
Induction of labour
A comprehensive guide
Induction of labour (IOL) is the attempt to 
bring on  labour when a woman wasn’t 
previously showing any signs of being 
in labour, it is now a commonly used 
intervention, with 1 in 3 women experiencing 
it (ref. 1).

As with any intervention offered in pregnancy 
and birth, you, as the mother have the option 
to accept or decline. In order to make that 
decision you will need up-to-date, evidence-
based information about that topic. That is 
why we have created this IOL booklet. We 
want all women to have the same information 
and to empower you to make the right 
decision for you, your baby and your family.

(NICE guidelines recommend that all women 
have the above information before consenting 
or declining an IOL).

As you read about the reasons for being 
offered an induction, please always bear in 
mind that everyone is different and what is 
right for one person may not be right for you. 

Please take your time to read all of this 
information before deciding whether IOL is 
the pathway you wish to follow.
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The process of induction

The risks associated with induction
Reasons why you might be offered an induction 

Comfort measures during an induction
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What to bring  with you to your induction
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Membrane sweeps
A membrane sweep or ‘stretch and sweep’ is when the midwife or doctor 
inserts two fingers into the vagina, through the cervix (if it is open enough) 
and uses a circular sweeping motion around the membranes in order to try 
and stimulate your body to release the hormone prostaglandin and create 
tightenings. 

NICE guidelines suggest that a sweep can be discussed and offered to women 
from 39 weeks. 

Although a membrane sweep isn’t a formal stage in the induction of labour 
process, it is still classed as a method of inducing labour and is often thought of 
as a way of avoiding a hospital induction.

The evidence around membrane sweeps suggests that a sweep ‘may’ increase 
the chances of a woman going into labour spontaneously, therefore ‘may’ 
decrease the need for a formal induction of labour (ref. a). One study shows 
that 8 women would need to have a membrane sweep in order for 1 woman 
to go into spontaneous labour and not need an IOL (ref. b). The issue with this  
study is that it cannot be controlled; it is not possible to say whether it was the 
sweep that caused the woman to go into labour or whether labour was going 
to start at that time anyway. It is also unknown when the best time to carry out 
a sweep is and how regularly it would need to be done, in order for it to be 
effective (ref. a) 

The studies used to make these conclusions about membrane sweeps,  
include findings from women as early as 36 weeks to as late as 42 weeks 
gestation, with each woman experiencing varying numbers of sweeps (ref .a). 
It has therefore been concluded that the research around membrane sweeps is 
of poor quality and more research needs to be carried out. 

As with any intervention in your pregnancy, it is your choice as to whether you 
would like a membrane sweep. 

Side effects and risks associated with membrane sweeps

• Light bleeding
• Accidental rupture of membranes (releasing of waters). If this happens then a medical 

IOL is likely to be advised (see pre labour rupture of membranes section)
• Irregular tightenings and a longer early phase of labour, which can result in the need for 

more pain relief
• Infection - all vaginal examinations increase the risk of introducing infection
• Discomfort during the sweep
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Your midwife will ask to take 
your observations (blood 

pressure, temperature, pulse, 
oxygen levels, breathing rate)

The midwife will then ask to 
monitor your baby’s heartrate 

continuously for around 30 
minutes on a CTG monitor

Your baby’s heart rate will then be 
monitored for another 30 minutes to 
check baby hasn’t immediately been 

affected

To help encourage tightenings, it 
is important to keep mobile - go 
for a walk or sit on a birthing ball

A prostin tablet is inserted high in 
the vagina and dissolves over 6 

hours. 

24 hours after your propess was 
inserted....

Your midwife will then ask for your 
consent to carry out a vaginal 

examination to assess your cervix

The midwife will then insert the 
prostaglandin (Propess) high in your 

vagina

24 hours after your 2nd propess 
was inserted....

Try to eat regularly and keep 
hydrated as this will help fuel you 

when your tightenings start

Depending on the reason your 
labour is being induced, someone 

will come and carry out your 
observations either every 4 or 12 

Your midwife will ask to carry 
out a vaginal examination to see 

if your cervix has opened up 
enough to release your waters. If 

this is possible please move to the 
delivery suite square. If not please 

continue

If it isn’t possible to release your 
waters then the midwife will take out 

the first propess and insert a new 
one

Your midwife will ask to carry out a 
vaginal examination, if it is possible 
to break your waters, move to the 

delivery suite square. 
If not, the doctor will make a plan 

with you to either have a rest or try a 
different prostaglandin called Prostin
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The IOL guideline suggests waiting 
2 hours for tightenings to start/

increase after releasing your waters, 
however the length of time can be a 
decision you make with your doctor. 

If tightenings don’t start then the 
syntocinon drip will be suggested

If the syntocinon drip is needed, 
you will need a cannula to be sited 
into your hand/wrist & baby’s heart 

beat will need to be monitored 
continuously

The syntocinon drip is increased 
every 30 minutes until tightenings 

are happening 4 times in every 
10 minutes and are regular. It will 
continue until baby is born, unless 
there are concerning changes to 

baby’s heart rate

You will be offered a vaginal 
examination every 4 hours to 

check that the syntocinon drip is 
helping your cervix to open. An 

examination may also be offered 
if there are changes to baby’s 

heart rate

The induction guideline 
suggests that your cervix will 

open around 0.5cm every hour. 
If progress goes well and there 
are no concerns about baby, 

then the drip will be left on until 
baby is born

If the syntocinon drip doesn’t 
help to open your cervix or 

if baby doesn’t appear to be 
coping, the an instrumental 

birth (if you are fully dilated) or 
a caesarean section may be 

suggested

The midwife will monitor baby’s 
heartbeat for 30 minutes after 

releasing your waters

It is really good to keep active 
after releasing your waters to 
help encourage tightenings to 

establish

Your midwife will ask to do a 
vaginal examination to see if your 

waters can now be released. If 
so, please move to the delivery 

If it doesn’t seem possible to release 
your waters, your doctor will come & 

speak to you. It may be suggested you 
have a rest from your induction or you 
both may decide that induction hasn’t 
worked for you and the next option is 

a caesarian section

If the midwife thinks your waters 
could be released you will be 

transferred to delivery suite. This 
may not happen immediately if it 

is particularly busy

An amnihook is used to make a 
small tear in the amniotic sac to 
help release the water around 
your baby. Gas and air will be 

offered for this



The risks associated with Induction of labour
The process of IOL consists of three key stages (note, not all women will need 
to go through each stage in order to get into established labour. However if you 
haven’t had a baby before it is more than likely that you will need to.
The most used method to induce labour is by starting off with prostaglandins to 
soften the cervix. However, sometimes a different method using a balloon catheter 
is indicated. This will be explained separately.

