- maturity to be offered from 41+0 

2 Women who choose expectant management can continue to birth at home or in a 

birth centre until they reach term+15 

3 Continue to use low dose misoprostol cautiously for induction of women with 

stillbirth/termination in the presence of a uterine scar. 


