INDUCTION OF LABOUR

Definition:

Artificial termination of pregnancy at any time after the 28th week by a method that aims to secure vaginal delivery.

Incidence:

10% of pregnancies.

Indications (75% of all UK IOLs):

A) Maternal 

· Hypertension 

· Pre-eclampsia 

· Prolonged pregnancy 

· Diabetes mellitus 

· Previous stillbirth 

B) Fetal

· Rhesus disease 

· Diabetes mellitus 

· Abruption 

· Fetal death in utero 

· Post-term  

C) Placental  

· Placental insufficiency 

Contraindications:

(similar to C.I. to NVD)

Absolute:

· Placenta previa major

· More than 2 previous LSCS

· Abdominal cerclage in situ

· Successful repair of stress incontinence

· Maternal disease e.g. cardiac problems 

· Known CPD

· Non-longitudinal fetal lie

· Cord presentation

· Fetal distress

Relative

· Grand multiparity

· Uterine scar

· Footling/flexed breech presentation

· Prematurity

Methods of induction:

ARM (Amniotomny)

· Lithotomy position & aseptic/anti-septic technique

· VE to exclude contraindications: - 1) exclude Placenta Previa  

  


       2) confirm Head presenting

  


       3) check Station not too high

· Forceps (long-toothed/Kocher’s curved)-grasp & break membranes

· Stretch cervix & stretch away membranes

· Assess liquor (amt, light/moderate/thick meconium stained)

· Rupture hindwaters instead for severe polyhydramnios as forewaters rupture might ppt cord prolapse (sudden decompression/gush) - use Drew-Smythe catheter

* No liquor at ARM: lift presenting part to check if it’s thick meconium-stained liquor  

(TMSL), but don’t displace head too much for fear of sudden gush/cord prolapse if it’s not TMSL.

*Meconium stained liquor: CTG for 20 min – if abnormal consult superiors, consider    

                                          immediate CS if no liquor or thick meconium stained. 

*Cord prolapse: consult superior, prepare for emergency LSCS. Meanwhile: 

-attempt funic reduction, 

-reduction into vagina with warm moist pad at introitus, 

-knee-chest position/pillow under buttocks to keep pelvis higher than     

-abdomen, 

-IV terbutaline for tocolysis, 

-catheterization & fill up bladder to relieve pressure of presentating part  

 on cord.

Oxytocin (generally after amniotomy, but never immediately after PG due to potentiation)

NUH Regime:
Start with 2.5 units in 500 ml normal saline, 10 dpm (for drip sets of 20    drops/ml).

                      : Escalation of dose every 30 mins as follows (titrated against response).

2.5 units in 500ml ns
    >
5 units in 500ml ns
>
10 units in 500ml ns

10 dpm


30 dpm


30 dpm

20 dpm


40 dpm


40 dpm

30 dpm


50 dpm

(40dpm=40mU/min,

40 dpm





  the max dose)

50 dpm

Stop when: 1) Signs of hyperstimulation: > 6 contractions in 10 min


(s/b bolus IV terbutaline)  : decreased amplitude and increased basal   

                                                                   tone shown by intrauterine pressure        

       catheter IUPC (if any).

   2) CTG abnormal (FHR changes).

Keep increasing until: 1) Optimum, painful contractions attained (1 in 2, each lasting 

                                          >40 sec).




2) If IUPC used, titrated until 1500KPa/15min for multips or   

  
                1750KPa/15min for primips.

3) Most importantly, labour established (hence don’t stop   

    increasing dose if cervical dilatation unsatisfactory, even if    

    optimum contractions attained. 

*  Check urine output every 4-6 hrs and urine albumin/ketones (risk of water intoxication   

    & hyponatraemia, also reason for using normal saline instead of 5% dextrose).

NUH protocol for induction of labour:

1. Cervical priming on morning of day of induction:

In reality, a third and sometimes fourth pessary may be attempted on the second day before an ARM + oxytocin regime is carried out, i.e. ARM + oxytocin, only on the third day.

2. Cervical priming on evening prior to day of induction:


Complications:

ARM:

· Chorioamionitis: when delay between ARM and delivery is too long

· Cord prolapse: presenting part is unengaged and uncontrolled rapid drainage of liquor

· Abruptio placentae: uncontrolled rapid drainage of liquor

· Amniotic fluid embolism: more common in multips

Oxytocin:

· Failed induction: 20-30% in primips with unfavourable cervix

· Fetal distress: more common with fetal indications for induction e.g. IUGR

· Uterine rupture: esp with uterine scars, high parity

· Hyperstimulation: excessive, painful contractions, stop oxytocin immediately

· Water intoxication/ hyponatremia: ADH effect of oxytocin: fluid retention, pulmonary oedema, electrolyte imbalance

· Post-partum hemorrhage: more common following prolonged induction with high doses of oxytocin, failed inductions, long labours (all due to uterine atony)

Increased incidence of jaundice in newborn and admission to NNU

Uterine contractions < 4:10 min





8am next day: ARM + oxytocin even if no labour.





8pm: AN ward





3-4 hours: No/poor progress + oxytocin





ARM





Uterine contractions + cervix >3cm.





3-4 hours: No/poor progress + oxytocin





2pm: 2nd pessary





ARM





Uterine contractions < 4:10 min





Uterine contractions + cervix >3cm.





8am: Prostin pessary @ post fornix of vagina.





< 5





3 hours: Review. ± ↑oxytocin.





Induction of labour (ARM + oxytocin)





> 5





Cervical score





3-4 hours: No/poor progress + oxytocin





ARM





Uterine contractions + cervix >3cm.





Uterine contractions < 4:10 min





8am next day: ARM + oxytocin even if no labour.





3-4 hours: No/poor progress + oxytocin





ARM





Uterine contractions + cervix >3cm.





May have dinner 2 hr after insertion + continuous CTG overnight.





Uterine contractions < 4:10 min





Insert intracervical PGE2 gel.
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