01

02

03

Prostaglandin

Prostaglandin comes in the form of Propess or Prostin 
to help to soften your cervix and open it up enough so 
that the next stage of the induction is made possible;

Releasing your 
waters

Releasing your waters can help to start contractions 
and/or make them more regular and efficient during 
an induced labour, however this is not routinely 
advised in spontaneous labour (ref. 2)

Syntocinon

Syntocinon is an artificial version of the hormone 
Oxytocin needed to make strong, regular tightenings, 
if the first two stages haven’t achieved this.
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01Prostaglandins

Before administering any prostaglandin, the midwife will need to perform a vaginal 
examination in order to assess your cervix and decide what the first step of the 
induction should be. When assessing the cervix the midwife is taking into account 
the following aspects:

• Whether the baby’s head is high or low in the vagina
• How soft or firm the cervix feels
• Whether the cervix is behind the baby’s head, or near the front
• The length of the cervix
• How open the cervix is

After assessment, if it is found that your cervix is already ‘ripe’ (soft, low and open 
enough), then the prostaglandin stage may be skipped and your induction will be 
started by releasiing your waters instead. However, the majority of women will 
need the prostaglandin first. 

The prostaglandin will be inserted into the vagina and for 30 minutes after this the 
midwife will advise you to stay lying down. Your baby will need to be monitored 
during this time.  

The possible side effects of prostaglandin are:
• Nausea/vomiting
• Diarrhoea
• Slight increase in temperature
• Lowering of your blood pressure
• Increased need for pain relief
• Uterine hyperstimulation (having too many tightenings)
• Fetal distress
• Very rarely uterine rupture, which would need immediate delivery of baby
• Vaginal soreness/dryness which can make future vaginal examinations 

uncomfortable

The prostaglandin will stay in place for up to 24 hours. The midwife will ask to 
listen in to your baby’s heartbeat at regular intervals, the frequency will depend on 
the reason you are being induced.  If you haven’t gone into labour then a vaginal 
examination will be offered after 24 hours to see if your cervix has opened up 
enough to move to the next step of the induction – to break your waters. If the 
midwife thinks this would be possible and when delivery suite has capacity then you 
will be transferred to delivery suite for this to happen.  

A vaginal examination may also be offered if you are having strong, regular 
tightenings and you are feeling like you need some strong pain relief.

If your cervix hasn’t opened up enough for your waters to be released, the midwife 
will talk to the doctor about the next step forward, this will more than likely be to 
have a new prostaglandin inserted for another 24 hours. If there has not been 
change after a second prostaglandin it may be recommended that you have a 
different type of prostaglandin that is released over fewer hours, or it may be 
decided that the induction process hasn’t worked for you. In this case, depending 
on the reason you are being induced and on how you feel, you may be able to go 
home and then re-start the process in a couple of days or you may be offered a 
caesarean section.
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Releasing your waters02
This is when the midwife or doctor inserts two fingers into the vagina and 
then slides a long, flat plastic ‘amnihook’  along their fingers and into the 
opening of the cervix where the hook then pierces the amniotic sac which 
surrounds baby, and the liquor (water) is released. The midwife will keep 
their fingers there for a minute or so to ensure that baby’s head stays well 
down in the pelvis.

Babies can sometimes have some heart rate changes during this procedure, 
therefore will need to be monitored on the CTG monitor for half an hour after 
releasing your waters, this provides a long, printed recording of baby’s heart 
rate. If baby’s heart rate is normal then the monitoring can be discontinued.

Risks of having your waters released include:

Increased risk of infection - Once the protection of the amniotic sac is 
broken, this is further increased if you then go on to have lots of vaginal 
examinations

Vasa Praevia - Very rarely, there may be a blood vessel running through 
the amniotic sac, if this was torn with the amnihook it may cause excessive 
blood loss and would need immediate delivery of the baby.

Cord prolapse - If baby’s head isn’t engaged well into the pelvis there is 
a chance that the baby’s cord can slip past the baby’s head and into the 
vagina. If this happens it is an emergency and requires immediate delivery of 
baby.

Scratch to baby’s head - Sometimes if the amniotic sac is tightly against 
baby’s head there is a possibility that baby’s head may have a little scratch 
on it from the amnihook

It is usually then advised to wait 2 hours after having your waters released, to see if 
tightenings start up by themselves. If tightenings do not become strong and regular during 
this time, the hormone drip ‘syntocinon’ will be advised. However, this is your birth and if 
you feel it would be beneficial to have more time to let tightenings establish before starting 
the drip then you can have a chat with your midwife/doctor to discuss the benefits and risks 
and make an individualised plan.
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Syntocinon
(

03
Syntocinon is a synthetic version of the hormone oxytocin that is released in a 
spontaneous labour. It helps to create strong and regular tightenings.

If you decide that starting the syntocinon drip is the right pathway for you, then a 
cannula will need to be inserted into your hand, this involves inserting a needle 
into your vein, in order to site a small plastic tube, once the tube is in place the 
needle will be removed. This allows the hormone to be administered straight into 
your blood stream. The drip is started with very small volumes of syntocinon, 
it is increased every half an hour until you are having around 3-4 tightenings 
in every 10 minute period.  Everyone responds differently to syntocinon, some 
women will start tightening quickly but some will need more of the drip before 
contracting. For a few women, syntocinon doesn’t work for them, this is more 
likely if you’re body isn’t ready for labour yet. To check that the tightenings 
are effective at opening up your cervix,  your midwife will offer you a vaginal 
examination 6 hours after starting the drip or 4 hours after regular, strong 
tightenings and then 4 hourly from there on. 

Because the syntocinon drip has potential to make baby distressed, your baby’s 
heartrate will need to be continuously monitored, this involves having two 
straps around your tummy, to hold on the discs which monitor the heartrate and 
the tightenings, these discs are connected to the main monitor with electrical 
wires. Being continuously monitored can be restrictive to your natural instinct to 
move around in labour, and we know keeping mobile helps labour to progress. 
However, your midwife will support you as much as possible and try to facilitate 
your preferred position.

Risks associated with syntocinon

Increased chance of caesarean section
There is a higher chance of having a caesarean section if your labour is induced. 
If this is your first baby the chance ranges from 26.5% to 39.9% compared to 
12.5-17.5% % if your labour started on its own (ref 3,4). The reason for first time 
mother’s being at increased risk maybe due to the fact that a woman’s first labour 
can take longer When you are induced there is an expected rate of progress in 
labour,  which is sometimes harder to meet during a first labour. Risks associated 
with caesarean sections are included in an appendix at the end of the booklet.

At Wye Valley Trust in 2021, 29% of all inductions led to a caesarean section.

For further reading on keeping mobile during labour, see below:
https://evidencebasedbirth.com/evidence-birthing-positions/
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Syntocinon continued
(

03
Increased chance of malposition
Malposition is when a  baby is in a position that isn’t ideal for a vaginal birth, for 
example, baby’s back is towards your back, or baby’s head is at an angle, meaning 
the head isn’t creating equal pressure on your cervix. In a labour that starts on its 
own, baby usually changes his/her position between tightenings to try and find the 
best position ready for birth, and at the point of being fully dilated there is sometimes 
a slowing down of tightenings to enable baby to do this even more so. However, 
during an induced birth there isn’t a feedback loop with baby’s needs and induced 
tightenings can be stronger and more regular, therefore baby might not have enough 
time to make those adjustments prior to birth (ref. 5).  These adjustments become 
crucial at the point of birth, which is why there is an increased risk of shoulder 
dystocia when using syntocinon (RCOG, 2012). This is an emergency and requires 
certain manuevres to help deliver baby’s body.

Perineal tearing
When you are birthing your baby’s head during an induction of labour it is more 
likely that you will have some perineal tearing (tearing involving the skin and muscle 
around your vagina and anus). This is because syntocinon can often make the birth 
of baby’s head faster than spontaneous labour and this is associated with a higher 
chance of tearing (ref. 6). However, your midwife will discuss with you whether you 
would like a ‘hands on’ birth, where the perineum is supported and some gentle 
counterpressure is applied to baby’s head during the birth in order to slow the birth of 
baby’s head, which may reduce the chance of tearing.  Also, induction increases the 
chances of having an instrumental birth (ventouse or forceps) which in turn increases 
the chance of perineal tearing (ref. 7).

Complications for baby at birth
Evidence tells us that a baby is more likely to need help with their first breaths at 
birth if the labour has been induced (ref. 4) and their chance of developing cerebral 
palsy is more (ref. 7), a possible reason for this is that syntocinon increases the 
chance of hyperstimulation (too many tightenings) and if this isn’t recognised or 
managed well then could lead to fetal distress. However, your midwife will monitor 
your tightenings and reduce the syntocinon if they have concerns.

Excessive bleeding
The chance of bleeding excessively once baby is born is increased when your 
labour is induced (ref. 8).   This is especially true if you have been on the syntocinon 
drip for a long time as this can cause your own oxytocin receptors to become 
desensitised and stop reacting to further doses of syntocinon. This becomes a 
problem when baby is born and the muscles in your womb need to clamp down to 
prevent the blood vessels bleeding excessively. If you do bleed excessively it will 
be treated as an emergency in which other drugs are used to help reduce the blood 
loss as well as uterine massage.

Fluid retention
Syntocinon can cause you to ‘hold on’ to any water you drink or any fluids you 
receive during labour. This can result in swelling, usually in your hands, ankles and 
feet. Your cervix can also become swollen which could potentially hinder dilatation. 

Baby can also suffer with fluid retention, this becomes an issue because his/her birth 
weight may be higher than it would have been. Once baby has lost the extra fluid 
through urinating, it may appear as though baby has lost weight ir has poor weight 
gain when next weighed.This may then lead to the suggestion that baby should go 
on a feeding plan which is potentially unnecessary. 

If you would like to find out ways of reducing your chance of 
perineal tearing, take a look at these links:

https://midwifethinking.com/2016/01/13/perineal-protectors/
https://www.nct.org.uk/pregnancy/worries-and-discomforts/common-

discomforts/perineal-massage-pregnancy

Please see reading links below for ways to help your baby get 
into an optimal position for labour/during labour:

https://www.spinningbabies.com/pregnancy-birth/baby-position/
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Syntocinon continued
(
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Breastfeeding problems
It is thought that the use of syntocinon can de-sensitise a woman’s oxytocin receptors 
which are needed for the let down of milk from the breast. It can also alter the baby’s 
instinctive behaviour, in turn reducing their feeding responses. Studies have found 
that women who had syntocinon during labour are twice as likely to feed their baby 
formula whilst in hospital and are three times less likely to initiate breastfeeding during 
the first 4 hours of baby’s life. (ref. 9). However, in Wye Valley Trust we have specialist 
maternity support workers on the postnatal ward and in community who can help you 
achieve your breastfeeding goals.

Postnatal depression and anxiety
A link has been found between women who had syntocinon during labour with 
depression and anxiety during the first 12 months after birth. Possible reasons for this 
is the effect syntocinon has on the oxytocin system of the mother and the possible 
difficulties with breastfeeding as outlined above (ref. 10).

Increased need for pain relief
In a labour where syntocinon isn’t used, oxytocin is released from the brain and into 
the blood stream, when there is a high level of oxytocin in the brain it helps you to 
release endorphins (natural pain relief). Because syntocinon goes straight into your 
blood stream it doesn’t  cross the brain barrier, which means that  tightenings can feel 
stronger than they would in a spontaneous labour. Syntocinon also tends to create 
longer tightenings with less space in between. These two factors can lead to an 
increased need for an epidural which has been found to reduce the amount of oxytocin 
produced by the mother (ref.11)
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Induction of labour using a balloon catheter
(

04
A balloon catheter is when a catheter (plastic tube) is passed through your cervix, (a 
speculum will be used in order to see your cervix) and the small balloon is inflated with 
30mls of water so it sits between the bag of waters and the base of your womb. This 
will hopefully encourage your body to release their own prostaglandins to soften and 
open your cervix and as the cervix opens it may help oxytocin to be released to create 
contractions.

See further on in this booklet  for a timeline of what happens during an induction of 
labour, using a balloon catheter.

This method of induction isn’t used as much as using prostaglandins but can be a 
good option when wanting to avoid the chance of hyperstimulation (creating too many 
contractions) such as if you have had a caesarean section before, where there is an 
increased chance of your scar separating. 

A review of research shows that this method of induction appears to be just as effective 
as vaginal prostaglandins as well as having less risks associated with it, however the 
quality of evidence is low.

Possible side effects/risks

Abdominal cramping
You may experience lower abdominal cramping and feel uncomfortable, however 
women’s feedback suggests it is less uncomfortable to have a balloon catheter than to 
have vaginal prostaglandins (ref. 12)

Accidental releasing of your waters
When inserting the catheter there is a small chance of accidently releasing your 
waters., however as this is the next stage in the induction process then it isn’t seen as 

a problem.
Difficulty removing the catheter
It is very rare but sometimes it can be difficult to remove the catheter which can 
end up being very uncomfortable.

Malposition
Due to the balloon being positioned between the baby’s head and the base of the 
cervix, there is a small chance that it can push the baby’s head further up and the 
baby can move into a position that isn’t ideal for birth. For the same reason, it can 
also increase the chance of the cord coming out first when the waters break, this 
an emergency and requires immediate delivery of the baby (ref. 12).
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Induction of labour at home
(

05
If there is not an immediate concern for yours or your baby’s wellbeing then starting 
your induction at home may be an option for you. It would mean you could have your 
intial monitoring and insertion of your propess in hospital and then go home for up to 24 
hours to await contractions. You would be able to phone triage to update us on what is 
happening and if tightenings become strong and regular, we would advise you to return 
to the maternity ward to monitor baby. If you needed a further 24 hours of propess, it 
would be recommended that you stay in hospital for this.

As part of the induction of labour policy, the following women/situations would be ideal 
candidates for an outpatient induction of labour:

• Where there are no significant concerns about about you or your baby
• You are between 41-42 weeks pregnant
• You have a singleton pregnancy
• Your baby is head down
• You are not anaemic
• Your BMI is between 18-35
• You have had no more than 3 births before
• You have your own transport and don’t live further than 30-45 minutes from hospital
• You have a birth partner with you the whole time
• You have a working mobile phone or landline
• There are no concerns about your safety at home
• The monitoring of baby before and after having the propess inserted, is normal 
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Reasons for induction of labour

The following circumstances in pregnancy may result in an induction of labour being 
offered to you.:

• Post dates pregnancy
• Advanced maternal age (40 years of age or more)
• Suspected big baby
• Suspected small baby
• Diabetes
• Pre-eclampsia
• Reduced fetal movements
• IVF
• If your waters break before tightenings start
• Obstetric Cholestasis

Skip to the factsheet that is relevant to you, so you can start to make a fully informed 
decision on whether you would like an induction of labour
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A term pregnancy is classed as anything between 37 and 42 weeks. 
The reason induction is offered to women later on in their pregnancy is because 
the general rate of perinatal death (stillbirth and early infant death) increases after 
42 weeks:

At 40-41 weeks you are 99.9% likely to have a live baby
At 42 weeks you are 99.7% likely to have a live baby
At 43 weeks you are 99.5%  likely to have a live baby (ref. 13).

A review of evidence has found that induction of labour for women before they 
reach 42 weeks has reduced the perinatal death rate from 0.3% to 0.03, therefore 
induction of labour has now become a recommendation for all women at this 
point in pregnancy.

A woman’s estimated due date is either worked out by calculating 40 weeks since 
her last menstrual period (LMP) or by an ultrasound dating scan. Unfortunately, 
even with a reliable LMP date and dating scan, it is still not completely accurate 
(ref. 14). Many factors contribute towards how long a woman’s pregnancy will 
last; longer pregnancies tend to run in families (ref. 15) and the length of her 
menstrual cycle  will also have a bearing (ref. 16).

The reason for the increased chance of stillbirth isn’t known and there are mixed 
opinions about it. There is evidence to say the placenta changes towards the end 
of pregnancy, some researchers think  that the placenta deteriorates with age 
(ref. 17), whilst others think that the placenta changes and adapts to meet the 
needs of the growing baby (ref. 18). Studies of placentas in women who have 
had post-dates pregnancies, show no indications that the function of the placenta 
depletes with time (ref. 19) and in the studies trying to find out the reason for the 
increased risk of stillbirth, placentas were not found to be a contributing factor 
(ref. 20).

Congenital abnormalilites may be a reason for a prolonged pregnancy, as this 
was found on 1/3 of stillborn babies that were prolonged pregnancies. 

Post dates pregnancy
Every woman will experience a different pregnancy length, which may well be normal 
for her. If  a woman has previously had a post dates pregnancy without complications 
then she isn’t at increased risk if she chooses to wait for labour to begin by itself (ref. 
21). For a first time mother, it is essential to consider what may be normal for her, 
for example, if prolonged pregnancies run in the family, if there are any other unique 
factors in her pregnancy, for example Mother and baby’s wellbeing.

Of women who choose to wait for labour to start by itself, 90% will have had their 
babies by 42 weeks and 99% will have had their baby by 43 weeks. 

If you decide that induction isn’t for you and you would rather wait for labour to start, 
additional monitoring of baby will be offered to you. This monitoring may include 
CTG monitoring and/or ultrasound scans. This can show baby’s wellbeing at the time 
of the monitoring. Some women will find additional monitoring is reassuring while 
others will find it stressful and anxiety inducing, therefore it would not be beneficial 
in helping labour to start. The most valuable assessment of your baby’s wellbeing is 
their movements, if you have any concerns that your baby’s movement pattern has 
changed, reduced or is excessive then please call triage.

© Wye Valley Trust 2022



Advanced maternal age
If you are aged 35 years or older, then you are part of this category of women. It has 
been found that women over 35 years old, after 39 weeks, the chance of stillbirth slightly 
increases:

Women over 40 years old at 39 weeks – chance of stillbirth is 0.2% (99.8% chance of 
having live baby)
Women under 35 years old at 39 weeks – chance of stillbirth is 0.1% (99.9% chance of 
having live baby)

However if a woman is 40 years old and 42 weeks pregnant the chance increases to 1% 
(99% chance of having live baby) (ref. 22).

There is no clear explanation of this increased chance of stillbirth. One possible 
explanation is that due to their age, women may have a more varied medical history and 
also their chance of having a baby with a congenital variation is more likely (ref. 23). 
Women with health complications or who had IVF were not separated out from women 
without complications in studies, this makes it difficult to define whether healthy women 
who are older actually have any higher chance of stillbirth than someone who does have 
health conditions. 

Due to the above statistics, Women aged 40 or over are offered an induction at 39 weeks 
as per RCOG guidance (ref 23). 

Since RCOG made this recommendation, a new study has been carried out which showed 
no significant reduction in stillbirth when inducing for maternal age at 39 weeks but did 
show a 20-30% increased chance of having a caesarean section, a 10% increased risk of 
instrumental birth and an increased chance of mothers and baby’s being re-admitted back 
to hospital within 28 days (ref 24). The same study did show a reduction from 0.26% to 
0.08% of stillbirth if women were induced at 40 weeks.

Wye Valley Trust currently offer an induction of labour for advanced maternal age between 
40-41 weeks of pregnancy.
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Suspected large baby

The definition of a big baby (sometimes called macrosomic) is if they weigh more 
than 4kg at birth (8lb, 13oz). Of all UK births, 1 in 10 babies fall into this category.

Estimating a baby’s weight is problematic, as there is no accurate way of 
measuring baby’s weight before they are born. When your midwife measures your 
bump this can be incorrect half of the time due to varying factors such as your 
BMI and baby’s position (ref 25). If it is suspected that your baby may be larger, 
the best way to find out a more accurate weight is to carry out an ultrasound scan 
however there is still an inaccuracy rate of 15% (ref 26). As an example, if the 
scan estimated your baby to weigh 3200g (7lb 0oz), the weight could be anything 
from 2720g (5lb 9oz) to 3680g (8lb 11oz). This inevitably results in some women 
being told they are carrying a big baby when they are not. 

Your baby’s weight will be determined by different natural factors, for example, if 
big babies run in your family or how many weeks you are when you give birth; if 
you birth your baby at 41 weeks, it is likely to be heavier than if it was born at 37 
weeks, due to having some extra growing time. There are also medical reasons 
why your baby may be measuring big; women with gestational diabetes are much 
more likely to have a large baby – this is discussed on the Induction for GDM page 
further on.

Healthcare providers tend to be concerned about the possibility of a shoulder 
dystocia when baby is suspected to be big. Shoulder dystocia is when the baby’s 
shoulder becomes stuck on the front of the mother’s pelvis once the head is 
born, and stops the rest of the baby being born. This is an emergency as baby’s 
cord is being compressed once the head is born and it requires the caregiver 
to encourage the mother to adopt a different position and possibly do some 
internal manuevres (inserting fingers to try and dislodge the shoulder). This can 
sometimes cause injuries to the baby and be a traumatic experience for the 
woman.
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Stillbirth statistics for large babies
• Babies plotting between the 91st and 97th centile during pregnancy the chance 

of stillbirth is 0.1%
• Babies plotting on 98th centile or above during pregnancy, the chance of stillbirth 

is 2%

A rise in stillbirth can be seen in babies on or over the 98th centile, however the 
studies that helped to develop these statistics did not differentiate between healthy 
pregnancies and those affected by diabetes. Diabetes can increase the chance of 
stillbirth.

Another study confirms how knowing a baby is large can influence how the labour 
is managed by concluding that caregivers are much more likely to diagnose 
labour dystocia (a lack of progress in labour). This then increases the chance of 
interventions and the associated risks with it (ref 30).

As you can see, the evidence behind induction for large babies isn’t clear. Therefore 
if it is thought that your baby may be measuring over the 97th centile, it is important 
that you have a full discussion with your midwife or obstetrician to work out what is 
individually best for you.

NICE guidelines on inducing labour for a suspected large baby, currently say that 
women should be informed of all options on how to birth their baby (wait for labour, 
be offered an induction or caesarean section), they state that the rate of shoulder 
dystocia is less when women are induced, however the evidence for this was of 
low quality and included women who had diabetes (having diabetes in pregnancy 
is known to increase the chance of shoulder dystocia). When taking out the 
women who had diabetes, there was then no difference between the occurence of 
shoulder dystocia for women who had an induction compared to women who didn’t 
(ref 27).
 

The problem is that if a woman is known to be carrying a large baby she is more 
likely to be offered intervention, which can in turn contribute to shoulder dystocia. 
An example of this was demonstrated in a study, which compared the outcomes 
of women who were diagnosed as carrying a large baby compared to women who 
birthed a large baby without it being diagnosed in pregnancy (ref 28). The results 
of the study showed that if women were diagnosed as carrying a large baby they 
were:

3 x more likely to choose an induction or caesarean 
4 x more likely to have significant perineal tearing 
More like to have a postpartum haemorrhage (excessive bleeding) 

If your baby is suspected as being large for gestational age, it is unlikely that baby 
will become too big to be born vaginally if your pregnancy continues at term. The 
percentage of large for dates baby’s changes very little during the last few weeks 
of pregnancy, it is estimated that 11% of babies are macrosomic at 38 weeks of 
pregnancy and this rises to 14% at week 40, these findings were found through 
a study of women whose BMI was high and therefore had a higher chance of 
growing a macrosomic baby anyway (ref 29).
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You may hear two different terms when you have been told your baby may be smaller than average:

Small for gestational age - this describes a baby who is plotting beneath the 10th centile on their 
growth chart. It can be normal for some babies to be small, particularly if both the baby’s mother and 
father are small. However for some babies who are small, it may be caused by:

Fetal Growth Restriction (FGR) - describes a baby who is struggling to grow to their potential, due to 
their placenta not working properly and therefore not supplying them with the nutrients and oxygen 
needed to grow adequately. The placenta may not be working properly if the mother has pre-
eclampsia, is undernourished, smokes, misuses substances or has severe anaemia.

Caregivers are concerned about baby’s who are diagnosed as FGR because it is known that it 
increases their chance of stillbirth and  neonatal death (death after birth).It is really important that as 
many FGR babies are diagnosed as possible because once diagnosed, their outcome significantly 
improves, with stillbirth reducing from 1.9% to 0.9%. 

FGR is diagnosed through a scan which will look at baby’s growth, the amount of fluid around baby 
and an umbilical doppler, which shows how effective the blood flow from the placenta to baby is. 
If this blood flow is observed as being particularly abnormal, it is advised that your baby is born 
immediately, even if they aren’t term (ref 23).

There isn’t a way of making your placenta work better while baby is still in the womb, therefore if 
your baby is affected by FGR, then the doctor will be discussing the timing of the birth and whether 
it is better to try and keep your pregnancy going a little longer or whether it is better that baby is 
born as soon as possible. However if there are no particular concerns then the aim will be for you to 
reach 39 weeks gestation (Saving Babies Lives Care Bundle, 2016).

Babies affected by FGR may not tolerate labour very well, this is because during a tightening, 
the blood flow from the placenta is temporarily disrupted. For a baby without FGR the blood flow 
between tightenings would compensate for this, but for an baby affected by FGR they are more 
likely to become distressed. Induction of labour can create stronger tightenings than when labour 
starts on its own, therefore if baby is severely FGR your doctor may suggest that a caesarian 
section would be safer for baby, this advice is supported by NICE guidelines (ref 24).

Suspected small baby
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Gestational diabetes

If you have been diagnosed with gestational diabetes, it is because it has been found 
that you have a higher than normal level of glucose (sugar) in your bloodstream.  It is 
called gestational diabetes because it has been found whilst you are pregnant. In a 
small amount of cases, it may be that a woman has undiagnosed diabetes, not caused 
by pregnancy. The only way to know this is after baby is born; if your blood glucose 
remains high or uncontrolled postnatally then it is likely you have type 2 diabetes, your 
GP will check this at your 8 week postnatal check.

Diabetes is  when the insulin in your body is unable to  unlock the glucose from your 
cells and use it as energy, therefore the glucose in your bloodstream builds up. Women 
are more likely to become diabetic during pregnancy because from around 20 weeks 
gestation the growth hormones produced by the placenta, which encourage baby to 
grow can slow down the production of insulin. To compensate for this your pancreas 
will release more insulin, however in some women, this doesn’t happen very effectively, 
meaning there isn’t enough insulin to release the energy from the glucose you ingest. 

Some women will be diagnosed with gestational diabetes and manage to keep their 
blood glucose levels within normal limits by a change in diet and lifestyle. However, 
some women will struggle to control their blood glucose levels and will need insulin 
tablets or injections..

The risks associated with gestational diabetes are difficult to determine for these two 
sets of women because the majority of research that has been carried out  has not 
separated the two groups. However, it is known that the risk comes with uncontrolled 
blood glucose levels; not simply with the diagnosis of being gestational diabetic. If a 
woman manages to keep her blood glucose levels in a normal range then she is at no 
more chance of experiencing a complicated pregnancy and birth than a woman who 
does not have gestational diabetes.

One of the main concerns that caregivers have about women with gestational diabetes 
is that baby will grow too big. If the mother has high glucose levels this will go through 
to baby. Baby will then produce more insulin than normal to help break the glucose 

down. A consequence of this is that baby’s organs will grow more and will lay 
down more fat around his/hers upper body and shoulders.  This in turn increases 
the chance of shoulder dystocia; shoulder dystocia is when the baby’s shoulder 
becomes stuck on the front of the mother’s pelvis once the head is born, and stops 
the rest of the baby being born. This is an emergency as baby’s cord is being 
compressed once the head is born and it requires the caregiver to encourage the 
mother to adopt a different position and possibly do some internal manuevres 
(inserting fingers to try and dislodge the shoulder). This can sometimes cause 
injuries to the baby and be a traumatic experience for the woman. 

Women with gestational diabetes who have normal blood glucose levels
If you have normal blood glucose levels throughout your pregnancy, you are not 
at risk of baby growing too big as baby is not receiving excess levels of glucose 
through the placenta. The World Health Organisation advise that women with 
normal blood glucose levels should not be offered an induction of labour or 
caesarean section (31), whereas NICE guidelines advise women to have given 
birth by 40+6 (ref 32), however the evidence used by NICE doesn’t differentiate for 
normal and abnormal glucose levels.

Women with high blood glucose levels
If you have uncontrolled blood glucose levels, this can make other conditions 
in pregnancy more likely, pre-eclampsia is one of these. If this is true in your 
case, please also read the information sheet on pre-eclampsia. It also makes the 
likelihood of developing type 2 diabetes later on in life, higher. 

As detailed above, the main risk for baby is that baby may be big and the chance 
of shoulder dystocia happening is increased.  The insulin can delay the production 
of surfactant – this is an important substance that baby produces to help their 
lungs inflate. Therefore some babies born to mother’s with high blood glucose 
levels can have some problems breathing after birth, especially if they have been 
induced at an earlier gestation or been born by elective caesarean section.
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Pre-eclampsia

Pre-eclampsia usually isn’t diagnosed until at least 20 weeks of pregnancy, but it 
actually starts early on. If the blood vessels in your placenta don’t embed properly 
into your womb, it means the blood flow from the placenta to baby isn’t as optimal 
as usual. Your body tries to compensate for this by tightening all the blood vessels 
in your body, in order to send more blood to baby. This in turn increases your blood 
pressure and eventually the blood vessel walls will start to become damaged, 
creating small holes. These holes let some fluids from your bloodstream leak out 
into your tissues, which in turn can cause swelling. This swelling is typically seen in 
your face, hands, feet and legs. Your body tries to fix these holes by releasing protein 
into your bloodstream, but this protein also leaks out through the holes in the blood 
vessel walls, some of this protein then comes out when you urinate. This is why your 
midwife tests your urine and takes your blood pressure at every appointment and if 
pre-eclampsia is suspected from these results, then a further assessments will be 
offered to help confirm the diagnosis. 

If you then go on to experience severe headaches, visual disturbances, nausea, or 
pain at the top right part of your tummy (liver pain) then it could be a sign that the 
pre-eclampsia has developed further. These signs rarely develop before 20 weeks of 
pregnancy but are more common towards the end of pregnancy. 

If pre-eclampsia becomes severe, then it can cause seizures, bleeding on the brain 
and liver and kidney failure. The only cure for pre-eclampsia is for the baby to be 
born.  If you are over 37 weeks you will be offered delivery by induction of labour 
or caesarean section, if you are under 37 weeks then the risks of continuing the 
pregnancy will be weighed up against the risks of pre term birth.

Induction of labour for pre-eclampsia is the same process, however you may need 
additional medications in order to help control your blood pressure and reduce the 
chances of seizures.
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Reduced fetal movements

Reduced fetal movements describes a reduction in the usual amount of movements 
your baby makes, a loss of movements or weaker movements. 

There are a few reasons why you might feel your baby’s movements have changed, if 
baby is in a different position, if you are in a different position or where the position of 
your placenta is, for example, if your placenta is at the front of your tummy then you 
might feel less movements (ref 33).

You will probably have started to feel your baby move from around 16 to 20 weeks of 
pregnancy and from around 32 weeks you may have noticed a particular pattern of 
movements. Your baby should continue with their pattern of movements up until they 
are born, there is no evidence to say movements slow down prior to going into labour 
(ref 33). 

Up to 40% of women will report having reduced fetal movements at some point in their 
pregnancy and of these women, 70% will have no further concerns or complications. 
Because of this, induction is not offered for women with one episode of reduced fetal 
movements when the baby is growing well and there are no other concerns (ref 33). 

If you do have concerns, it is important that you ring triage and come in for monitoring.
Your baby’s wellbeing will be analysedmon a CTG monitor (if you are over 26 weeks) 
and/or by ultrasound scan, which looks at baby’s growth, blood flow from the placenta 
to baby and the amniotic fluid around baby. 

Fetal movements are an important indicator of a baby’s wellbeing, if baby is regularly 
having episodes where they’re not moving as much, it can be a sign that they are 
saving their energy due to growth restriction, their placenta isn’t working very well or 
there are congenital abnormalities (ref 33). There isn’t any evidence that tell us whether 
it is better to be induced when a woman is experiencing recurrent reduced movements, 
however the RCOG advise that a woman’s pregnancy and wellbeing should be taken 
into account when deciding whether an induction of labour should be offered, for 
example if there are concerns about baby’s growth or placental function.
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If your waters break before contractions start

If you are 37 weeks or more and your waters have broken but you’re not experiencing 
any contractions, then your midwife/doctor may be discussing the chance of infection 
to you and baby and/or offering you an induction of labour. This situation happens to 
around 10% of all pregnant women, here are a few statistics of what then happens to 
these women:

- 79% of women will then go into labour  within 12 hours of their waters breaking
- 95% of women will go into labour within 24 hours of their waters breaking 
(ref 34).

NICE guidelines currently advise that women are offered an induction of labour within 
24 hours of their waters breaking, this is because the chance of infection to mother and 
baby rise slightly; for women whose waters haven’t gone, the chance of an infection in 
their womb is 0.5%, for women whose waters have broken, the chance of an infection 
can rise to 1% (99% of women will not develop and infection). You can therefore opt to 
be induced if you have not started tightening 18-24 hours after your waters have 
broken. If you are known to be carrying Group B Streptoccous (GBS) then you will be 
encouraged to start this process straight away and commence antibiotics, due to the 
additional risk of infection to baby. 

A review of studies that have looked into whether it is better to wait for labour to start or 
to be induced after their waters had broken,  concluded that for the women who were 
induced, there may be less babies born with an infection (ref 34). This rise was less 
than 2% and included babies with suspected infections and definite infections. The 
problem with this is that when a woman’s waters have broken, the people looking after 
her will always be looking for a potential infection, meaning suspected infections may 
be overestimated and once the potential infections were taken out of the results, there 
wasn’t a difference in the rate of infections between the two groups. Potential infections 

may be overestimated as during an induction certain aspects of the process 
can cause the woman to have a raised temperature, for example, epidurals, 
prostaglandins (hormones used to induce labour) or dehydration. The review also 
flagged up that the studies were all of low quality. 

There was a study of moderate quality, which showed that there was no difference 
in the rate of babies who died when comparing the two groups. 

When a baby is born the midwife uses a scoring system called ‘The Apgar Score’, 
it is an assessment of their breathing, colour, tone, heartrate and reflexes. As part 
of the review of evidence, the APGAR scores were compared between women who 
had chosen induction and women who had chosen to wait for labour. There was no 
difference between the two groups. If a baby had an infection, it is likely that their 
Apgar scores would be poor. But again, these results come from studies which 
were classed as poor quality.

Antibiotics may be suggested if your waters have broken, you’re not in labour and 
you are showing signs of infection. A review of evidence suggests it is not advised 
to give antibiotics without signs of infection, as the long term effects of antibiotics 
for mother and baby are not known.  Signs of infection can be a temperature, 
pain in your womb, feeling unwell, smelly vaginal discharge or the water draining 
being smelly. To help reduce your chances of developing an infection, avoid sexual 
intercourse and try to keep vaginal examinations to a minimum. Once baby is born, 
skin to skin helps to provide baby with your helpful bacteria and protect against 
infection (ref 35).
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IVF
If you have conceived your pregnancy through IVF, then you may have been advised that it 
is safer to induce your labour at term because the risk of stillbirth is higher for you. 

Some studies suggest that the chance of stillbirth is increased when a pregnancy has been 
conceived through IVF (ref 36,37). The actual increase in risk varies widely, depending on 
which research study you read. 

A Danish study concluded that the risk increased from 0.37% for a person experiencing an 
unassisted conception, to 1.62% for a person who has undergone IVF. It has been debated 
as to whether the findings from studies looking into IVF and stillbirth may be distorted 
because they did not account for the fact that many women undergoing IVF may be older, 
and may have pre exisitng health conditions. This study states that age has accounted for. 
Importantly, it didn’t state at which stage these stillbirths happened. 

It is known that women who have had IVF are more likely to experience a pre-term birth (3) 
and if these births are extremely pre-term then the chance of mortality is higher. The rate 
of stillbirth between 22/40 and 27+6 is also higher for women who have had IVF (4) but 
very importantly, it has been found that after 28 weeks, the rate of stillbirth is no different to 
women who had conceived without assistance. Therefore induction of labour at term, for 
women who have had IVF would not be beneficial in a pregnancy that has otherwise been 
straightforward.

There are some theories that the placenta may not work so well at the end of pregnancy if 
you have had IVF. There is no evidence that supports this theory,

However, it has been found that for women who have had IVF are more likely to be 
affected by gestational diabetes, pre-eclampsia, or have a baby who is small or is classed 
as having intrauterine growth restriction. If one or more of these conditions has affected 
your pregnancy then please refer to the relevant  factsheets in this booklet for more 
information. If they haven’t affected your pregnancy, then the fact you are more at risk 
of them is not a valid reason for an induction of labour. However, the obstetricians have 
agreed to offer induction from 40 weeks if this is something that you wish.
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Obstetric Cholestasis
Obstetric cholestasis (OC) or Intrahepatic cholestasis of pregnancy, affects around 0.7% of 
pregnancies in a multi-cultural society (ref 38). If you have been diagnosed with this condition, 
it may have started with itchy skin, which may have been worse on your hands and feet but 
can be anywhere on your body. It is caused when the bile that flows through your liver slows 
down or even stops. This leads to bile acids building up in your liver, which then leak out into 
your bloodstream and cause itching. Some women find that the itching is worse at night, affects 
their sleep and can lead to problems with emotional wellbeing. Sometimes the itching can be so 
severe that the skin becomes damaged. Other symptoms can include dark urine, pale stools, 
fatigue, liver pain (pain in right upper abdomen) and feeling generally unwell. OC isn’t routinely 
tested for,  if you have some of these symptoms then your midwife will ask to take your blood to 
see what your bile acid levels are and check your liver function.

It isn’t known exactly why women develop OC but it is thought to be a combination between 
genetic, hormonal and environmental reasons. Women with pre-eclampsia or with multiple 
pregnancies are more likely to develop OC.

The timing of the IOL depends on the level of bile acid in the blood. In cases of severe OC (bile 
acid more than 40), women are likely to be offered an IOL  between 37/40 and 39/40. There is 
some evidence to say that the chance of stillbirth is increased for women who have severe OC.
In milder cases, women will be offered an IOL between 39 and 40 weeks of pregnancy. 

At 36/40 - risk of stillbirth is 0.06% compared to 0.02% in an unaffected pregnancy
At 40/40 - risk of stillbirth is 0.2% compared to 0.06% in an unaffected pregnancy

The chance of premature birth is higher with OC, there is a hypothesis that the bile acids can 
cause tightenings. 

Babies born to mothers with OC are also more likely to have meconium in their waters. This 
is likely to be because of the extra movement of fluid through the bowel which causes baby to 
open their bowels earlier than normal.

Increased bile acids can also disrupt the production of surfactant in baby’s lungs, which helps 
them to fill their lungs with air at birth and maintain breathing. Because of this more baby’s are 
admitted to special care when their mother has OC -a rise of 6.4% compared to baby’s born to 
mothers without OC (ref 39).
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Comfort measures during an induction of labour

If you’re induction is classed as ‘low risk’ for example if you are being induced for a post dates pregnancy, and 
syntocinon is not needed, then the pool is also an option for pain relief. 

01
Prostaglandin stage

Paracetamol
Codeine
Pethidine
TENS machine
Warm compresses
Aromatherapy
Water - there is a shared 
bathroom with a shower, it 
can be helpful to stand in the 
shower in the early stages 
with warm water going on to 
your bump or back. If there is 
space available on delivery 
suite it may be possible to use 
one of the baths over there

02 03
Releasing your waters Syntocinon drip

Comfort measures as 
described in prostglandin 
stage as well as:

Gas and air
Pethidine
Epidural

Comfort measures as 
described in prostaglagin 
stage as well as:

Gas and air
Pethidine
Epidural
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Using your BRAIN
A framework to help you decide 
Use this decision making framework to help you decide whether induction is 
the right option for you. Using this structured way of thinking may also help you 
during your labour and birth, when different options may be offered to you, for 
example, pain relief options, vaginal examinations, or the way in which your 
baby is born. It will also help you to ask questions. If you can’t decide, you can 
always ask for some more time to think.

Benefits

Alternatives?

Intuition

Risks Nothing - what happens if I do nothing??

What other options do I have?

What is my gut instinct?

Have I got time to wait this out?What are the risks associated with this?

What are the benefits if I choose to do this??
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If you’re not sure that an induction of labour is the right pathway for you and your baby at this point, then you can 
discuss what you would like to do next with your doctor or midwife. Your plan will be indivualised depending on the 
reason the induction was offered in the first place but it will be likely to include more regular monitoring of baby using 
the CTG monitors, ultrasound scans and dopplers, which analyse the blood flow between your placenta and baby. As 
the mother you are also the expert in your baby’s wellbeing by monitoring the fetal movements.

It is important for you to know that you can change your mind at any time either way - whether you have consented to 
an IOL and then realised it it isn’t right for you at this point or whether you have declined an IOL and now think it is the 
right pathway to choose. 

If you decide to decline induction of labour



My waters had gone at around 11pm, my partner and I were in bed and I was 
actually eating profiteroles rolls before going to sleep at the time! It was strange that 
day…as we had put the car seat into the car, I had sorted all of the babies bottles 
and had literally got everything ready.

After I had realised my waters had gone I phoned maternity triage, the midwife was 
very helpful and reassured me as I started to get very nervous. I thought I was going 
to go over my due date. She advised  me to come in and just clarify my waters had 
gone, I did just that and was told if I didn’t start getting contractions, to come back at 
5pm the next day to be induced. 
 
Our baby didn’t want to come! So we went in at 5pm and the induction was started. 
Every midwife was so lovely and reassuring. I had a pessary and was then advised 
I would be checked within 6 hours to see if anything had happened. Nothing had 
happened and I was still only 1cm. 
 
In that time my partner had left the department (due to COVID) and the pain started 
to get intense in my lower abdomen. I was nervous to press my buzzer to start with, 
but in the end I knew I needed too. The midwife that saw me that evening was lovely 
and she could see I had started to get quite upset. She sat on my bed and made me 
feel so much better. I then had some codeine, it didn’t help my pain, so a short while 
after I had a pethidine injection to try and get some sleep, as I hadn’t slept in a few 
days by this time! 
 
A few hours passed and I still wasn’t dilating how I should of been. The maternity 
support workers and midwives kept checking on me as I was in a side room on my 
own, but I really wouldn’t of been able to do it without them! 
 

Induction of labour birth stories

As I wasn’t dilating I was advised I was going to be put on a synthetic drip to try and 
start dilating. I was also advised a lot of women have an epidural with the drip as it 
can be quite painful. At this point I just agreed! Anything to help. By this time it was 
about 4am, two lovely midwives came and got me and took me down to the delivery 
suite, I was told to give my partner a call to come in. This put me at ease quite a bit 
after he came. 
 
I had the drip put in and also the epidural (something I’d never thought I’d have!) 
I was fine for a few hours. Couldn’t feel anything. Had a bit of sleep. The hours 
went on… I still wasn’t dilating how I should of been. Then all of a sudden I had this 
intense pain in my pelvic region. Our babies head was on a nerve in my pelvis and I 
was dilating! It was very intense and I will never forget that pain. I also had gas and 
air during this time. 
 
But we had the most amazing midwife and doctors with us the whole time. Our 
midwife didn’t even have a lunch break. She was absolutely amazing and I felt so 
comfortable!
 
I was examined by the doctor who said “well done you are 10cm dilated” within 20 
minutes of pushing, Connie was born at 14:14pm on 10th May 2021 weighing a 
healthy 7lb 12oz. 
 
We were absolutely besotted with her and we are both so grateful for each and 
everyone of the member of staff in the whole of the maternity/delivery department. 
 
I wouldn’t of changed anything about being induced. I expected the worst as a first 
time mum, but it really was a day to remember and that was also down to being 
cared for in the way we were.

‘‘Maddie’s’ story
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My second pregnancy, (first resulted in a missed miscarriage so my first live 
birth), I was monitored throughout, due to multiple episodes of reduced fetal 
movements (RFM) and high PI readings (high result on umbilical artery doppler 
scan).

I had gone in at 37 weeks for a growth scan and my son had hardly grown at all 
since the previous scan, so induction of labour was booked in for the weekend. 

That evening, I’d had another episode of RFM so went into triage where they kept 
me in overnight for observation. 

In the morning, they discussed doing IOL there and then, to which I agreed. I 
was checked before the pessary was inserted and I was 2cm dilated. I was left 
with the first pessary in place until Friday evening, so Wednesday morning until 
Friday evening. When it was removed, I hadn’t dilated any further. I asked for 
a caesarean section, as I’d been examined so many times by this point that I 
was having gas and air just to be able to stand the pain of the examinations. I 
was repeatedly told I couldn’t have a section and I didn’t need it etc and felt my 
opinion was being ignored. 

I had yet another pessary inserted reluctantly, and Saturday morning I was in so 
much pain from the pessary I had it removed and said I wouldn’t be continuing 
with induction. At this point I was given pethidine and from there my labour was 
so quick that I didn’t go to delivery suite until I was 8cm. 

I am fortunate that this was before Covid hit and my husband could be with me 
the whole day or he would definitely have missed the birth of our son. 

My second baby was born in February of 2021. Again I had complications during 
pregnancy so had lots of scans and appointments, one of the concerns with my 
daughter was her size. Again like with my son, I went in for a growth scan and she 
hadn’t grown so IOL was booked for that day. 

As covid restrictions meant my husband couldn’t be with me, and with my previous 
horrible experience of IOL, I wasn’t happy with being induced again but agreed for 
the safety of my daughter. Induction was started about 6pm that evening. 

Around lunch time the following day I had very intense contractions, however when 
my midwife came to check me, she had to pull my cervix forward to even check me 
and I wasn’t even 1cm. 

Again I was pushed towards a second pessary, however I refused and had an 
emergency caesarean section instead. 

In my experience, IOL has been a horrible, long drawn out experience and never 
again would I agree to have one. My emergency section was far less stressful and 
especially given the circumstances with the covid restrictions, I felt that an IOL 
could mean I would potentionally be away from my son for 4/5 days just waiting to 
go into labour as I was the first time, wasn’t an option. 

The birth of both of my children could have been so much more enjoyable and less 
stressful had a c-section been more readily available and my concerns taken on 
board. 

‘‘Sarah’s’ story
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No doubt, you will have your own list of essentials to bring such as your wash 
bag, change of clothes etc. However, some women have found these little 
extras really useful , especially when their induction has taken some time...

What to bring
Don’t forget your phone charger

But try to ignore all those messages asking 
if baby is here yet

Still isotonic drinks

Bring plenty of maternity pads, 
when your waters break you 
might be surprised how much 

there is!

Plenty of snacks to keep 
your energy up

For me it was my eyemask and 
headphones

They helped me rest on a busy 
ward

I took an adult colouring 
book, and it helped 
me relax to get those 
hormones flowing!!

Luxury travel shampoo and 
conditioners

A little bit of pampering 
before or after having your 

baby

I liked having my own pillow,as 
it felt like I had a little bit of 

home with me!
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Royal College of Obstetrics and Gynaecology: Induction of labour, informa-
tion for patients
https://www.rcog.org.uk/en/patients/patient-leaflets/induction-of-labour---informa-
tion-for-people-who-use-nhs-services/

NICE, Induction of Labour guideline
https://www.nice.org.uk/guidance/cg70

National Childbirth Trust
https://www.nct.org.uk/sites/default/files/related_documents/Newburn%20Induc-
tion%20of%20labour%20pp12-13.pdf

Why Induction Matters by Rachel Reed 
(Book - 2018)

MidwifeThinking.com  - Rachel Reed
https://midwifethinking.com/?s=induction

Inducing labour, making informed decisions by Dr Sara Wickham
(Book - 2018)

In Your Own Time: How western medicine controls the start of labour and 
why this needs to stop by Dr Sara Wickham 
(Book - 2021)

Your human rights during your birth
https://www.birthrights.org.uk/factsheets/consenting-to-treatment/

Obstetric Cholestasis 
https://www.icpsupport.org/abouticp.shtml

Further reading

Risks associated with having a caesarean section include; 

• Higher than normal blood loss – haemorrhage
• Infection
• Injury to urinary system or bowel (1 in 1000)
• Developing a blood clot (4-16 in 10,000)
• Persistent wound or abdominal discomfort
• Readmission to hospital
• Minor cuts to baby’s skin
• Emergency hysterectomy (7-8 in every 1000)
• Need for further surgery (5 in 1000)
• Admission to Intensive Care Unit  (9 in 1000)
• Increased risk of tear to the womb in future pregnancies (2-7 in 1000)
• Stillbirth in future pregnancies (1-4 in 1000)
• In future pregnancies the placenta covering the entrance to the womb (4-8 

in 1000)
• Death (1 in 12,000)
• 
(Wye Valley Trust, consent form for Caesarean Section, 2021)

Appendix
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